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Foreword

I am very pleased to see this Joint UN Programme of Support on AIDS in Lesotho in response to the enormous challenges posed by the HIV epidemic in the country.  I would like to reiterate my commitment to the Joint Team on AIDS, not only as the designated leader of the Team but also as a member of the UNCT and as someone who understands the great challenge posed by the epidemic to the Government and the people of Lesotho.   

I would also like to acknowledge commitment to help address the challenges facing the nation of Lesotho by all staff members of the UN, especially the members of the Joint Team on AIDS.  The establishment of the Joint UN Team on AIDS demonstrates that the United Nations system is committed to supporting the Government and people of Lesotho in their efforts to achieve universal access to HIV prevention, care and support by 2010, in line with the commitments made at the UNGASS high level meeting on AIDS in 2006.   

The Joint Team has made significant progress.  It has successfully mapped out UN interventions and actors on HIV and AIDS issues, and developed a management arrangement framework.  The framework was developed in the context of the UNDAF 2008-2012 and endorsed by members of the UNCT.  Within the framework, the division of labour among agencies was defined and lead agencies for each thematic area clearly identified.  The thematic areas respond to the UNDAF outcomes on HIV that are aligned to the national priorities defined in the National HIV and AIDS Strategic Plan 2006-2011.   Despite these successes the task of developing a Joint Programme of Support on AIDS, that will enable the UN family in Lesotho to Deliver as One, has remained a huge challenge.  

HIV is a threat to the very existence of this beautiful nation.  A prevalence of 23.2%, 62 new infections a day, and 50 AIDS-related deaths each day, in a country with less than two million people, is a tragedy we find hard to grasp.  The epidemic has been declared a national disaster and AIDS is the number one MDG in Lesotho.  Government leadership is committed to addressing the HIV epidemic and has been very open to the advice of its development partners.  In turn, the development partners have pledged significant levels of financial resources to HIV related programmes.  Our challenge as the UN, therefore, is to make the money work and ensure that our efforts are aimed at scaling up the national response.   

I am aware that the national response to HIV in Lesotho is very fragmented.  National and development partners, including the UN have their own projects, some joint, some separate.  We have significant challenges in coordination and harmonization.   Tough issues among implementing organisations are high.  Human resources are stretched and there is a large vacuum in operational leadership.   Implementation is hampered by inadequate absorptive capacity.  This is where the UN system, through the Joint UN Team on AIDS, can make a difference.  Our main role is facilitating scaling-up and implementation of HIV programmes.  We can do it in a variety of ways.  The UNDAF outcomes developed in the course of 2007 provide the vision; the Joint Team on AIDS is the vehicle to develop the agenda and agree on ways of implementing that vision. The Joint Team’s Programme of Support is the fuel to propel the team forward to demonstrate the relevance and comparative advantage of the UN family in Lesotho.   

We must remember that the Joint Team and the Joint Programme is about Change; about UN Reform; so it is new and challenging – it is about a new way of doing business.  To start with it takes a great deal of time and attention away from our ‘normal’ work; but it has to become our ‘normal’ work; we have to learn to adjust what we do, to be able to do it within the framework of the Joint Programme.  We must, however, remain focused on why we need a Joint Programme: to increase efficiency, effectiveness and accountability.  It will also become the framework within which agencies, and the UN system in Lesotho mobilise resources – we will NOT mobilize resources outside the Joint Programme framework.  Donors are also stressing this.

I note with satisfaction what the team has accomplished thus far, but my expectations are very high.   I believe that each one of us works hard and is committed to the cause of HIV, and to a coordinated and harmonized UN response to national priorities.  The relevance of our work and commitment cannot be over emphasized.   

We have now developed our Joint Programme; the next challenge is to implement it.  We accept that challenge gladly.   

Ms Ahunna Eziakonwa-Onochie

Resident Coordinator, Lesotho

The United Nations System in Lesotho is committed to supporting the Government and the people of Lesotho in their efforts in implementing the National HIV and AIDS Strategic Plan (2006-2011)
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I
Executive summary

Lesotho continues to struggle under the burden of a generalised heterosexual epidemic with an extremely high level of HIV prevalence.  The current understanding of the situation points to the following key epidemiological drivers:  high levels of unsafe sexual activity within multiple and concurrent partnerships; insufficient consistent and correct condom use combined with low levels of male circumcision; and high rates of STIs among sexually active adults.  The adult (15 – 49) prevalence rate is 23.2% with an estimated 62 new infections occurring each day as well as 50 deaths daily due to AIDS. Underlying some of these challenges are structural factors such as high population mobility, inequalities of wealth and some customary practices that continue to remain embedded in gender inequality.  

A number of gaps and challenges prevail that call for greater effort and investment on the part of government and its development partners to scale up the response to HIV and AIDS. Some of these challenges point to critical human resource shortages especially in the health sector, gender and social inequality issues, the lack of a comprehensive national implementation strategy on prevention and under-utilisation of community involvement. Condom distribution is erratic, sexually transmitted services are limited, ART services are still not fully decentralised to all primary health care facilities and the occasional stock-outs of opportunistic infection medicines and commodities are still evident. 
However, the national response demonstrates a number of achievements and gains such as the consistent political leadership Lesotho has shown, and the policy environment that legislates a number of important provisions in the response to HIV and AIDS such as the National Orphan and Vulnerable Children Policy. People living with HIV have come to forefront of the national response and there has been significant progress in the rolling out of antiretroviral therapy, an increase in PMTCT coverage, an increase of nearly three times the number of people tested in 2005; and a number of work place programmes that have been initiated. The resource envelope for AIDS has seen a steady increase in financial support over the years by donors with well over US$ 72 million earmarked for 2009. This is in addition to the $5 million that the World Bank will make available to help in the response to HIV and AIDS. 
The UN has been using its United Nations Development Assistance Framework (UNDAF) 2008 – 2012 to plan and coordinate its development assistance activities. The UNDAF is directly informed by and responds to the National HIV and AIDS Strategic Plan (2006 – 2011) of Lesotho. An important characteristic of UN development assistance is the ‘Delivering as One’ imperative that seeks to galvanise the comparative advantages of the UN and agency resources for a multi-sector approach to development. 

The Joint UN Team on AIDS under the imperative of ‘Delivering as One’ has emerged within the larger context of both UN reform and international efforts to improve aid effectiveness.  The vision and thinking behind ‘Delivering as One’ is a collaborative country-owned effort that is responsive to the national development frameworks, and reflects the UN comparative advantages in the specific country context. The approach draws on all the UN services and expertise, including that of Non-Resident Agencies to deliver a multi-sector approach to development
. 

The Joint Team has made significant progress.  It has successfully mapped out UN interventions and actors on HIV and AIDS issues, and crafted a management arrangement framework that was developed in the context of the UNDAF 2008-2012 and endorsed by members of the UNCT.  Within the framework, the division of labour among agencies was defined and lead agencies for each thematic area clearly identified.  The thematic areas respond to the UNDAF outcomes on HIV that are aligned to the national priorities defined in the National HIV and AIDS Strategic Plan 2006-2011.   Despite these successes the task of developing a Joint Programme of Support on AIDS, that will enable the UN family in Lesotho to Deliver as One, has remained a huge challenge as there are significant challenges in coordination and harmonization. However, the Joint Team of Support on AIDS will be maximising the comparative advantages of the UN in the response to HIV and AIDS in Lesotho; and in support of government and civil society. Among its comparative advantages, the UN serves as an honest broker in matters related to deepening democratic governance. Other advantages include its MDG advocacy and scorekeeper roles, the promotion of partnerships and coordination among development actors; and the normative role in ensuring that human rights and gender issues are placed at the centre of government’s development agenda. 
The Joint Programme of Support is aligned with the government of Lesotho National HIV and AIDS Strategic Plan. The programme is divided into four priority focus areas that support the four strategic focus areas of the NSP.
	1. Supportive Environment (outcomes and output results)

	1.1 Government and civil society have the capacity to design and implement evidence based programmes
	1.1.1 Capacity of key counterparts (government and NAC) to develop and monitor evidence based interventions is built 

	
	1.1.2 Capacity of CSO to design and implement evidence based interventions is built (focus on PLWHA groups)

	
	1.1.3 Capacity development provided to support sustainability efforts of CSOs (focus on PLWHA) 

	1.2 Key bottlenecks to make the money work towards achieving universal access removed 
	1.2.1 Country institutional arrangements and capacity enhanced to implement the objectives of the NSP

	
	1.2.2 Government has increased ability to implement HR policies improving recruitment and retention in the health sector

	1.3 The rights of women, girls and persons living with HIV are promoted and protected 
	1.3.1 Government has enhanced institutional capacity to promote and protect the rights of women, girls and PLHIV

	
	1.3.2 CSO have increased capacity to promote the rights of women, girls and PLHIV

	
	1.3.3 Government has the capacity refine its draft comprehensive AIDS Bill in line with SADC model legislation and to enact it into law

	2. Prevention (outcomes and output results)

	2.1   Women, men, young persons and vulnerable groups able to access and use comprehensive, quality health care and sexual and reproductive health information and services and adopt positive behaviours 
	2.1.1 Men in the age rage 15 – 39 have access to male circumcision services 

	
	2.1.2 Men, women and adolescent boys and girls have access to and use HTC services 

	
	2.1.3 80% of pregnant women who are HIV positive have access to PMTCT services 

	
	2.1.4 The public and private sectors have in place comprehensive and accessible HIV workplace services 

	
	2.1.5 The Ministry of Health has the capacity to expand access by men and women to adequate supplies of male and female condoms, PEP and GBV kits

	
	2.1.6  PLWHA have enhanced capacity and appropriate guidelines for actively participating in positive prevention programmes 

	2.2 Men, women, boys and girls able to access and use knowledge, information, skills and services on safe sex and the prevention of HIV infection

 
	2.2.1 Teachers and Non formal Educators capable of delivering effective life skills education in schools and NFE centres 

	
	2.2.2 All young people aged 11 to 24 in and out of school understand HIV prevention measures and risk reduction strategies through effective life skills education

	
	2.2.3 All HIV and AIDS Focal Persons able to coordinate social and behaviour change on HIV prevention in workplaces across the public and private sectors



	2.3 Leaders at all levels have the capacity to address socio-cultural issues that surround and drive Multiple Concurrent partnerships (MCP)

	2.3.1 Advocacy and communication strategy developed and used to train leaders on MCP

	
	2.3.2 Leasers at all levels, including faith community, government and politicians have the skills to communicate and advocate for partner reduction in the context of MCP

	
	2.3.3 Leaders conduct advocacy campaigns for partner reduction at the central and local levels.  

	3. Treatment and care (outcomes and output results)

	3.1 Women, men, young persons and vulnerable groups utilise comprehensive health care including nutritional support and sexual and reproductive health services and information 
	3.1.1 Government and CSOs have the institutional capacity to scale up HIV and TB treatment, care and support services

	
	3.1.2 Doctors, nurses in all health facilities capable of providing improved and accessible treatment, care and support to PLHIV with chronic illnesses

	
	3.1.3 Food insecure PLHIV on antiretroviral therapy have their daily minimal nutritional intake and support

	
	3.1.4  Women and girls living with HIV and AIDS have access to  sexual and reproductive health rights and services that are necessary for them

	4. Impact mitigation (outcomes and output results)

	4.1 Vulnerable groups that include orphans, children, youth and women have their social and welfare needs met
	4.1.1 Government and relevant parliamentary structures able to develop and adopt social welfare and protection legislation, policies and structures for OVC, youth and women

	
	4.1.2 Women, youth and OVC in target communities able to access and utilise protection packages

	
	4.1.3 The relevant Ministries and Local Government have the capacity to support vulnerable households improve and sustain their livelihoods


There are a number of strategies tabled that the UN will drive and employ to help realise the above outcome and output results. A greater emphasis of the Joint Programme is on prevention with the key imperative focused on leadership and behaviour change to prevent new infections; and the supportive environment where emphasis is on building the AIDS governance structures and civil society to better respond to the epidemic. 
There are clear operational management processes and accountability mechanisms in place to help ensure effective and efficient delivery of programmes and interventions. 

UN organisations participating in joint programmes are required to select from among themselves an Administrative Agent and the UNDP was unanimously selected to act in this capacity.  This means that funds from donors will be channelled to the UNDP as the Administrative Agent who in turn will channel the resources to the other participating UN Organizations (including to itself), based on the Joint Programme Rolling Annual Work Plan and budget approved by the UNCT. With respect to the need for joint resource mobilisation especially in relation to the funding gaps; and consistent with the Paris Declaration on Aid Effectiveness and the 2004 Triennial Comprehensive Policy Review (TCPR 2004); the Office of the Resident Coordinator will engage with Lesotho’s other Development Partners in strategic dialogue to expedite aid coordination, resource mobilisation and harmonisation of development assistance. 
A detailed joint work plan for 2009 has been developed outlining the key activities linked to 

Output results, milestones to 2012 and aligned with the outcomes for each priority focus area as reflected in the table above. Linked to each ouput is the funding required, funding that is available in the UN system and the funding gap. Similarly for each outcome over the period 2009 to 2012, the funding available and the funding gap is reflected that become the basis for the joint resource mobilisation strategy that will be in place to support the Joint programme. 

The monitoring and evaluation of the Joint programme includes a series of reports in a year, the establishment of an M&E Subcommittee, the assessment of the Joint Team and Joint Programme using performance assessment instruments; guided by a detailed log frame that is separate to this document. 
The indicative budget of the Joint Programme for 2009 to 2012 shows an indicative figure of $80,483,710 that is required for the delivery of the Joint Programme over the four year period. Funds available from the UN Agencies for the Joint Programme totals $38,365,800. This means that the funding gap for 2009 to 2012 is $42,117,910 and represents the amount that needs to be mobilised. 
II
Structure of this document 

This document is divided into five sections. The first section deals with an overview of the HIV epidemic in Lesotho that is important to understand as the backdrop to the intent of the Joint Programme. This overview is informed by the Modes of Transmission study that provide some important insights as to the character and nature of the epidemic in Lesotho. Evidence indicates that there are many gaps and challenges in Lesotho’s response to the epidemic and many of these are detailed under this section. 

The second section to the document focuses on the national response to the epidemic notwithstanding all the challenges that confront government and its partners. This section is far more positive and details some of the achievements and gains that have been made and the financial and other assistance received from the various development partners that are supporting government’s efforts. The UN system is also outlined here, providing a detailed sense of how the UN functions and the roles and responsibilities of the Resident Coordinator as well as those of the Joint UN Team on AIDS (JUNTA).

The third section is the main section of this Joint Un Programme of Support on AIDS (JUPSA) document and covers the process of developing the JUPSA, the key comparative advantages of the UN and outlines each of the focus areas of support. The focus areas are summarised in a table to give a bird’s eye view of the overall intent of the Joint Programme, and each area is briefly discussed with reference to challenges and strategies needed to address the challenges.

The fourth and fifth sections of the document deal with the financing framework, management arrangements and specifically, monitoring, evaluation and reporting. 

The main annexure to the document is the result matrix and indicative milestones for 2009 to 2012. The outputs monitoring and reporting table in Annexure will be used as the basis for monitoring the output results in tandem with the annual work plan. 
1.
Evidence-informed programming – understanding the context

1.1
Overview of the HIV epidemic in Lesotho

The HIV Epidemic in Lesotho
 

Adult (15-49) HIV prevalence in Lesotho is 23.2%. This is the third highest adult prevalence in the world.  An estimated 62 new HIV infections occur and about 50 deaths are due to AIDS every day in the country. There is an estimated 270,273 people living with HIV in Lesotho as of end of 2007.  Of these, 11,801 are children and 258,472 are adults.  It is estimated that 81,270 (63,100-98,200) people were in need of ART at the end of 2007. Females continue to be more infected with an estimated 153,581 (57%) infected compared to 116,692 (43%) males.  The number of new infections reached a peak in 1995, with an annual incidence of 3.6 and reduced to 2.35 in 2007.

Homogeneity of the HIV Epidemic 
The recent Modes of Transmission study stressed the homogeneity of the epidemic with all districts; both sexes; and almost all age groups (except female 15-19 and male 15-24). All wealth, education and migration strata have an HIV prevalence above 15%.  
Heterogeneity of the HIV Epidemic 

Age and Sex 

HIV prevalence is higher among women (26.4%) than among men (19.3%).  The Lesotho Demographic Health Survey (LDHS) demonstrates a substantial jump in HIV prevalence rates, with young women 15-17 years of age already having a prevalence rate of 6.1%, which increases to 10.7% among females 18-19 years of age.  Worth noting is that young men aged 15-17 have a very low rate of HIV prevalence at 0.7%, that jumps to 5.1% among young males 18-19 and 30-34 among adults at 41.3%.  HIV prevalence rises sharply for women from the age of 17 peaking in their late 20s at 39%, with the highest prevalence of 43.3% for women occurring in the age group 35-39.
Marriage and discordance in couples 

Women who have never been in a union but are sexually active have a much higher HIV prevalence than their male counterparts, with an HIV prevalence of 24% compared with 11%.  Married women have a lower HIV prevalence rate (27%) whereas married men have a prevalence of 33%.  One-third of all couples are infected and 40% of these are discordant - meaning that only one of the partners is positive.  Thirteen percent are discordantly female (i.e. only the woman is infected) and 27% are discordantly male (i.e. only the man is infected).   

Urban and Rural 

The HIV prevalence is considerably higher in the urban districts (Leribe highest
 with 29%) compared with rural districts (Mokhotlong lowest with 17%). The LDHS also found urban prevalence at 29.1% compared with rural prevalence at 21.9 %.  In addition, the three districts with the highest HIV prevalence (Leribe, Maseru, Berea) actually make up 52% of the population that means that the absolute number of people living with HIV is higher in the higher prevalence districts also because of population size.

Education and Wealth

Bivariate analysis of the LDHS showed that education is strongly correlated with protective behaviours such as condom use, delayed sexual debut, HIV testing and counselling; and knowledge about HIV and AIDS
.  In addition, ANC data shows that the biggest decrease of HIV prevalence among pregnant women, 26% in 2003 to 18% in 2007, was among women with tertiary education.  This can be compared to those with only primary education in which HIV prevalence barely decreased from 27% to 26%.  As a slight contradiction, women in the highest wealth quintile of the LDHS also have the highest HIV prevalence, 29% compared with 20% for those in the lowest wealth quintile.  For men the relationship between HIV prevalence and wealth is non-linear, however, working status is significantly associated with HIV prevalence (working men are 60% more likely to be HIV positive than unemployed men).  

Children 

Spectrum estimates 11,800 (11,700-13,000) HIV positive children in the country
.  More HIV positive children survive due to the roll-out of ART (which currently has 931 children on treatment out of the estimated 3520 children in need).  In addition, the PMTCT roll-out, that has a coverage of 31% as of 2008, means that fewer infants will get infected with HIV.  The age of sexual debut could also influence HIV prevalence in children as 15% of girls and 27% of boys reported being sexually active before the age of 15 (DHS); only a quarter of them used a condom during their first sexual intercourse. 
Tuberculosis and HIV 

Tuberculosis and HIV remain serious public health problems in Lesotho. TB and HIV are closely interlinked. Lesotho has the 5th largest per capital estimated TB incidence (635/100,000) in the world. (Global TB Control WHO Report 2008). TB is a leading cause of HIV –related morbidity and mortality. A person infected with HIV has a 10 times increased risk of developing the TB disease.  Mortality in HIV positive TB patients is 2 - 4 times higher (6% to 39% in Sub-Sahara Africa) than in HIV negative TB patients. In Lesotho HIV is considered to be the major factor fuelling the TB epidemic, and is estimated to contribute to 54% of TB incidence in adults. Statistics indicate that about 80% of TB cases are also co-infected with HIV, and WHO estimates that HIV contributes to 68% of the deaths of TB patients on treatment (NTP 2007 Annual Report). The TB death rates have increased from 10% in 1995 to 13.5% in 2000. Lesotho has the 3rd highest adult HIV prevalence in the world (23.2%). The dual TB/HIV epidemic has resulted in overstretch of health delivery services.
1.2
Brief analysis of the main modes of sexual transmission of HIV
The following risk factors were identified in the Modes of Transmission study (see Annexure 4). 

Risk factors 
· Lack of clinical male circumcision – According to estimates, of about 10 000 circumcisions preformed in Lesotho each year, 4,000 to 5,000 are circumcised within the health setting (USAID 2007:9).

· Multiple and concurrent sexual partners – The CIET (2007) study found that among adults with at least one partner, 16% of women and 36% of men had more than one current sexual partner.  
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Low levels of consistent and correct condom use – Of those who had more than one sexual partner in the last year, only 18.7% of women (15-49) and 40.5% of men (15-49) used a condom the last time they had sex (DHS 2004).  Condom use with regular partners remains low with only a marginal increase from 17% to 20% over the same five-year period (CIET 2007).  

· The modes of transmission incidence modelling also found that sex workers and their clients only contribute about 2% of all new infections, due to the relatively high levels of condom use, and low levels of paid sex in Lesotho.
Drivers – Community and Structural level 

The Modes of Transmission study identified drivers both at the community and the structural level.  At the community level, gender roles dictate women and men’s sexual behaviour and social expectations within relationships.  A recent study showed that 47% of women and 40% of men said that women do not have the right to refuse sex with their husbands and boyfriends (Andresson et al. 2007). Another identified driver at the community level is the high level of alcohol consumption.  A consistent association has been shown between alcohol use and sexual risk taking (Kalishman et al 2007).   At the structural level labour and migration was identified as a key driver.   It has been shown that mobile populations are at higher risk of HIV infection (both partners - the one migrating and the one left behind) since migration separates families for long periods of time, consequently encouraging multiple partnerships (Lurie et al 2003). Another structural driver of the HIV epidemic are very high levels of sexual and physical violence.  In the 2005 sexual violence study, 61% of the female respondents reported having experienced sexual violence at some point during their life. Lastly, income inequality, as measured by the Gini coefficient, was identified as a structural driver in Lesotho.  Mishra et al (2007) have shown a positive association between income inequality and HIV prevalence.  
The national response to HIV and AIDS is guided by the National HIV and AIDS Strategic Plan (NSP) 2006-2011, the National HIV and AIDS Policy, the National Monitoring and Evaluation Plan (2006-2011), and the Coordination Framework for the National HIV and AIDS Response. The overarching goals of the plan are to scale up universal access to information, knowledge and services to enable individuals to protect themselves from HIV infection; to increase access to treatment, care and support and impact mitigation services; and to empathise with those affected by HIV and AIDS.  Its areas of strategic focus are (i) Prevention; (ii) Treatment, Care and Support; (iii) Impact Mitigation; and (iv) Management, Coordination and Support Mechanisms.

1.3
Consolidation of the key gaps and challenges

The consolidation of the key gaps and challenges
 is briefly articulated below reflecting on ‘supportive environment’, ‘prevention’, and ‘treatment, care and support’:

Supportive environment (coordination and management)
· Stakeholder involvement in the development of a national multi-sector coordination framework.  There is lack of alignment at implementation level of all stakeholders, largely because coordination arrangements are relatively new and not yet fully implemented.   
· Private sector engagement.  Few business or labour sector entities have the capacity or resources to undertake comprehensive policy and programme development related to HIV and AIDS.  

· Public sector commitment:  Currently, only the Ministry of Education and Training, Ministry of Health and Social Welfare, Ministry of Employment and Labour and Members of Parliament, out of 21 line ministries, have initiated or completed the development of comprehensive workplace policies. No line ministries have yet implemented adequate workplace programmes to address the impact of HIV and AIDS on employees. 
· Community-level involvement.  A significant amount of CBO service delivery capacity remains under-utilised and public sector service provision continues to be overburdened, with little room to expand to meet universal access targets. Also, full engagement of NGO partners in planning and programming, especially in prevention and particularly at district and community levels, has not taken place.  
· Gender and social equality issues.  Scant attention has been paid to implementation of the National Action Plan on Women and Girls, HIV and AIDS. Women are the most affected and infected; and deliver the majority of services at the community level. Yet they are the least remunerated or involved in decision-making.  Not enough men are performing care-giving functions at the community and household level.  
· Money – that fact that absorptive capacity is a problem; and donors do not seem to align funding to the scale of the epidemic. Botswana has the same population and almost similar prevalence but received three times more resources that Lesotho
· Policies – The fact that they re enacted and not passed (e.g AIDS and the Child Welfare  Bill that have been on the books for the last three and five years respectively)
· Human resources – shortage of human resource capacity and trained personnel  
Prevention

· Unified operational HIV prevention strategy.  Lesotho lacks a comprehensive national implementation strategy on HIV prevention.  Apart from the prevention objectives outlined in the NSP, there is no coordinated, intensive, multi-sector approach to reducing HIV transmission and scaling up a comprehensive range of prevention interventions.  
· Progress in achieving behaviour change.  The de facto closure of the STI, HIV and AIDS Directorate’s BCC Unit has hampered the MOHSW’s efforts to effectively address the fact that the epidemic is largely driven by unsafe sex and/or within multiple concurrent partnerships 

· Scope and coverage of prevention programmes.  The scope of HIV testing and counselling (HTC) is limited at all levels of service delivery, especially in underserved rural and hard-to-reach areas, and has not been specifically targeted at the younger age groups (less than 15 years of age).  In addition, post-test services for individuals testing negative have not been established 
· Knowledge and targeted interventions aimed at special populations.  There is insufficient empirical data concerning the size of the epidemic and the socio-cultural issues that give rise to risk and vulnerability among some groups such as commercial sex workers (CSW), herd boys, men having sex with men (MSM), people with disabilities and prison inmates 
· SRH, including STI and male circumcision.  Sexually transmitted infections (STI) services are currently limited.  For the most part, staff are not adequately trained.  STIs are insufficiently managed because neither family health programs nor ART sites provide comprehensive STI services.
· Condom programming.  Condom use is low and inconsistent. Coverage of condom distribution is erratic and some parts of the country are not served.  Community health care workers (CHCWs) do not have demonstration kits and educational materials.  

Treatment, Care and Support
· Human resources.   There is limited human resource capacity within the STI, HIV and AIDS Directorate, CHAL; and the MOHSW in general to support monitoring and supervision in HIV and AIDS services at all levels.
· HIV/TB.  Coordination and collaboration between HIV and TB
 services at district and community levels is weak.  There is no systematic analysis of data to guide programme implementation.  There is a basic shortage in supply of co-trimoxazole therapy for adult and paediatric HIV positive TB patients.  
· Access to ART.  ART services are still not fully decentralised in all PHC facilities, and the limited engagement of non-government partners and private sector has hampered this.  Poor human resource management and high staff turnover leading to gaps in trained staff, lack of transport and geographical constraints all impede access.  
· Management of opportunistic infections.  A shortage of trained staff on co-morbidity management, together with the unavailability of diagnostic tools at health facility level, have led to poor tracking and forecasting resulting in the occasional stock-outs of opportunistic infection medicines and commodities.  There is a need for an increased number of community home-based care (CHBC) kits to accompany the increased numbers of trained staff. 
· Nutrition and chronic food insecurity - Pervasive food insecurity makes it difficult for patients to meet their nutritional requirements. 
Finally, it is important to highlight and overall weakness of the Lesotho national health system that is impeding an effective response. There is slow progress in finalising and operationalising key strategic policy and implementation documents; inadequate strategic dialogue about administrative and policy issues for implementation of programmes; a complicated and multi-faceted scenario in health care delivery arrangements and inadequate accountability. There is less than adequate harmonisation and alignment of health funding; and the inability of policy makers and HR planners to modify the health system response in reaction to demographic, epidemiological and burden of disease (BOD) requirements, including the human resource crisis.
2.
The national HIV response – achievements and challenges

2.1
Understanding the national response

Lesotho has shown consistent political leadership on HIV and AIDS.  Since the declaration of HIV and AIDS as an emergency in 2000, the top political leadership has consistently spoken out and supported the HIV and AIDS response.  In accordance with the National HIV and AIDS Policy, a number of sector-specific policies have been developed to support the national HIV and AIDS response such as the National Orphan and Vulnerable Children Policy, the Blood Transfusion Policy, and the HIV Testing and Counselling Policy.  The Labour Code (Amendment) Act, No.5 of 2006 prohibits pre-employment testing, testing during employment, ensures confidentiality and non-disclosure; and prohibits discrimination in employment.  The Legal Capacity of Married Person’s Act (2006) accords equal status to married women, who had previously been considered minors under the law.  Lesotho has in place a draft  comprehensive HIV and AIDS Bill (sine 2006) and the enactment of this Bill, along with full implementation of the Action Plan on Women, Girls and HIV, are considered key to removing barriers to accessing HIV prevention, treatment, care and support services for women and girls.

People living with HIV have come to the forefront of the national response to HIV.  The Lesotho Network of People living with HIV and AIDS (LENEPWHA) formed in 2005 is increasingly taking a leadership role in coordinating the needs of people living with HIV and in spearheading the Greater Involvement of People living with AIDS (GIPA) principles. Representatives of People living with HIV (PLHIV) are included in national decision–making bodies like the Country Coordination Mechanism (CCM) for the GFATM, the National HIV and AIDS Forum and the Multisectoral Partnership Forum.  The Lesotho Inter-Religious AIDS Consortium (LIRAC)
 has been established as an inter-faith coordination body to coordinate the faith-based response to AIDS.
There has been significant progress in rolling out antiretroviral therapy, and making food support available to people on treatment.  At the end of 2007, an estimated 21,710 people were receiving anti-retroviral treatment. However, this indicates that one out of four people who should be on treatment are receiving ARV  and the lessons learnt in accelerating this programme should be used to further accelerate access for adults and children who are still unreached. At least 3,966 pregnant women with HIV received anti-retroviral treatment to prevent mother to child transmission (PMTCT) of HIV during the year.  The coverage of PMTCT programmes has increased from an estimated 5% in 2005 to 31% in 2007.  Nineteen hospitals and 116 health centres and private clinics out of a national total of 167 health facilities are offering antenatal care (ANC), postnatal care (PNC) and maternity services. In Lesotho, all blood used for transfusion purposes is screened for HIV.   

In 2007, the total number of people who have ever received an HIV test in Lesotho was 229,092 or 12% of the population of about 1.8 million.  This is an increase of nearly three times the number tested in 2005.  At the end of 2007, 161 health centres were offering HIV Testing and Counselling (HTC).   

Several workplace programmes have been initiated in Lesotho.  Prominent among them is the workplace programme at the apparel industry, one of the biggest employers in the private sector accounting for nearly 80% of the workforce.   A cumulative total of 376,318 out-of-school young people learned lifeskills in 2006, increasing to 388,741 by June 2007.   The current school attendance among orphans and non-orphans aged 10-14 in Lesotho is 1:1 (2004 LDHS).  This has been achieved through making primary education free and providing bursaries for those in secondary schools.  Programmatic data indicate that roughly 32% of OVC are receiving free basic support

A literature review indicates the presence of sex work in several locations in Lesotho.  Around 1.7% of men reported having had paid sex in the last 12 months (2004 LDHS).  Out of those, 58% responded that they had used a condom in the most recent encounter.  There is also anecdotal evidence of the presence of men who have sex with men.   

2.2
Mapping partner contributions – total resource envelope for AIDS
The main development partners supporting the HIV and AIDS response in Lesotho are Irish Aid, the United States Government-PEPFAR, the European Union, GTZ, DFID, the Global Fund for AIDS, TB and Malaria, the Millenium Challenge Corporation, the World Bank and the UN system.  The development partners are committed to the implementation of the “Three Ones Principle” and have used the various platforms provided to them to reiterate their support for the principles.  

The resource envelope for AIDS has come from a variety of sources in recent years, and has substantially increased, from $28.9 million in 2006 to over $72 million in 2009 – a total of $193.5 million over the four years.  Table 1 shows a breakdown for the period 2006-2009:
Table 1: Resource Envelope for AIDS in Lesotho

	 

	2006

	2007

	2008

	2009

	Totals

	%


	Government**

	$12,060,107

	$4,579,596

	$5,925,837

	$5,925,837

	$28,491,377

	15%


	GFATM**

	$1,939,727

	$3,557,205

	$16,598,868

	$17,148,337

	$39,244,137

	20%


	Private sector**

	$209,582

	$610,392

	$1,071,300

	$1,071,300

	$2,962,574

	2%


	INGOs**

	$2,283,813

	$1,998,762

	 

	 

	$4,282,575

	2%


	Donors (excl.  USG)**

	$3,451,472

	$7,149,234

	$11,618,429

	$10,722,208

	$32,941,343

	17%


	PEPFAR(USG)*

	 

	$8,000,000

	$13,000,000

	$28,000,000

	$49,000,000

	25%


	UN***

	$8,962,285

	$8,688,149

	$9,402,828

	$8,396,254

	$35,449,516

	18%


	MCC

	 

	 

	 

	$1,160,000

	$1,160,000

	1%


	 

	$28,906,986

	$34,583,338

	$57,617,262

	$72,423,936

	$193,531,522

	100%


	** From NASA & GF Round 8 proposal



	
	
	
	
	

	* From PEPFAR Team; PEPFAR will make an additional 15 million available in 2009 if they approve a

 compact agreement between themselves and the GoL

	***Note that about 61% of this is short term Food Assistance
	
	
	
	

	The World Bank has indicated an amount of $5,000,000 earmarked for AIDS for 2009
 
	
	
	
	


The UN provides approximately 18% of this support but it should be noted that 61% of UN funding has been in the form of short-term food assistance by the WFP.  Excluding food aid the UN system has contributed some 3% of available funding.  The key contribution of the UN therefore is not funding, but the normative technical support and capacity building for which the UN is mandated.   

2.3
The UN system in Lesotho

UN agencies such as the FAO, UNDP, WHO, UNICEF, UNFPA, WFP, UNAIDS, are all resident in Lesotho, including the World Bank are all resident in the Lesotho and the UNAIDS serves as the secretariat of these key UN co-sponsoring organisations to ensure that HIV and AIDS activities are effectively coordinated.  

The United Nations Country Team (UNCT) consists of representatives of all the resident UN agencies in Lesotho and includes non-resident agencies such as ILO, OHCHR and UNESCO.  Individual agencies are accountable to the UNCT for the coordination of their respective sectoral or thematic areas through working groups.  Non-resident UN Agencies coordinate their activities through the Resident Coordinator’s Executive Office.  

The United Nations Resident Coordinator (RC) is the UN System’s team leader and represents the UN on issues of common interest and concern in the country, as well as representing the United Nations Secretary General at the country level.  The RC supports the Government in its efforts to coordinate development activities.  The Resident Representative of UNDP takes the role of Resident Coordinator.  The RC is the head of the Joint UN team on AIDS and the UNAIDS Country Coordinator serves as the Chair of this group.   

The UN System in Lesotho uses the United Nations Development Assistance Framework (UNDAF) as the overall context for coordinating and collaborating on its development assistance activities in Lesotho during the 2008-2012 programming cycle.  This UNDAF is consistent with the revised, re -clustered medium-term Poverty Reduction Strategy (PRS) presented to the November 2006 Donor Round Table Conference, and guided by the Millennium Declaration (MD) and the Millennium Development Goals (MDGs).  The UNDAF has also benefited from consultations with government and Lesotho’s other development partners as well as accommodating insights from the wider civil society at various development forums.   The UNDAF contributes to efforts to integrate development cooperation activities across sectors and themes, as well as focus them on country-driven planning frameworks, in the spirit of the Rome and Paris Declarations on harmonisation and coordination for aid effectiveness.  The Framework has been shaped by the UN System’s emphasis on a results-based management approach to development programming, which calls for a strong focus on accountability and transparency, backed by a credible monitoring and evaluation (M&E) framework.  This complements national M&E systems for tracking progress towards achievement of agreed development outcomes.  

As much as possible, the UN System pursues joint as well as collaborative programme modalities under this UNDAF.  The UNDAF is the translation of the United Nations’ Country Team’s commitment to focus the UN System’s resources on addressing Lesotho’s priority challenges, through the pursuit of four PRS-consistent, MDG-based, medium-term development outcomes clustered around the Triple Threat of: high HIV prevalence; persistent poverty and food insecurity; and weakened governance systems (that militate against a more gender-sensitive, rights -based, participatory and accountable public service delivery).  Specifically, this new Joint UN Programme of Support on AIDS is the first fully coherent, cohesive and comprehensive ‘Joint Programme’ that harmonizes and aligns UN system support with Government policies, strategies and implementation.

Delivering as ONE – the Joint UN Team on AIDS: The establishment of the Joint UN Team on AIDS has emerged within the larger context of both UN reform and international efforts to improve aid effectiveness.  The vision and thinking behind ‘Delivering as One’ is a collaborative country-owned effort that is responsive to the national development frameworks, and reflects the UN comparative advantages in the specific country context. 

The Joint UN Team on AIDS in Lesotho was constituted in July 2006 following a directive issued by the Secretary-General to the Resident Coordinator.   The team held a retreat in March 2007 to clarify its terms of reference as a team, discuss the division of labour, identify technical needs as well as discuss management arrangements.  In September 2007 the Lesotho UN Country Team officially endorsed the framework for the Joint Team
.  In June 2008 the management arrangements were updated to respond to changing needs, and the preparation of the UN Joint Programme of Support on AIDS. Please see annexure 5; Joint Team Terms of Reference for an overview of the roles, responsibilities, working methods and accountability of the Joint Team. 
The Joint Team has made significant progress.  It has successfully mapped out UN interventions and actors on HIV and AIDS issues, and crafted a management arrangement framework that was developed in the context of the UNDAF 2008-2012 and endorsed by members of the UNCT.  Within the framework, the division of labour among agencies was defined and lead agencies for each thematic area clearly identified.  The thematic areas respond to the UNDAF outcomes on HIV that are aligned to the national priorities defined in the National HIV and AIDS Strategic Plan 2006-2011.   Despite these successes the task of developing a Joint Programme of Support on AIDS, that will enable the UN family in Lesotho to Deliver as One, has remained a huge challenge.  National and development partners, including the UN have their own projects, some joint, some separate.  There are significant challenges in coordination and harmonization. 
3.
The Joint UN Programme of Support on AIDS (JUPSA) 

3.1
The process of developing the Joint UN Programme of Support on AIDS 

The development of the Joint Programme involved a series of steps carried out by the Joint Team that included: ‘un-packing’ the UNDAF, assessing the latest epidemiological and programme data, assessing the current and future contributions of the UN through the Joint Team, determining the various levels of ‘results’ to be expected from the Programme over the coming five years, costing these; developing an Annual Rolling Work Plan and budget, and determining a M&E Plan to monitor achievement of the results. A gap analysis was also undertaken that focused on what other developing partners and NGOs are doing and examining how the UN could best use its comparative advantages and added value. 
In order to ensure that the Joint Programme responds to and supports the National HIV and AIDS Strategic Plan (NSP), the UNDAF results had to be re-arranged under the four priority areas of the NSP: Coordination and Management, Prevention, Treatment and Care, and Impact Mitigation.  This was facilitated by the recent re-arrangement of the Joint Team into four groups, each with a focal point, corresponding to the relevant NSP priority area. Each of the four groups then reviewed the UNDAF outputs, for which they are to account for, to assess what is currently being done in the UN system, and the identification of needs for future support. Each group then made a crisp ‘output analysis’ for each output. Each group also worked with the UNAIDS Joint Programme Results Matrix to identify ‘results’ to be achieved over the coming years: the matrix specifies results at various levels:

1. Outcome – drawn from the UNDAF

2. Overall Outputs – drawn from the UNDAF, but modified by the Joint Team as a result of their analysis above.

3. Milestones – a set of intermediary ‘results’ spaced chronologically and in a results chain across the five years of the Programme

4. Key results’ for Year One of the Programme

5. Activities for Year One – with the key results and activities representing the Annual Rolling Work Plan for 2009 for the Joint Programme.

The current and future resources available to the Joint Team were assessed and gaps identified, representing the costing of the Joint Programme.

Based on the results to be expected, an M&E Plan was developed (the detail of which is contained in a separate spreadsheet-based document), identifying the indicators necessary to assess whether the results had been achieved, and how the data was to be collected. Where appropriate these have been matched with the National HIV and AIDS M&E Plan 2006-2011.

3.2
Harmonising the UN contribution

Agency representatives, and the UNAIDS Country Coordinator, represent the UN System at ministerial level, according to the agreed-upon division of labour
.  
UN participation in external steering committees is coordinated based on the division of labour and the technical lead concept. To the extent possible, only one representative of the UN should attend regular meetings and give feedback to the concerned agencies.  The exceptions will be forums and steering committees where the UN organizations have multiple votes (e.g. CCM of the Global Fund) or where agency head level representation is required. It is expected that technical requests to the UN will come from a wide range of partners using multiple entry points.  Irrespective of the entry points, all requests for technical assistance will be channelled to the relevant thematic lead, with a copy to the UNAIDS Country Coordinator.  

The Joint UN Team on AIDS will create a mailbox “Lesotho@unaids.org” that will be used to channel requests from partners to request technical assistance from the United Nations.   The mailbox will serve as the repository of key correspondence between the members of the Joint UN Team and its external partners.  This will also sustain institutional memory.

3.3
The UN comparative advantages

The UN system in Lesotho is committed to supporting the Government and people of Lesotho to realise the long-term national Vision 2020 to improve the quality of life for all Basotho people.  The UN continues to support the Government of Lesotho (GoL) to manage its development strategies through its overarching role as convenor and coordinator of development partners' support to Government and its provision of policy expertise and technical capacity.  The UN’s principle value is not as a donor but as the primary partner supporting Lesotho in fulfilling its international obligations and designing and implementing an MDG-oriented national development strategy.  UN agencies enjoy a position of neutrality and trust that has been built and tested over time with a wide variety of partnerships with stakeholders.  Furthermore, UN agencies serve as honest brokers in matters related to deepening democratic governance, a comparative advantage over many development partners operative in-country.

The UN has long experience in contributing to the development of sector-wide approaches and joint programming as a means to accelerate interventions and to reduce transaction costs.  Donors recognise the UN’s normative role and responsibilities in ensuring that human rights and gender issues are placed at the centre of the Government’s development agenda.  Donors also recognise the UN’s role as the advocate and scorekeeper of the MDGs and other internationally agreed instruments.  In addition, the UN system helps to promote partnership and coordination among development actors.

The above roles of the UN are particularly evidenced in the Joint Programme of Support on AIDS.  There is no immediate shortage of financial resources for AIDS in Lesotho (refer to table 1: resource envelope for AIDS) and in financial terms the UN system is a relatively small contributor; and structures to respond fully to the multi-sectoral nature of the AIDS epidemic have been put in place.  However, given the difficult situation Lesotho finds itself in with regard to lack of human resources and capacity, the Joint Programme has made specific efforts to identify the key areas in which the UN can provide most effective assistance, support and capacity development.  The focus of the Joint Programme is on the following:

· Make available international normative technical input to the development of policies and strategies in a number of key areas;

· Make available high quality technical expertise to support the development of guidelines, curricula, training, capacity building and technical support for implementation of approved policies and programmes by government and stakeholders 

· Advocate for the adoption and implementation of human-rights based approaches and programmes in line with the UN’s mandate; and

· Convene and facilitate greater, more effective involvement of civil society and closer partnerships between civil society, the public and private sectors.

3.4
Alignment with the National HIV and AIDS Strategic Plan (2006 – 2011)
The UN Joint Programme of Support on AIDS is aligned with the Government of Lesotho National HIV & AIDS Strategic Plan (2006-2011).  The Joint Programme has four areas of focus that support the four Strategic Focus areas of the NSP.  
3.5
Strategic areas of support

Table 2 below presents a bird’s eye view of the outcomes and outputs to be achieved. Please see annexure 1: Output results monitoring and reporting and Annexure 2: Joint Teamwork plan and indicative budget for 2009 for the relevant detail.
Table 2: Strategic areas of support

	Joint UN Programme of Support on AIDS

Table of Outcomes and Outputs

	Outcome results 

(Institutional or behavioural change) UN contribution over the coming 4 years within the UNDAF.
	Output results 

(Products or services) 

What the UN is held accountable for over the next four years 

	Priority area:  1. Supportive Environment

	1.1 Government and civil society have the capacity to design and implement evidence based programmes
	1.1.1 Capacity of key counterparts (government and NAC) to develop and monitor evidence based interventions is built 

	
	1.1.2 Capacity of CSO to design and implement evidence based interventions is built (focus on PLWHA groups)

	
	1.1.3 Capacity development provided to support sustainability efforts of CSOs (focus on PLWHA) 

	1.2 Key bottlenecks to make the money work towards achieving universal access removed 
	1.2.1 Country institutional arrangements and capacity enhanced to implement the objectives of the NSP

	
	1.2.2 Government has increased ability to implement HR policies improving recruitment and retention in the health sector

	1.3 The rights of women, girls and persons living with HIV are promoted and protected 
	1.3.1 Government has enhanced institutional capacity to promote and protect the rights of women, girls and PLHIV

	
	1.3.2 CSO have increased capacity to promote the rights of women, girls and PLHIV

	
	1.3.3 Government has the capacity to refine its draft comprehensive AIDS Bill in line with SADC model legislation and enact it into law

	Priority area:  2. Prevention

	2.1   Women, men, young persons and vulnerable groups able to access and use comprehensive, quality health care and sexual and reproductive health information and services and adopt positive behaviours 
	2.1.1 Men in the age rage 15 – 39 have access to male circumcision services 

	
	2.1.2 Men, women and adolescent boys and girls have access to and use HTC services 

	
	2.1.3 80% of pregnant women who are HIV positive have access to PMTCT services 

	
	2.1.4 The public and private sectors have in place comprehensive and accessible HIV workplace services 

	
	2.1.5 The Ministry of Health has the capacity to expand access by men and women to adequate supplies of male and female condoms, PEP and GBV kits.

	
	2.1.6 PLWHA have enhanced capacity and appropriate guidelines for actively participating in positive prevention programmes

	2.2 Men, women, boys and girls able to access and use knowledge, information, skills and services on safe sex and the prevention of HIV infection

 
	2.2.1 Teachers and Non formal Educators capable of delivering life skills education in schools and NFE centres 

	
	2.2.2 All young people aged 11 to 24 in and out of school understand HIV prevention measures and risk reduction strategies through life skills education

	
	2.2.3 All HIV and AIDS Focal Persons able to coordinate social and behaviour change on HIV prevention in workplaces across the public and private sectors

	2.3 Leaders at all levels have the capacity to address socio-cultural issues that surround and drive Multiple concurrent partnerships (MCP)

	2.3.1 Advocacy and communication strategy developed and used to train leaders on MCP

	
	2.3.2 Leasers at all levels, including faith community, government and politicians have the skills to communicate and advocate for partner reduction in the context of MCP

	
	2.3.3 Leaders conduct advocacy campaigns for partner reduction at the central and local levels.  

	Priority area:  3. Treatment and care

	3.1 Women, men, young persons and vulnerable groups utilise comprehensive health care including nutritional support and sexual and reproductive health services and information 
	3.1.1 Government and CSOs have the institutional capacity to scale up HIV and TB treatment, care and support services

	
	3.1.2 Doctors, nurses in all health facilities capable of providing improved and accessible treatment, care and support to PLHIV with chronic illnesses

	
	3.1.3 Food insecure PLHIV on antiretroviral therapy have their daily minimal nutritional intake and support

	
	3.1.4 Women and girls with HIV and AIDS have access  to sexual and reproductive health rights and services that are necessary for them 

	NSP 2006-2011 priority area:  4. Impact mitigation

	4.1 Vulnerable groups that include orphans, children, youth and women have their social and welfare needs met
	4.1.1 Government and relevant parliamentary structures able to develop and adopt social welfare and protection legislation, policies and structures for OVC, youth and women

	
	4.1.2 Women, youth and OVC in target communities able to access and utilise protection packages

	
	4.1.3 The relevant Ministries and Local Government have the capacity to support vulnerable households improve and sustain their livelihoods


Each of the priority areas are reflected below with reference to a consolidation of challenges and the listing of some of the key strategies to respond to the challenges. This provides a more coherent sense of what each priority area will be addressing and many of the strategic actions that will be evident over the next few years. In the results matrix in annexure 1 are the listings of milestones to 2012, linked to the output results. 

3.5.1
Supportive environment
Challenges and strategies

Some of the challenges relate to the scarcity of knowledge and data on most-at-risk populations. This explains the low coverage of prevention programmes for populations such as herd boys, prison inmates, uniformed services, commercial sex workers and men who have sex with men. If data is scarce then it stands to reason that planning and implementation are not evidence-informed. This lack of evidence-informed programming also relates to the lack of understanding of the key drivers of the epidemic, especially gender, multiple concurrent partnerships and modes of transmission. Without proper knowledge of HIV incidence for example, it is difficult to target HIV interventions where new cases are occurring.  

The building of Civil Society Organisations (CSO) is crucial in mobilising the community to respond to HIV and AIDS. In Lesotho CSOs especially PLHIV organisations are currently weak and do not adequately represent the needs and interests of PLHIV at policy making and decision making fora. Exacerbating the existing weaknesses of CSOs, is the lack of predicable core funding as donor interests relate to short-term project timelines. This limits the capacity of CSOs to recruit and retain staff with the requisite skills and experience to help make an impact on the epidemic. 

At the moment, human resources for the Health sector at all levels, is the most important obstacle to health care delivery in Lesotho. The human resource crisis is characterised by inadequate and inappropriately trained health personnel, low hiring rate of quality staff, inappropriate distribution of staff and poor working conditions. 

Finally, the relationship between gender-based violence and HIV and AIDS has been identified as one of the driving forces of HIV infection. Violence against women and children is a serious concern but a hidden issue in Lesotho. 
Some of the strategies to respond to the above include the following:

· Improve the quality and use of data for more evidence-informed programming. This will be done through capacity building of care givers to conduct monitoring and reporting activities, and the updating of the Health Management Information System for the national HIV and TB response within the context of primary health care provision

· Expand and strengthen the national M&E system to map and monitor human poverty, food insecurity, vulnerability and inequality; and to elaborate socially oriented development strategies at national and district levels

· Intensify the engagement with CSOs and help to ensure longer term support to CSOs and PLHIV groups in contributing to the development of HIV-related programmes at national and community levels

· Assist CSOs in developing their own capacity building strategy 

· Provide technical support to the Public Service Commission to set up human resources for health systems to monitor its implementation

· Reinforce the support offered to the Ministry of Gender to enhance the institutional and technical capacities of government and CSOs to develop, implement and monitor gender-responsive policies and programmes

· Assist with the establishment of the Human Rights Commission

· Assist with the development of the national M&E database and finalise the joint technical support plan for the national M&E system 

· The UN to use its position of neutrality to advocate and broker with NAC, Line Ministries and civil society to utilise research findings to inform HIV policies and interventions. This also needs to include human and financial resources for NAC to operationalised its research agenda

· Support government in refining its AIDS Bill in line with SADC model legislation
3.5.2
Prevention

Challenges and strategies

Some of the challenges under prevention refer to the fact that misconceptions, denial and stigma about HIV and AIDS are highly prevalent in Lesotho. This relates to the lack of coordination, supervision and control of behaviour change materials and the fact that the IEC Technical Assistance Task Force is no longer functional. With reference to male circumcision, only medical doctors are authorised to perform male circumcisions, confining this service to district hospitals, filter clinics and private surgeries. This limits access for many in the rural highlands. 

HIV and AIDS testing and counselling services is another area that demands intervention. Only 12% of the population knew their HIV status by the end of 2007 against a universal access target of 70%. Furthermore, 80% of the people who have TB also have HIV and yet only a handful are aware of their HIV status. Condom utilisation in Lesotho is low facilitated in part by weaknesses in procurement, distribution and monitoring systems. 
In terms of schools, there is limited understanding of how HIV and AIDS impact on supply and demand of teachers, learners and general HIV-related service provision. Also, Life skills education for prevention and risk reduction is a new subject and should be more consistently taught in all schools in Lesotho. An effective education sector policy and HIV prevention strategies will have a positive impact on the reduction of risky behaviours and reduce HIV prevalence among learners and educators. 

Finally, when it comes to HIV workplace policies and programmes, little is being done in the public sector and there is general lack of capacity in the other sectors in this respect. The development of a work place policy is the single most effective and important action an enterprise can take in the fight against HIV. A workplace policy provides the framework for enterprise action to reduce the spread of HIV and manage its impacts. 

Some of the strategies include the following:

· Intensify the implementation of the BCC strategy

· The comprehensive prevention strategy must have clear linkages with the Lesotho culture and be informed by community level conversations

· Increase access to services as well as the demand for male circumcision within the context of a wider prevention package that includes increasing condom use, reduction of multiple and concurrent partners as well as increasing the age of sexual debut

· The training and establishing of PMTCT services must continue including the essential package of services during childbirth, including assistance from a skilled birth attendant

· The forecasting of condoms must be based on consumption data that can be generated from an improved Management information system for condoms. Also improved logistics chain management, along with encouraging a number of institutions to intensify their social marketing efforts are critical

· Continue with the piloting of materials in at least 100 schools and 10 Non formal Education centres with reference to life skills education

· Continue with the technical support and assistance in the development of policy, strategy and implementation modalities for work place programmes

· Build the capacity of leadership in the country to address the sensitive issue of multiple and concurrent partnerships
3.5.3
Treatment and care

Challenges and strategies

Only 25% of adults and 26% of children receiving the life saving drug and only 60,000 PLHIV have ever enrolled into care by the end of 2007. It is known that 80% of people who do have TB also have the HIV virus and yet only a few know their status and are receiving ARVs. TB screening is offered to all HIV patients but the record keeping is inadequate. Similarly, TB patients are screened for HIV but the referral for those who test positive is yet to be streamlined. 

The high burden of HIV and TB, international migration and domestic movement out of health sector employment contribute to the human resource crises for health. The health system continues to have weak procurement systems resulting in occasional stock-outs of ARV, opportunistic infection medicines, gloves, test reagents and inadequate CD4 machines. The health sector response to the HIV epidemic requires different types of management action. There is need for strategic planning at the national and district levels, for operational planning throughout the service delivery system and need for better facility management. 
Pervasive food insecurity makes it difficult for patients to meet their nutritional requirements. Food and nutrition programs targeting the chronically ill compliment ART rollout.  ART clients can benefit from such programs that would increase treatment adherence, increase medication effectiveness, increase regular clinic attendance and reduce client loss to follow up.  

Some of the strategies to address the challenges mentioned, among other:

· Update the treatment, care and support policy, guidelines and training materials including pre-service and in-service curricula according to global guidelines 

· Train health managers and service providers and conduct training of trainer processes on community based patient monitoring

· Actively support district-based training 

· Procure back-up stocks of drugs and laboratory supplies

· Establish the UN scheme for the recruitment of doctors and nurses from other countries as a short-term strategy while investing in the longer term training and development of health personnel

· Conduct performance assessments of health facilities and develop standard operating procedures for laboratory services 

· Develop guidelines and protocols for monitoring and follow-up 

· Maintain and expand the provision of nutritional support to food insecure PLHIV on ART

· Improve government’s capacity to operate a national system of food assistance
3.5.4
Impact mitigation

Challenges and strategies

The combination of poverty, increasing food insecurity and the effects of the HIV epidemic has caused human development indicators to deteriorate over the last decade in Lesotho.  Access to income and food is severely limited by the declining contribution of the ill family member to the household’s livelihood. This drains households’ resources pushing the already stressed families into deeper poverty. 
A major problem in Lesotho is the inadequate capacity of government, CSOs and service providers to meet the needs of increasing numbers of orphans and over-burdened women. Women often find themselves heads of households when their husbands become seriously ill or die as a result of AIDS and become responsible for compensating for the lost income in addition to caring for their children.   Children, especially girls, are increasingly being relied on as caregivers for sick family members, and are often burdened with additional responsibility of caring for younger siblings.   
In 2004 UNAIDS estimated the number of orphans in Lesotho to be 180,000, of whom 100,000 had lost one or both parents to AIDS.   Orphans are often forced to undertake hazardous forms of labour and are at high risk of being subject to neglect, exploitation, violence, physical, emotional and sexual abuse.    Extended families and kinship networks, many without access to support from the government welfare system, care for the majority of OVC in Lesotho.   It is important to strengthen the already overstretched capacity of those families and communities to continue caring for OVC. Social transfers such as cash have been piloted in Lesotho with positive indication that a nationalized system can work effectively. Even more beneficial is the combination of cash and food support whereby the cost of non-food items such as school fees and transport will be met along with daily nutritional requirements.
The Lesotho Vulnerability Assessment Committee (LVAC) estimated that 352,000 people will need humanitarian assistance (both food and cash interventions). Many are already experiencing food and expenditure deficits (229,000) and are less likely to be involved in productive ventures due to time and labour constraints. 
Some of the strategies to address the above mentioned include the following:

· Help the government buy into the global network of existing evidence and best practices, and support the development of social policies and legislation that would create an enabling and conducive environment for the promotion and protection of the rights of children and women. 
· Advocate for the Child Protection and Welfare Bill that was developed in 2004 to be passed.   Once the legislation is enacted, UNICEF will provide further support to the government for its enforcement, starting from dissemination of the new law, training of enforcement officials and other capacity building of concerned stakeholders.
· Childcare institutions that take care of the OVC need to apply minimum standards of quality of care and should be monitored by the government 
· For the elderly and the terminally ill, the most appropriate intervention is direct food assistance support and other social protection and safety net measures.   For the able bodied members of the household the appropriate livelihood support interventions include promotions of food production, diversification and income generating activities with emphasis on proven labour and time saving technologies.   
·  Provide technical assistance to government by consolidating information on food insecure target groups; identify most appropriate interventions that would promote long term food security and investment in agriculture; and assist in the development of service delivery modes
· Assist government to lead sustainable livelihood initiatives with the involvement of NGOs by helping with the design, implementation, monitoring and evaluation of programmes that aim to increase production and consumption of micronutrient rich foods.
4. Result Matrix of the Joint UN Programme of Support on AIDS 
The Result Matrix of the Joint Programme is based on the consolidation of the challenges in each of the four national HIV and AIDS priority areas and a gap analysis on UNDAF outputs. The gap analysis highlighted:  Why the output was important for Lesotho during the coming four years; what is being done already, not only by UN agencies, but also by other stakeholders e.g. development partners, NGOs, GFATM; What is the key role of the UN; Which member(s) of the UN Family will do this; and what will be the main contribution of each?
The selected outputs then constituted the results the UN System will be accountable for over the next 4 years. They were then used to prepare the Joint programme result matrix; and for each output, indicative Milestones (set of intermediary ‘results’ over the 4 yrs Programme) were also identified. The result framework, in particular the milestones, becomes the bases for the annual rolling work plan (see annex 1). 
5.
Financing framework of the Joint UN Programme of Support on AIDS

5.1
Budget and funding the Joint Programme

The 2009 to 2012 budget of the Joint Programme is tabulated below in table 3: The total cost for Joint programme of support on AIDS is $80,541,710 against the amount of $38,394,800 that the UN has available as own contribution. This implies a funding gap of $42,136,910 that needs to be mobilised to have the entire programme funded. 

Table 3: Budget for Joint Programme to 2014
	Priority Area

Outcomes
	Budget 2009
	Budget 2010
	Budget 2011
	Budget 2012
	Total Budget
	Available Resource
	Gaps

	Totals for Supportive Environment

	$1,655,500
	$1,652,750
	$1,738,275
	$1,738,275
	$6,784,800
	$3,731,640
	$3,053,160

	Totals for Prevention

	$6,013,200
	$6,347,720
	$6,011,460
	$4,580,160
	$22,952,540
	$9,186,816
	$13,765724

	Total for Treatment & Care

	$6,723,731
	$7,379,821
	$5,374,421
	$5,155,121
	$24,633,094
	$11,084,892
	$13,548,202

	Total for Impact Mitigation
	$8,456,522
	$7,826,004
	$4,703,750
	$5,130,000
	$26,116,276
	$14,363,952
	$11,752,324

	Monitoring & Evaluation of JUPSA


	$5,000
	$20,000
	$5,000
	$25,000
	$55,000
	$27,500
	$27,500

	Grand Total

	$22,845,953
	$23,176,295
	$17,832,906
	$16,628,556
	$80,541,710
	$38,394,800
	$42,136,910


* WFP’s current programme ends in 2010. They are not certain of the nature and scope of the new country programme. Hence, not included in the budget
The Joint Programme is mainly funded from existing agency and organization budgets.  Agencies are responsible for managing their own funds, and must indicate budgets and expenditure against the Joint Programme.  This is known as ‘parallel funding’. Donor funding will be managed via the ‘pass through Fund Management Model’ approach
. 

5.2
The UN contribution

Currently most of the budget for UN support of HIV comes from agency budgets via headquarters or their regional offices.  Some are mobilised locally through bilateral development partners.  Information on the resources available to the UN is usually available on an annual and/or biannual basis.  Below in table 5 is an overview of the agency contributions over the last few years and the envisaged financial contributions for 2009. 

Table 5: UN Contribution

	 
	2006
	2007
	2008
	2009
	Total
	%

	FAO
	$808,209
	$515,293
	$329,565
	 
	1,653,067
	4.08%

	UNAIDS
	$97,366
	$925,200
	$850,750
	$769,750
	2,643,066
	6.53%

	UNDP
	$123,292
	$221,457
	$500,000
	$500,000
	1,344,749
	3.32%

	UNFPA
	$15,000
	$249,500
	$147,000
	$240,000
	651,500
	1.61%

	UNICEF
	$1,672,520
	$2,304,041
	$400,000
	$400,000
	4,776,561
	11.80%

	WHO
	$1,140,888
	$57,367
	$90,000
	 $150,000
	1,438,255
	3.00%

	WFP
	$4,241,541
	$4,255,291
	$6,805,513
	$6,486,504
	21,788,849
	53.86%

	ILO
	$160,000
	$160,000
	$280,000
	 
	600,000
	1.48%

	World Bank
	703,469
	 
	 
	 $5,000,000

	5,703,469
	14.10%

	TOTAL
	$8,962,285
	$8,688,149
	$9,402,828
	$13,546,254
	$40,599,516
	100.00%


The management of agency funds within the Joint Programme by agencies themselves will remain for the time being with the respective agencies and will be monitored by the JUNTA.  However, some local bilateral partners are interested in supporting the Joint Programme, to reduce their transaction costs, and provide an incentive for a strategic, prioritised Joint UN Programme.  The establishment of appropriate funding and management mechanisms for additional donor support for the Joint Programme has thus been put into place.
6.
Implementation and management arrangements of the Joint Programme

6.1
Management arrangements

The management arrangements of the Joint Programme focuses on operational management processes and modalities, and includes accountability mechanisms, managing risks and monitoring, evaluation and reporting.
6.1.1
Operational management of the Joint Programme

Efforts in managing the Joint Programme cannot be under-estimated.  To facilitate the work of the team, and ensure effective planning and implementation of the Joint Programme, the team has been divided into four groups where a Focal Person heads each group.  These focal persons are expected to pull together the efforts from the thematic cells within their group to respond to the achievements of the four national priority areas (Supportive Environment, Prevention, Treatment and Care, and Impact Mitigation).  They are therefore responsible for leading, facilitating and coordinating the team members within their group in designing and planning the Joint Programme, in coordinating presentations for discussion at the Joint UN Team on AIDS meetings, for the delivery of the Joint Programme outputs, and for monitoring and reporting on their group’s work against the Annual Rolling Work Plan.  Furthermore, they serve as linkages between the UN thematic areas and the Government of Lesotho priority area leads.  The Resident Coordinator has appointed the four focal persons and their alternates (June 2008).

The management modality for the Lesotho’s Joint UN team on AIDS is illustrated in figure 1  

Figure 1
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The total number of staff involved in HIV issues in Lesotho is currently small in number, and their fields of expertise varied. Given the high prevalence of HIV in Lesotho, the plethora of actors and multi-sectoral nature of the HIV response, the Joint UN team on AIDS would be required to provide support to a large number of stakeholders on a wide range of issues. In order to maximize the contribution and expertise of each member, it is proposed to adopt a networked-cell approach. Each cell will be responsible for a specific thematic area. Members can belong to different cells based on their experience and mandate and will be responsible for key deliverables. 
Each thematic cell has three to four members that will interact with other thematic cells in a dynamic and need-based manner. A typical cell is composed of a technical leader who will spend at least 50% of his/her time on the technical issues and other members who spend upwards of 10% of their time.

6.1.2
Accountability mechanism for the Joint UN Team on AIDS

As set out in the Second Guidance Paper (UNAIDS, November 2007) accountability must be enforced through three mechanisms:

1. Team members receive official and formal notification on their roles and responsibilities from their Heads of Agency; 

2. There is clarity and agreement about the responsibilities of the Core Group members, and thematic cell leaders with regard to the Joint Team and Joint Programme;

3. Individuals are required to report regularly to their Heads of Agency, demonstrating participation and contribution towards results; indicators of participation in, support to and contributions towards achieved results are part of each individual’s regular annual performance review.

In order to ensure that individuals and teams can be held accountable, several systems and processes need to be in place for addressing problems as they arise in an effective and efficient manner. Open dialogue and usage of the before-mentioned management structure should facilitate the resolution of issues.  
6.1.3
Managing risks for the Joint Programme

There are a number of possible risks associated with the Joint Programme.  It is important to anticipate risks, and identify risk mitigation strategies.  The major risks identified during the development of the Joint Programme are listed below.    
	Risk
	Mitigation Strategy

	Inadequate commitment within agencies to the Joint Programme  

	Commitment of all HoA is officially sought, and approval of UNCT given to the programme. Full support of the UN Resident Coordinator needs to be established.

	Choice of an AA and the percentage of individual UN organization administrative fee are potential sources of misunderstanding and conflict in donor-funded joint programme activities 
	Standardized rates and ceilings are to be negotiated with all participating agencies beforehand; and explicit instructions from the UN Development Group to ExCom agencies (UNICEF, UNFPA, UNDP and WFP) to apply agreed ceilings for joint programming at country level prior to implementation of the joint programme in Lesotho.

	The inability of the UN agencies to work together, communicate effectively, and deliver in a timely manner against the joint programme results framework 
	The process for the development of the team, and explicit ways of working together are stressed during the development of the programme. M&E, accountability and systematic consultation mechanisms (Core Group) are put in place for early identification of problems. The Regional Directors Team (RDT) is involved to help accelerate the translation of the agency commitments to the Joint Programme into action at country level.

	Lack of critical human resources, especially within certain UN organizations, to drive the joint programming agenda across agencies, and to implement the programme 
	HoA willingness to make staff available for Joint Team work is continuously monitored by UCC. The possibility of donor funding is to be used in a ‘matching’ mechanism to strengthen capacity in the short term; and a continuous performance monitoring system and the programmatic M&E framework to be in place.

	Resistance by agencies due to the restrictions of their current programmes as well as mind-sets in working jointly


	There should be a continuous focus on progressive harmonization and increased pooling of resources within the UN system; and incentives for joint programming need to be visible for individual agencies.  The recognition of joint programme approaches is necessary in agency reviews, planning, reporting, etc; and continuous involvement and peer review by Agencies (HoA) through the UNCT, Executive Core Group, and technical staff through the Joint UN Team on AIDS.


6.1.4
Financial management of the Joint Programme
UN organisations participating in joint programmes are required to select from among themselves an Administrative Agent (AA), taking into consideration the following elements: i) country presence; ii) financial and administrative capacity to interface between the donor and Participating UN Organizations, iii) thematic and functional expertise in HIV, iv) on-the-ground experience with AA functions, and v) competitive AA fees.    

Using this criteria and due process, the UNCT in Lesotho unanimously selected the UNDP to serve as the AA for donor contributions to the joint programme. This means that funds from donors will be channelled to the UNDP as AA, and then the UNDP will in turn channel the resources to the other Participating UN Organizations (including to itself), based on the Joint Programme Rolling Annual Work Plan and budget approved by the UNCT.    
The UNCT will be accountable to donors for the funds, through the UNDP.  Authorized by the UNCT, the UNDP as AA will negotiate and sign a Letter of Agreement with the donor in respect of the Joint Programme. The UNDP will also sign a Memorandum of Understanding with each Participating UN Organization. Under the MOU, each UN organization participating in the Joint Programme will have the responsibility to manage the allocated funds in line with its established regulations and rules as financial accountability rests with the Participating UN Organizations.  

Funds received from donors will be recorded by the UNDP as AA in a Joint Programme account.  The UNDP will not record funds channelled to other Participating UN Organizations as income. The UNDP will only record as income those funds for which it is programmatically and financially accountable (i.e. for its part of the Joint Programme as a Participating Organization).  
Given the nature of the AA functions envisaged, the UNDP will be authorized by the UNCT to allocate one percent of the amount contributed by the donor (with no ceiling), for its costs of performing the AA’s functions.  The anticipated workload of the AA will entail passing funds at least twice a year to executing UN organizations (i.e. excluding the UNAIDS Secretariat, which currently operates a multiple transaction-based cost recovery arrangement with UNDP).    

Additional to this AA fee, each Participating UN Organization will be expected to recover its own indirect costs in accordance with its financial regulations and rules, and as documented in the Memorandum of Understanding signed with the AA.  In the past, because of the differing nature of mandates and expertise required, the rate of cost recovery varied between UN organizations.  However, the UN Development Group (representing UNDP, UNICEF, WFP and UNFPA) recently agreed to levy their administrative fee for such joint activities at seven percent across the board.  The WHO office in-country has agreed to this seven percent levy.  The UNCT’s expectation is that the UNAIDS Secretariat will follow suit.    

Hence, in total and including the administrative costs of the AA, a UN system administrative cost of eight percent can be expected to apply to the donor contribution.    This is a highly competitive overhead cost by any standard, and translates to a potential net savings for programme activities, as compared to the use of a traditional parallel funding mechanism to reach the participating organizations.    
6.2
JUPSA Funding

6.2.1 
Resource Mobilisation

As the table on development partners above indicates, the key partners outside of the United Nations system are:

· European Union

· United States Government (USAID, PEPFAR, MCC)

· DFID

· Irish Aid

· World Bank

· Global Fund

The graph below shows contributions from development partners over the period 2006- to 2009
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As the graph illustrates, PEPFAR and the GFATM are the largest contributors.

It is unclear to what extent the global economic crisis will have an impact on aid flows to HIV and AIDS programme in Lesotho.  From discussions with development partners however, what appears evident is that impacts may be marginal, given that it is only one donor (Irish Aid) which plans to reduce overall ODA to Lesotho.  Nevertheless, the global financial and economic crisis presents an invaluable opportunity for all key stakeholders (the United Nations system included) to explore ways for getting better impact with improved cost efficiencies and to address the issues of long term sustainability.  
Indeed, in reviewing the National Strategic Plan for HIV and AIDS (2006-2011), the United Nations engaged the support of the Futures Institute to develop a “goals model” for Lesotho which looks at budgeting the revised NSP with scenarios that produced the highest possible level of impact with relatively minimal resources. This process was on-going and is the UN’s contribution to addressing the challenges of a possible fiscal tightening of aid architecture for HIV and AIDS programmes.  Together with this is, a UN programme that looks more broadly at Aid effectiveness and a partnership with the Oxford Policy Institute to come up with recommendations for future sustainability.

For planning purposes therefore – the assumption made is that although the majority of donors in the country do not for-see budget cuts, a number of them may resort to “flat budgeting”.  As such, increases from year to year with respect to the JUPSA budget (see annex two for details) have been tailored conservatively, to factor in a possible shrinking of aid flows.

 The graph below indicates that this trend is already beginning to happen.
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6.2.2
Resource Gaps for HIV and AIDS in Lesotho

Having observed the above although in proportional terms, Lesotho has had the highest increase in HIV and AIDS funding over the past 5-6 years in comparison to its southern Africa neighbours (1001%), in per capita terms, Lesotho is adversely endowed with resources.

A study by the Health Economics Unit of Kwa Zulu Natal University (2007) crudely estimated that on current population, an HIV infected person in Lesotho is apportioned only$164.07 compared to Botswana where an infected person is allotted $548.84.  The difference in cost of living alone between the two countries cannot alone account for this discrepancy.

While the Global Economic Crisis is a factor, this does not take away from the fact that funding in Lesotho is comparatively lower than it should be.   While adopting a conservative approach to budget increases from year to year, the JUPSA budget, from a rights perspective, also had to balance this with the fact that Lesotho is woefully behind key coverage targets for universal access and the MDGs.  It took in to account the fact that scaling up and accelerating services to affected communities is an imperative, but it should also be done in a cost-effective manner.

Having taken these assumptions on board, it is estimated that the JUPSA budget gap, having taken in to account total contributions from UN agencies will be $42,136,910
6.2.3
Resource Mobilisation Strategy

The UN will approach the donors mentioned above to address the funding gap of $42,136,910.  In line with the principles of the Paris Declaration and GTT recommendations, the ideal approach will be to create a JUPSA basket fund to which all donors contribute.  This will enable better coordination of funding and streamlined reporting to the Development Partners Coordination Forum in Lesotho.

A donor round table will therefore be organized to solicit the support of donors for the full four year period. It is not expected that there will be interest in funding from Lesotho from foundations and trusts – hence the focus will primarily be on the stated donor group.
A second strategy will be to ascertain to what extent government departments and the National AIDS Authority can pay for the support that the UN should provide.  The reality in today’s aid architecture is that donors more and more are funding governments directly.  It may well be that the UN can access those funds in-directly through stated requests from government (and other players) for TA that is already fully funded in their budgets.

A third source of funding may be the UN itself.  An urgent request for an increased level of funding from the headquarters of UN agencies will also be made with the justification that a greater investment in both technical and financial resources should be made for countries with high generalised epidemics such as Lesotho’s.

Members of the UNCT, under the leadership of the Resident Coordinator will act as the principle champions for resource mobilisations efforts.  They will be supported by the convenors of each of the sub-groups where further detailed analysis and representation is required by donors with specific interests.
It is important to note that the timing in the development of the JUPSA and the timing with relation to the mid-term review of the national strategic plan do not coincide.  It is therefore possible that the JUPSA will need re-alignment to the revised NSP.  At the end of 2010 therefore, and as the joint team develops the plan for 2009 – important changes in implementation and budgets will be taken in to account.  The resource gap should therefore be understood in the context of approximate figures given in relation to alignment of the NSP before it was revised.

6.3
Monitoring, evaluation and reporting

6.3.1
The M&E plan 

The Outputs, Milestones and time-bound Key Results from the Work plan are used to produce progress reports every quarter (for JUNTA), Semi annually (for UNCT team) and annually (external).  Working with Databases 06 and 07 from the RST Toolkit, indicators linked to the NSP M&E Framework are identified to measure achievement of the ‘Key Results’ for the year (outputs): this is the Joint Programme M&E Plan.  This shows both progress within the Joint programme, and the contribution of the UN to the national response.  The Joint UN Programme Result Matrix with indicators is presented in Annex 3. 
6.3.2
Reporting on the Joint Programme
The table below outlines the reporting processes and the frequency of reports on the challenges, progress and impacts achieved by the joint programme of support. 

Expected Reports 

	Progress Report/ Work plan
	Source of Information
	Responsible 
	Target Audience
	Target Date of Presentation

	Work plan
	JUPSA Strategy
	JUNTA 
	UNCT 
	20th December

	Quarterly Report
	Outputs, milestones as per the work plan
	M&E Sub Committee
	JUNTA, Presentation by UCC
	20th of Month Preceding the quarter

	Semi Annual 
	Quarterly Report
	JUNTA, M&E Sub committee
	UNCT, presentation of the report is by the UCC
	20th August and 20th January

	Annual Report
	Semi annual Reports and Outcome Indicators
	JUNTA, M&E Sub Committee
	UNCT and External Partners, Presentation by the UCC
	25th January

	Midterm Review
	Annual Reports
	UNCT
	UNCT and External Partners
	March 2011


Joint Team members report within their agency reporting systems and are also expected to report achievements and expenditures against the Joint Programme Plan.  The database D07 from the RST Toolkit together with time bound outputs within the work plan will be used in the first instance to generate simple reports on progress against the results of the Annual Rolling Work Plan (database D06 from the RST Toolkit).   
The UCC supported by the M&E Subcommittee, working through the Thematic group Focal Persons and the Joint Team; will be responsible for undertaking programme monitoring, evaluation and reporting to the UNCT.  The Joint Team will use the following four elements to monitor performance against the Joint Programme results framework, and ensure it is fed into the national M&E system and process:  

1. Six-monthly Financial and Programme Implementation Progress Report against the Rolling Annual Work Plan and Budget (Database D07)

2. Full Annual Progress Report

3. Mid-Term Review (MTR) conducted after two to three years.

Each agency will prepare financial, implementation and progress reports in accordance with its financial regulations and rules.  In addition to the financial reports prepared by the agencies, UNDP as AA will also prepare consolidated financial reports consisting of its disbursements for any additional donor funds to the participating organizations over the reporting period.  The Focal Persons for each team group are responsible for coordinating and collecting the reports from their group.  These different reports and inputs will then be consolidated by the UNAIDS Secretariat and the Joint Team to highlight key issues, achievements, lessons learned and recommendations for future action.   Subsequently, and following a technical review by the Joint Team, the UNAIDS Country Coordinator will submit this consolidated report to the UNCT for final review and approval, and onward transmission to NAC and interested stakeholders.  NAC and donors may be invited to internal UN reviews to appraise programme progress.  At the request of NAC or a donor, the final consolidated report may annex individual reports from all agencies.

The Joint Programme uses the standard UN annual planning cycle (January-December).  However, to ensure that this links to and aligns with the Government of Lesotho planning cycle (April-March), Joint Programme planning and reporting will be managed in two six months’ Blocks every 12 months.
6.3.3   Roles and Responsibilities in Monitoring and Evaluation of JUPSA

 Individual Agencies

· Contribute to the development of the annual operation plan;

· Report on the outputs which fall their responsibility in the annual operational plan;

· Report on the financial activities related to JUPSA as regards to outputs falling under their responsibility in the operational plan;

· Appoint a representative to the Monitoring and Evaluation Sub committee.

 Monitoring and Evaluation Committee
· Contribute to the development of the annual operation plan;

· Develop M&E plan;

· Receive Quarterly output reporting forms from the reporting agencies on a quarterly basis;

· Develop and revise Monitoring Indicator list;

· Compile quarterly, semi annual and  annual reports;

· Participate in the midterm review of the JUPSA.

Joint United nations Team on AIDS

· Develop the annual operational plan;

· Review the quarterly, semi annual and annual reports and make relevant recommendations for action;

· Participate in the midterm review of the JUPSA.

United Nations Country Team

· Guide the development of the annual action plan;

· Approve the annual work plan;

· Review and approve the quarterly, semi annual and annual reports and make relevant recommendations for action;

· Guide the mid term review process.
6.3.4 Reporting Format 
After the completion and approval of the work plan, the M&E Subcommittee will develop a reporting template for use by the agencies against time bound outputs to the focal persons of the thematic groups. The focal persons will compile reports that will be consolidated by the M&E committee and presented to the JUNTA and the UNCT by the UCC. An example of the Quarterly output reporting format can be found in the table below.
	SUPPORTIVE ENVIRONMENT

	National Priority or Goals Cluster
	 HIV and AIDS, Gender and Youth Cluster

	1. UNDAF Outcome:
	 Capacity strengthened to sustain universal access to HIV prevention, treatment, care and support, and impact mitigation

	UNDAF Country Programme Outcome 1.1:
	Government and civil society have the capacity to effectively coordinate and manage the national response to HIV and AIDS 

	Convener: UNDP, UNAIDS

	UNDAF Country
Programme Outputs
	Milestones to 2012
	Key Results for 2009
	Baseline
	Main Activities for 2009
	Verifiable Indicator
	Source of the Indicator
	Responsible agency
	Reported Outputs

	
	
	
	
	
	
	
	
	July 09
	Jan. 10

	1.1.1 The National AIDS Council has improved capacity to coordinate the national response to HIV and AIDS
	By the end of 2009 the National M&E TWG is functional and includes all key stakeholders to ensure operationalisation of the National M & E system. 
	The National M&E TWG meets quarterly and includes all key stakeholders to ensure operationalisation of the National M & E system and formation of the decentralized TWG
	TORs exist, membership exist but not all inclusive, meetings irregular. To get number quarters where meetings were held on time, No decentralized TWG for M&E
	Provide technical support to TWG to review the ToRs and membership and modes of operation. 
	Revised TORs, Revised membership, number of meetings per quarter
	M&E TWG minutes, Quarterly Partnership Forum report
	WHO UNAIDS UNDP WB
	
	 

	
	
	National TWG has the capacity to carry out its mandate
	No Training targeting the M&E TWG on their mandates and roles
	Provide training to TWG to carry out its mandate.
	Training report  for TWG on their roles and functions, Training curriculum developed 
	Partnership report, M&E annual report
	WHO UNAIDS UNDP
	 
	 


6.3.5 Indicators

Outcome Indicators

Outcome indicators measure medium term results. They measure changes arising from the utilisation of services and products resulting from the activities. Various partners through their programmes and interventions collectively contribute to outcomes. 

In the context of the aforementioned, annex 3 below lists the indicators of the Joint programme that will be collected together with the source of information and frequency. It must be understood that the UN works primarily through partners, institutions and organisations, all of whom help to effect change at the outcome and impact levels. Some of the indicators refer to changes that happen at the level of the partners, institutions and organisations. 

6.3.5
Assessing the performance of the Joint Team and Joint Programme 
The performance of the Joint Team in implementing the Joint Programme will be assessed regularly, using the three instruments below.  These instruments are used not simply to assess performance, but also to identify capacity building needs within the Joint Team and Joint Programme.

The ‘Self Assessment framework for the Performance of Joint Teams on AIDS’ is a tool developed and tested by the UNAIDS RST.  The purpose of this framework is to engage the members of Joint UN Teams on AIDS in a discussion with the view of reaching a consensus on the level of performance the Joint Team has reached vis-à-vis 10 key performance areas, that have been identified in-line with the spirit and rationale behind the UN Reform.  The tool is also designed to assist Joint Teams in establishing targets for performance improvement based on the identification of 3 (or more) major challenges.

The Annual Performance Assessment of Joint Team Members refers to performance as a member of the Joint Team that is specified in the appointment letter received from the RC.  

Evaluation of the Joint Programme, conducted perhaps every two years.  As suggested in the ‘Guidance Note on Joint Programming, UNDG, December 2003’ key areas to be assessed are:

· Effectiveness: Have the resources invested produced desired results? How has the joint programme contributed to achieving the national agenda? How has the joint programme enhanced ownership and contributed to developing national capacity?
· Efficiency: How has the joint programme affected transaction costs for government and participating UN organizations involved in the programme? How has the joint programme affected pace of implementation?
· Coherence: To what degree are actors working toward the same results, with a common understanding of the inter-relationships among interventions? To what degree are approaches such as human rights based approach to programming and results-based management understood and pursued in a coherent fashion?  To what degree are crosscutting strategies, such as capacity development, based on and pursued according to a common analysis? What is the added value of having a joint programme?

· Management and Coordination: How well are responsibilities delineated and implemented in complementary fashion? How well have coordination functions been fulfilled?  What are the effects of co-ordination/lack of co-ordination on the programmes? 
Annex 1: Result matrix with indicative milestones
	Key Priority Area:  1. Supportive Environment

	Outcomes
	Outputs 
	Milestones 2009-2012

	1.1 Government and civil society have the capacity to design and implement evidence based programmes
	1.1.1 Capacity of key counterparts (government and NAC) to develop and monitor evidence based interventions is built 
	By the end of 2009 the National M&E TWG is functional and includes all key stakeholders to ensure operationalisation of the National M&E system.
By 2009, HIV/AIDS M and E Framework and corresponding Plan is reviewed.

By 2009, Joint Technical Support Plan for National HIV/AIDS M & E System is developed and implemented.

By 2009 National HIV / AIDS M&E database established.

By 2009, NSP reviewed and Operational Plan developed.     

By 2009 key personnel at district and central level are able to use data for planning implementation.

By 2009 MoHSW supported to carry out DHS survey.  

By 2010, training institute identified and providing M and E training and support mentoring.

By 2009, HIV research coordination mechanism in place

By 2009 NAC has updated and started implementation of its own research agenda.

By 2009, NAC has capacity to coordinate implementation of Essential Services Package on HIV

By 2010 MoHSW and NAC conducts yearly surveillance and NASA and UNGASS.

By 2011National Strategy for the Development of Statistics (NSDS) formulated and implemented

	
	1.1.2 Capacity of CSO to design and implement evidence based interventions is built (focus on PLWHA groups)
	By 2009 PLWHIV groups and key CSO have increased capacity to effectively advocate and influence policy and programming processes

By 2010 PLWHIV groups and key CSO have increased capacity to access and use evidence base

	
	1.1.3 Capacity development provided to support sustainability efforts of CSOs (focus on PLWHA) 
	By 2009 a national CSO capacity building strategy is developed and disseminated

By 2010 CSOs have plans to implement a capacity building strategy to develop, cost and implement its strategic plan.

	1.2 Key bottlenecks to make the money work towards achieving universal access removed 
	1.2.1 Country institutional arrangements and capacity enhanced to implement the objectives of the NSP
	By 2009, country institutional arrangements and capacity assessed and action plan developed
By 2010  the Country Coordination Mechanism has the capacity to effectively coordinate the implementation of GFATM funded programmes

	
	1.2.2 Government has increased ability to implement HR policies improving recruitment and retention in the health sector
	By 2009 Ministry of Public Service has Human Resources to implement and monitor the Health strategic plan

By 2011 national health budget has increased to 15%.

	1.3 The rights of women, girls and persons living with HIV are promoted and protected 
	1.3.1 Government has enhanced institutional capacity to promote and protect the rights of women, girls and PLHIV
	By 2009 Lesotho Human Rights Commission is established.

By 2012 increased availability of quality care and support services to survivors of GBV.

By 2012 increased capacity of government and civil society institutions to prevent and manage SGBV and promoting women’s’ and girls’ rights.

	
	1.3.2 CSO have increased capacity to promote the rights of women, girls and PLHIV
	By 2009 civil society representatives, including those representing PLHIV groups, trained in human rights instrument reporting, participating in reporting on Human Rights instruments to which Lesotho is signatory.

	
	1.3.3 Government has the capacity to refine its draft comprehensive AIDS Bill in line with SADC model legislation and enact it into law
	By 2009 HIV and AIDS bill  reviewed in line with SADC model law and advocacy conducted to pass the bill

	Key Priority Area:  2. Prevention

	2.1  Women, men, young persons and vulnerable groups able to access and use comprehensive, quality health care  and sexual and reproductive  health information and services and adopt positive behaviors
	2.1.1 Men in the age 15 - 39 have access to male circumcision services

 

 
	By 2009 Policy, operational guidelines and protocols for delivery of quality male circumcision services developed

By 2010 all the hospitals and accredited health facilities with Staff capable of providing quality static and out reach MC services

By 2010 Guidelines and tool for monitoring and evaluation of Male circumcision services developed and staff capable of using them.

By 2011 all health facilities with staff capable of conducting communication and social mobilisation  for  male circumcision as a component of the HIV prevention package.

	
	2.1.2 Men, women and adolescent boys and girls have access to and use HTC services 

 

 
	By 2009 Policy, guidelines for delivery of quality HIV testing and counseling services developed

By 2009 operational guidelines for providing adolescent friendly services developed 

By 2010, 15% of relevant service providers trained and capable of providing adolescent friendly HTC and other reproductive health related services

By 2010  Health managers at the National and district levels and  health service providers at facility and community levels capable of providing HTC service according to national guidelines

By 2010 staff at the National Laboratory capable of performing accurate DNA-PCR tests

By 2010 all health facilities and districts have staff capable of monitoring HCT activities

By 2011, 30% of relevant service providers trained and capable of providing adolescent friendly HTC and other reproductive health related services

 By 2011   all health facilities and villages have staff capable of conducting communication and social mobilization for HTC

By 2012, adolescents have access to adolescent friendly sexual and reproductive health services such as HTC and PMTCT as well as child protection services like child helpline

By 2012 Review of HCT policy, guidelines and protocol informed by Operational research

	
	2.1.3 80% of pregnant women who are HIV positive have access to PMTCT services

 
	 By 2009 Policy, operational guidelines and protocols for delivery of quality PMTCT services developed

By 2010 staff in all the health facilities and community health workers capable of providing PMTCT services according to national policy, guidelines and protocols

By 2010 National, district, health facility and community staff capable of  monitoring and evaluating PMTCT services

By 2011  staff in health facility and communities capable of conducting Communication and social mobilization  for PMTCT

By 2011 guidelines for PMTCT Mother-Baby Package developed

By 2012 staff in health facility and community health workers capable of supplying PMTCT Mother-Baby Package to HIV positive mothers and their babies 

By 2012 review of PMTCT guidelines and protocols informed by operational research

By 2012PSM of PMTCT medicines, lab supplies and health commodities adequately addressed in the PSM system for health medicines, laboratory supplies and health commodities

	
	2.1.4 The public and private sectors have in place comprehensive and accessible HIV workplace services
	By 2009 15 workplaces will have policies that meet minimum standards

By 2009 establishment of a Joint Business and Labour Coalition on HIV and AIDS

By 2010 workplace will be implementing HIV and AIDS policies and programs

By 2010 well established services referral systems known and utilized by workers

By 2010 monitoring and evaluation systems established

By 2010 harmonized and effective referral systems functional lead by business and Labour coalition and ministry of health.

By 2010 M&E for workplace functional and aligned to the national M&E

By 2011 a signed CBA will be in place

	
	2.1.5 The Ministry of Health has the capacity to expand access by men and women to adequate supplies of male and female condoms, PEP and GBV kits
	By end 2009, a five year comprehensive and costed condom strategic plan is available

By 2010 costed condom promotion plan in place

By 2009 RHCS/Condom Technical Working in place

By, 2010 Condom Procurement Supply Management guidelines are in place and staff capable of using them  at  national , district and health centre levels

By 2011 Logistics and supply chain management systems are in place for male and female condoms

	
	2.1.6 PLWHA have enhanced capacity and appropriate guidelines for actively participating in
	By 2009 have guidelines to participate in prevention programmes

By 2010 have the capacity to develop and implement HIV prevention programmes

	2.2  Men, women, boys and girls able to access and use knowledge, information, skills and services on safe sex and the prevention of HIV infection
	2.2.1 Teachers and Non formal educators capable of delivering life skills education in schools and NFE centers
	By 2009, evidence based LSE Training Manual developed and approved

By 2010, 50% of teachers in pre-service training have undergone LSE training

By 2010, 40 % of class 4-7 teachers and NFE providers and 30% of junior secondary school teachers are able to teach LSE

By 2011, 60 % of grade 4-7 teachers, NFE providers and junior secondary school teachers are able to teach LSE

By 2012, 80 % of grade 4-7 teachers, NFE providers and junior secondary school teachers are able to teach LSE

	
	2.2.2 All young people aged 11 to 24 in and out of school understand HIV prevention measures and risk reduction strategies through life skill education
	By 2009,  baseline report on extracurricular Life skills and HIV and AIDS programme is available

By 2009, the young people’s part of the national behavioral change communication translated into operational framework and consecutive materials for and with young people

By 2009, the HIV risk reduction and avoidance skills package for and with out of school young people developed, pre-tested, finalized, printed and distributed
By 2010, government and non-government civil society organizations including faith based organizations capacitated to carry out the HIV risk reduction and avoidance skills package for and with young people

By 2012 high risk groups targeted with a comprehensive package of HIV prevention

By 2012, 60% of the adolescent girls and boys have comprehensive knowledge about HIV prevention nd have an enabling and protective environment to prevent HIV

	
	2.2.3 All HIV and AIDS Focal Points able to coordinate social and behavior change on HIV prevention in workplaces across the public and private sectors 


	By 2009 workplaces have programs that address stigma and discrimination

By 2009 workplaces are able to develop, implement as well as communicate policies and programs

By 2009 HIV and AIDS programmes and services both in and outside workplaces are coordinated.

By 2009, ILO heath and safety manuals are available to all workplaces

	2.3 Leaders at all levels have the capacity to address socio-cultural issues that surround and drive MCP


	2.3.1 Advocacy and communication strategy developed and used to train leaders on MCP


	By 2009 advocacy and communication strategy developed and disseminated to key national leaders



	
	2.3.2 Leasers at all levels, including faith community, government and politicians have the skills to communicate and advocate for partner reduction in the context of MCP


	By 2009 leaders have the skills to advocate and communicate on partner reduction 



	
	2.3.3 Leaders conduct advocacy campaigns for partner reduction at the central and local levels
	By 2010 leaders conduct advocacy campaigns for partner reduction 



	Key Priority Area:  3. Treatment  and Care

	Women, men, young persons and vulnerable groups utilize comprehensive health care including nutritional support and sexual and reproductive health services and information
	3.1.1 Government and CSOs have the institutional capacity to scale up HIV and TB treatment, care and support services
 
	By end 2009 guidelines for planning and implementation of HIV and HIV programmes  developed and national, district and health facility managers capable of using them

By end 2009, policies, guidelines and strategies developed for the certification of skills and payment 

towards task shifting

By 2010 Procurement and supply management systems of health medicines and commodities are capable of no-stock-out of HIV-TB medicines and commodities

By end 2011, national and district laboratory staff capable of providing accurate laboratory tests for HIV/TB  diagnosis and patient monitoring

By 2011 National, District and Facility Health Managers, health managers of 10  District and all Health Facility Managers capable of using national,  guidelines and protocol for quality management of  scaled HIV and TB services

By end 2011, system developed for health sector HIV and TB finance trucking and allocation

By end 2012 IDSR and HMIS systems capable of providing comprehensive and reliable HIV and TB disease and programme monitoring data including Drug resistance.

By 2012 UN system  for the recruitment of UNV Doctors established and the doctors capable of managing HIV-TB services

	
	3.1.2 Doctors, nurses in all health facilities capable of providing improved and accessible treatment, care and support to PLHIV with chronic illnesses 
	By 2009 Policy, guidelines, protocol and tools for management of people with HIV and TB developed

By 2011 Guidelines, protocols and tools developed for monitoring of HIV and TB patients and  staff in all the 214 health facilities capable of using them

By 2012 All health facilities have staff capable of using the HIV and TB treatment, care and support guidelines and protocols

 By 2012 Standard Operating Procedures (SOPs) for Laboratory services developed and all the National and 10 district laboratories providing accurate diagnosis of HIV/TB diseases as well as patient monitoring

By 2009 Operation Research agenda developed and research conducted on quality assurance issues of HIV and TB treatment, care and support.

By 2012 at least 4 staff in each of the 10 districts capable of conducting operation research on HIV and TB treatment, care and support.

	
	3.1.3 Food insecure PLHIV on antiretroviral therapy have their daily minimal nutritional intake and support
	By 2012, food insecure PLHIV on antiretroviral therapy have their daily minimum nutrition support



	
	3.1.4 Women and girls living with HIV and AIDS have access to sexual and reproductive health rights and services that are necessary for them
	By 2012 all health facilities offering PMCTC, family planning and PNC services 



	Key Priority Area:  3. Impact mitigation

	4.1  Vulnerable groups that include orphans, children, youth and women have their social and welfare needs met
	4.1.1 Government and relevant parliamentary structures able to develop and adopt social welfare and protection legislation, policies and structures for OVC, youth and women 
	By 2009, baseline assessment survey on OVC and targeting indicators 

By 2009, the OVC service providers website (Letsema) fully operational.  

By 2009, OVC M&E Plan fully operational and functional.                                       

By 2010, National orphans registration system is fully operational   

By 2012, capacity of GOL, especially the Dept of Social Welfare and NGO partners strengthened.

By 2012 the NOCC and DCPTs fully functional and effective

	
	 4.1.2 Women, youth and OVC in 70% of target communities able to access and utilize protection packages 
	By 2009, cash grants provided to 5,000 HH with OVC 

By 2009, a standardized psychosocial support package developed and implemented.  

By 2009, OVC minimum essential services package developed 

	
	4.1.3 The relevant Ministries and Local Government have the capacity to support 60% of vulnerable households improve and sustain their livelihoods
	By 2009,  20% of community level workers (community health workers, Agricultural extension workers etc) in each district undergone training on nutrition, care and support; 

By 2009, short term hunger alleviated for food insecure  OVC

By 2011, Asset base increased for 10% of ultra poor HH and improve their animal protein intake 

By 2011, Asset base increased for 10% of ultra poor HH and improve their animal protein intake 

By 2012, 40 % of poor and vulnerable HH are producing a variety of vegetables


Annex 2: Budget for Joint Programme to 201
	Priority Area
	Outcomes
	Budget 2009
	Budget 2010
	Budget 2011
	Budget 2012
	Total Budget
	Available Resource
	Gaps

	1.Support Environment
	1.1 Government and civil society have the capacity to design and implement evidence based programmes
	$1,134,500
	$1,247,950
	$1,191,225
	$1,191,225
	$4,764,900
	$2,620,695
	$2,144,205

	
	1.2 Key bottlenecks to make the money work towards achieving universal access removed 
	$153,000
	287, 423
	$160,650
	$160,650
	$474,300
	$260,865
	$213,435

	
	1.3 The rights of women, girls and persons living with HIV are promoted and protected 
	$368,000
	$404,800
	$386,400
	$386,400
	$1,545,600
	$850,080
	$695,520

	Totals for Supportive Environment
	$1,655,500
	$1,652,750
	$1,738,275
	$1,738,275
	$6,784,800
	$3,731,640
	$3,053,160

	Prevention
	2.1   Women, men, young persons and vulnerable groups able to access and use comprehensive, quality health care and sexual and reproductive health information and services and adopt positive behaviours 
	$4,764,800
	$5,241,280
	$5,003,040
	$3,811,840
	$18,820,960
	$7,528,384
	$11,292,576

	
	2.2 Men, women, boys and girls able to access and use knowledge, information, skills and services on safe sex and the prevention of HIV infection
	$1,240,400
	$1,056,440
	$1,008,420
	$768,320
	$4,073,580
	$1,629,432
	$2,444,148

	
	2.3 Leaders at all levels have the capacity to address socio-cultural issues that surround and drive MCP
	$8,000.00
	$50,000.00
	0
	0
	$58,000.00
	$29,000.00
	$29,000.00

	Totals for Prevention
	$6,013,200
	$6,347,720
	$6,011,460
	$4,580,160
	$22,952,540
	$9,186,816
	$13,765724

	Treatment and Care 
	3.1 Women, men, young persons and vulnerable groups utilise comprehensive health care including nutritional support and sexual and reproductive health services and information 
	$6,723,731
	$7,379,821
	$5,374,421
	$5,155,121
	$24,633,094
	$11,084,892
	$13,548,202

	Total for Treatment & Care
	$6,723,731
	$7,379,821
	$5,374,421
	$5,155,121
	$24,633,094
	$11,084,892
	$13,548,202

	Impact Mitigation
	4.1 Vulnerable groups that include orphans, children, youth and women have their social and welfare needs met
	$8,456,522
	$7,826,004
	$4,703,750*
	$5,130,000*
	$26,116,276
	$14,363,952
	$11,752,324

	Total for Impact Mitigation
	$8,456,522
	$7,826,004
	$4,703,750
	$5,130,000
	$26,116,276
	$14,363,952
	$11,752,324

	Monitoring & Evaluation of JUPSA
	$5,000
	$20,000
	$5,000
	$25,000
	$55,000
	$27,500
	$27,500

	Grand Total
	$22,845,953
	$23,176,295
	$17,832,906
	$16,628,556
	$80,483,710
	$38,365,800
	$42,117,910


*  WFP’s current programme ends in 2010. They are not certain of the nature and scope of the new country programme. Hence, not included in the budget
Annexure 3:  Monitoring and Evaluation Indicators
	
	Outcome Results
	Outcome Result Indicators
	Output Results
	Output Result Indicators

	 Supportive Environment
	Government and CSO have the capacity to design and implement evidence based programmes


	· The proportion of NSP targets met

· Proportion of HIV and AIDS targets met in strategic plans of targeted Ministries

· The proportion of the NSP M&E indicators being collected on schedule and made public in time


	Capacity of NAC to develop and monitor evidence-based interventions is built


	· An evidence-informed NSP developed

· Result Based Monitoring and Evaluation Framework Developed

· Data Use Manual for national and decentralized structures developed

· Number of quarterly M&E Committee meeting held as scheduled 



	
	
	
	Capacity development provided to support sustainability of CSO 


	· CSOs sustainability strategy developed

· CSO sustainability strategy implementation plan developed 

	
	
	
	Capacity of CSO to design and implement evidence-based interventions is built


	· Proportion of  CSOs including LENEPWHA that have annual operational plans with targets

	
	Key bottlenecks to make the money work are removed


	· Proportion of NAC targets met

· Proportion of District AIDS Committees and Community AIDS Committees that are functional according to agreed criteria and meeting their targets

· The percentage of government health facilities that are adequately staffed according to the national staffing norms
	Institutional arrangements of NAC strengthened to coordinate national AIDS response


	· NAC review report finalized and adopted

· Proportion of Line Ministries that report to NAC on schedule

· The proportion of CSOs that report to NAC on schedule

	
	
	
	Government able to implement HR policies and plans improving recruitment and retention in the health sector


	· Human resource mobilization and retention strategy developed for Health sector

· Temporary and short term measures roadmap developed to address HR needs

	
	
	
	Temporary  and short term measures put in place to address immediate HR needs


	· Number of Health Workers by cadre recruited through temporary and short term measures

	
	Rights of women, girls and PLWHIV are protected and promoted


	Enactment and operationalisation of laws, regulation and  policies  that protect and promote  rights of women, girls and PLWHIV    
	Government has enhanced institutional capacity to promote and protect the rights of women, girls and PLHIV
	Number of institutions provided with capacity to promote and protect the rights of women, girls and PLHIV


	
	
	
	CSO have the capacity to promote the rights of women, girls and PLHIV


	· Number of CSOs trained to promote and protect the rights of women, girls and PLHIV



	
	
	
	Government has the capacity to develop and implement AIDS legislation
	· Training provided to relevant government officials to develop and implement AIDS legislations

	Treatment, Care and Support
	Women, men, young persons and vulnerable groups utilise comprehensive health care including nutritional support and sexual and reproductive health services and information 


	· Percentage of adults and children with advanced HIV infection receiving antiretroviral therapy 

· Percentage of adults and children known to be on treatment 12 months after initiation of antiretroviral therapy
	Government and CSOs have the institutional capacity to scale up HIV and TB treatment, care and support services


	· CSOs sustainability strategy developed

· CSO sustainability strategy implementation plan developed 

	
	
	
	Doctors, nurses in all health facilities capable of providing improved and accessible treatment, care and support to PLHIV with chronic illnesses 


	· Proportion of  CSOs including LENEPWHA that have annual operational plans with targets

	
	
	
	Food insecure PLHIV on antiretroviral therapy have their daily minimal nutritional intake and support


	· NAC review report finalized and adopted

· Proportion of Line Ministries that report to NAC on schedule

· The proportion of CSOs that report to NAC on schedule

	Prevention


	Women, men, young persons and vulnerable groups able to access and use comprehensive, quality health care and sexual and reproductive health information and services and adopt positive behaviours 


	· Number of new infections per annum

· Number of men in the age group 15 – 39 who have accessed male circumcision

· Percentage of men and women aged 15 – 49 who have received an HIV test in the last 12 months and know their results

· Percentage of HIV positive pregnant women who receive ARVS to reduce transmission from mother to child

· Percentage of most-at-risk populations that received an HIV test in the last 12 months and know their results

· Prevalence of HIV among 15 – 49 ANC attendees

	Men in the age rage 15 – 39 have access to male circumcision services 


	· Human resource mobilization and retention strategy developed for Health sector

· Temporary and short term measures roadmap developed to address HR needs

	
	
	
	Men, women and adolescent boys and girls have access to and use HTC services  


	· Number of Health Workers by cadre recruited through temporary and short term measures

	
	
	
	80% of pregnant women who are HIV positive have access to PMTCT services 


	Number of institutions with capacity to promote and protect the rights of women, girls and PLHIV



	
	
	
	The public and private sectors have in place comprehensive and accessible HIV workplace services 


	Number of public and private sectors that have in place comprehensive and accessible HIV work place services 

	
	
	
	The Ministry of Health has the capacity to expand access by men and women to adequate supplies of male and female condoms, PEP and GBV kits


	· Number of male and Female condoms distributed

· Number of PEP, GBV kits distributed

	
	Men, women, boys and girls able to access and use knowledge, information, skills and services on safe sex and the prevention of HIV infection
	Percentage of young women and men  aged 15-24 who correct  and  most at risk population who both correctly identify ways of preventing the sexual transmission of HIV and who reject major misconceptions about HIV transmission (disaggregated by sex (female, female) and age (15-19, 20-24) and for most at risk populations IDUs, Sex Workers, MSM)
	Leaders at all levels have the capacity to address socio-cultural issues that surround and drive MCP
	· Number of forums formed by type of Leadership that include in their terms of reference addressing  socio-cultural issues that surround and drive MCP;
· Percentage of  Leadership forums that include in their terms of reference addressing  socio-cultural issues that surround and drive MCP that have been trained on their role in addressing socio-cultural issues that surround and drive MCP


	
	
	
	
	· 

	Mitigation


	Vulnerable groups that include orphans, children, youth and women have their social and welfare needs met


	Percentage of OVC aged 0 – 17 years whose households received free basic external support
	Government and relevant parliamentary structures able to develop and adopt social welfare and protection legislation, policies and structures for OVC, youth and women


	· Legislation developed for promotion and protection of the rights of children and women

· Passing of Child and Welfare Bill 2004

· Standard of quality of care guideline for  Childcare Institutions developed 



	
	
	The current school attendance among orphans aged 10 – 14


	Women, youth and OVC in 70% of target communities able to access and utilise protection packages


	

	
	
	
	The relevant Ministries and Local Government have the capacity to support 60% of vulnerable households improve and sustain their livelihoods


	


Annexure 4:
HIV epidemic status at a glance

‘The size of the problem’ in Lesotho: from the number of PLHIV to the number of people on ART


[image: image3]
5% of 1.000.000 (est.  2006 15-49 population) 2004 LDHS & Spectrum estimated 39,000 PLHIV knew their status (16.6%) 2004 LDHS (p.240)


 Age-specific HIV prevalence in Lesotho (2004)

Source: 2004 LDHS (Table 12.3)
[image: image6.emf]Joint UN Team on AIDS, Lesotho

The Lesotho Joint UN team on AIDS

Resident Coordinator

Thematic cells with 

designated technical 

leaders (e.g. PMTCT, 

HTC…)

Joint UN team 

on AIDS

Leads the Joint UN 

team on AIDS

UN Country team

Individual members 

with agreed 

deliverables

Overall policy and 

implementation oversight

UCC chairs and reports 

at UNCT on progress of 

Joint UN team on AIDS

UN Learning 

team on HIV


Annexure 5: Modes of transmission analysis

Lesotho Modes of Transmission Synthesis (2008)
 

The Lesotho Modes of Transmission Synthesis is the result of collaboration between NAC, MOHSW, UNAIDS and GAMET/World Bank to support an evidence-based review of Lesotho’s epidemiological situation (Know your epidemic, KYE) and the national HIV prevention response (Know your response, KYR).  The purpose of the Modes of Transmission (MoT) study was “to contribute to the ongoing efforts to understand the epidemic and response in Lesotho and thus help the country improve the scope (doing the right kind of activities), relevance (with the right populations) and comprehensiveness (reaching all members of target populations) of HIV prevention efforts.  The findings from the epidemiological review are summarised below together with the key recommendations from the study: 

Overview of the epidemic

Adult (15-49) HIV prevalence in Lesotho is 23.2%; this is the third highest adult prevalence in the world.  Each day an estimated 62 new HIV infections occur and about 50 people die due to AIDS in Lesotho.  An estimated 270,273 people were living with HIV in Lesotho as at the end of 2007. Of these, 11,801 are children and 258,472 are adults.  Females continue to be more infected with an estimated 153,581 (57%) infected compared with 116,692 (43%) males.  The number of new infections reached a peak in 1995, with an annual incidence of 3.6%.  It is estimated that the HIV epidemic stabilized around the year 2000.  There does, however, appear to be a slight downward trend in the HIV prevalence based on ANC data among 15-19 pregnant women from the year 2000 onwards, and in 20-24 year old pregnant women from 2003 onwards.  
Heterogeneity of the HIV Epidemic 

The recent MoT study stressed the homogeneity of the epidemic with all districts, both sexes, almost all age groups (except female 15-19 and male 15-24), and all wealth, education and migration strata having an HIV prevalence above 15%.  The perceived heterogeneity of the epidemic is outlined below.

Age and Sex 
HIV prevalence is higher among women (26.4%) than among men (19.3%).  This is partially due to the biological susceptibility to HIV infection among women and partially due to the fact that the male to female ratio in Lesotho is 95:100.  The Lesotho Demographic Health Survey (LDHS) showed that women become infected with HIV at a much younger age than men, with the prevalence of women aged 15-19 at 7.9% compared with 2.3% among young men of the same age group.  The data demonstrates a substantial jump in HIV prevalence rates, with young women 15-17 years of age already having a prevalence rate of 6.1%, which increases to 10.7% among females 18-19 years of age.  Worth noting is that young men aged 15-17 have a very low rate of HIV prevalence at 0.7%, which jumps to 5.1% among young males 18-19.  HIV prevalence rises sharply for women from the age of 17 with one peak in their late 20s at 39%, with the highest prevalence for women occurring in the 35-39 age group at 43.3%.  For men, HIV prevalence peaks in the age range of 30-34 at 41.3%.  ANC data indicates that there has been a drop in prevalence among young pregnant women aged 15-24, but a slight increase in HIV prevalence among pregnant women aged 30-40. 
Marriage and discordancy in couples 

HIV prevalence is only low among individuals who have never married or never had sex.  HIV prevalence is the highest among those widowed, divorced or separated (M: 36-38%; F: 47-56%); however, these groups make up a very small part of the total population (M: 5% and F:14%).  Women who have never been in a union but are sexually active have a much higher HIV prevalence than their male counterparts, with an HIV prevalence of 24% compared with 11% for sexually active men who have never been in union.  On the other hand, one thing that is important to note in relation to gender differences is that married men are actually more likely to be HIV positive than married women, with HIV prevalence of 33% compared to 27% for married women.  In Lesotho, one-third of all coupes are infected; 40% of these are discordant, meaning that only one of the partners is positive.  Thirteen percent are discordantly female (i.e. only the woman is infected) and 27% are discordantly male (i.e. only the man is infected).   

Urban and rural 

The HIV prevalence is considerably higher in the urban districts (Leribe highest
 with 29%) compared with rural districts (Mokhotlong lowest with 17%).  The LDHS also found urban prevalence at 29.1% compared with rural prevalence at 21.9%.  In addition, the three districts with the highest HIV prevalence (Leribe, Maseru, Berea) actually make up 52% of the population which means that the absolute number of people living with HIV is higher in the higher prevalence districts not only by function of HIV prevalence but also by population size.  Furthermore, there is also a marked gender difference with urban women having a HIV prevalence of 33.0% compared with rural women at 24.3%.  For men the difference was not as pronounced with urban men 22.0% compared to rural men, who have an HIV prevalence of 18.6%.  ANC data shows that urban pregnant women are 40% more likely to be HIV positive than rural women.    

Education and wealth

Corno and De Walque’s (2007) bivariate analysis of the LDHS showed that the probability of being HIV-infected decreases slightly with education, but more importantly education is strongly correlated with protective behaviours such as condom use, delayed sexual debut, HIV testing and counselling and knowledge about HIV and AIDS. In addition, ANC data shows that the largest decrease of HIV prevalence among pregnant women from 2003-2007 was among women with tertiary education from 26% in 2003 to 18% in 2007 that equals a 31% decrease.  This can be compared to those with only primary education in which HIV prevalence barely decreased from 27% to 26%.  As a slight contradiction, women in the highest wealth quintile of the LDHS have also the highest HIV prevalence, 29% compared to those 20% in the lowest wealth quintile.  For men the relationship between HIV prevalence and wealth is non-linear, however, working status is significantly associated with HIV prevalence (working men are 60% more likely to be HIV positive than unemployed men).  

Children 

For children aged 0-14 years there is no national prevalence data, however, Spectrum projects 11,800 (11,700-13,00) HIV positive children in the country
. It is thought that prevalence in children has recently peaked and will start declining.  There are several factors influencing the HIV prevalence in children, for example, more HIV positive children survive due to the roll-out of ART (which currently has 931 children on treatment out of the estimated 3520 children in need).  In addition, the PMTCT roll-out, which currently has a coverage of 31%, means that fewer infants will become infected with HIV.  The age of sexual debut could also influence HIV prevalence in children as 15% of girls and 27% of boys reported to be sexually active before the age of 15 (DHS) but only a quarter of them used a condom during their first sexual intercourse. 

Factors Contributing to Sexual Transmission of HIV 

Factors contributing to the sexual transmission of HIV in Lesotho are outlined below divided into risk factors, and drivers at community level and structural levers as found in the Modes of Transmission study (2008)
. 

Risk factors 

In Lesotho, male circumcision is practiced as a part of the initiation process called lebollo.  Self reported male circumcision is high, at xs%, as per the LDHS, however, the circumcision practiced in the country does not seem to have the protective effect as HIV prevalence is higher among the circumcised (23%) than not circumcised men (15%).  On the other hand, the focus of lebollo is the initiation process rather than the circumcision, which anecdotally does not include the full removal of the foreskin needed for the protective effect.  According to estimates, of a total of around 10 000 circumcisions are preformed in Lesotho each year and about 4,000-5,000 are circumcised within the health setting (USAID 2007:9).

Another risk factor has been identified as multiple and concurrent sexual partners.  In Lesotho having multiple sexual partners is common.  A study conducted in 1989-1990 found that 39% of women and 55% of men reported having had more that one regular sex partner in the last year (WHO 1995).  In the 2004 DHS, among those who had sex in the previous 12 months, 11% of women aged 15-49 and 29% of men aged 15-59 reported having had more than one sexual partner over the past year.  CIET found in their 2002 KAP survey (baseline) and in the 2007 KAP (follow-up) that among adults with at least one sexual partner, 44% reported more than one partner in 2002 and 30% reported more than one partner in 2007 – suggesting a decrease of 14% over five years.  The prevalence of multiple partners in 2007 was 21% for females and 48% for males, and it was higher among females and males with education above primary level.  The same study found that in 2007 among adults with at least one partner, 16% of women and 36% of men had more than one current sexual partner. 

The recent MOT incidence
 modelling estimates that 86% of all new HIV infections will come from casual heterosexual sex, partners of people who have casual heterosexual sex  and “low risk” heterosexual sex combined
. The study further concluded that policy and programmes do not respond adequately to Multiple and Concurrent Sexual Partners.  It is further interesting to note that the model estimates that Men who have Sex with Men will contribute to around 1 in every 10 infections over the next year
. 
A third identified risk factor is the low levels of consistent and correct condom use.  According to the DHS, of those who had more than one sexual partner in the last year, only 18.7% of women (15-49) and 40.5% of men (15-49) used a condom the last time they had sex.  The CIET study found that consistent condom use had increased from 21% to 48% in sex with non-regular partner from 2002-2007.  However, in regular partners condom use with regular partners remains low with only a marginal increase from 17% to 20% over the same five-year period.  Among men who paid for sex, 58% reported using condom on the last occasion they had paid sex (LDHS).  

The modes of transmission incidence modelling also found that sex workers and their clients only contribute about 2% of all new infections, due to the relatively high levels of condom use, and low levels of paid sex (only 1.7% of the LDHS sample reported having paid for sex in the last 12 months) 

Drivers – Community and Structural level 

The Modes of Transmission study identified drivers both at the community and the structural level.  At the community level, gender roles dictate women and men’s sexual behaviour and social expectations within relationships.  A recent study showed that 47% of women and 40% of men said that women do not have the right to refuse sex with their husbands and boyfriends (Andresson et al. 2007).  In addition, age-disparate relationships are also frequent, with the RHS showing that in 53% of all relationships the man was at least five years older that the woman, and in 19% of the cases the man was 10 years older.  It has been said that Sesotho social structure is traditionally polygamous, patrilineal and patrilocal, where values and norms have been developed to uphold men’s privileges and constrain women’s autonomy (Leclerc-Madlala, 2008).  Gender discriminatory attitudes also provide barriers to women’s empowerment and sexual self-determination.  The Reproductive Health Survey (RHS 2002) showed that over half of men interviewed and (38% of women) thought that boys are more intelligent that girls.  In addition, the Afrobarometer survey showed that only 21% of men strongly agreed (and an additional 11% agreed) with the following statement: “In our country [Lesotho], women should have equal rights and receive the same treatment as men”. 

Another identified driver at the community level is the high level of alcohol consumption.  A consistent association has been shown between alcohol use and sexual risk taking; greater quantities of alcohol consumption predict greater sexual risk than does frequency of drinking (Kalishman et al 2007).  In Lesotho, alcohol use is more frequent among men, older people and urban residents.  

At the structural level labour and migration was identified as a key driver.  Since the late 19th century Lesotho has served as a labour reservoir that has had far-reaching implications for the social structure in the country.  At its height in 1986, it was estimated that 40% of Lesotho’s male labour force migrated to South Africa.  This has since decreased, and in 2001 only 15% of the male labour force migrated.  In recent times a feminisation in migration patterns has been detected with a move from external labour migration mainly by uneducated males to the South African mines to female internal labour migration to textile factories.  It has been shown that mobile populations are at higher risk of HIV infection (both partners- the one migrating and the one left behind) since migration separates families for long period of times consequently encouraging multiple partnerships (Lurie et al 2003). 

A second structural driver of the HIV epidemic is very high levels of sexual and physical violence.  In the 2005 sexual violence study, 61% of the female respondents reported having experienced sexual violence at some point during their life – 22% reported having been physically forced to have sexual intercourse.  The CIET study found that in 2007 19% of adults with a partner had experienced physical violence in the last 12 moths, which is an increase from 15% in the year 2002.  Furthermore, 19% of 12-17 year old girls and 21% of boys reported having experienced forced sex as per the same study.  In addition to this, 41% of men and 30% of women think that women sometimes deserve to be beaten and most of these also believe that this is acceptable (Andresson et al 2007).  
Lastly, income inequality, as measured by the Gini coefficient, was identified as a structural driver in Lesotho.  Mishra et al (2007) have shown a positive association between income inequality and HIV prevalence.  It is thought that this model of explanation might be more accurate than poverty as a driver of HIV, since recent analyses have not shown a clear link between HIV and poverty.  Lesotho has a Gini coefficient of 0.63 which is higher than for Swaziland, South Africa and Botswana.  In Lesotho, 10% of households receive 44% of the national income, while the poorest 40% of households live on only 8% of the national income. 
Key recommendations from the MOT study team: 

Policy-level recommendations
1. Strengthen the commitment on implementation of existing policies by capacitating providers and ensure quality services 

2. Integrate “partner reduction”, with specific emphasis on the risks associated with concurrent relationships, as a key element of HIV prevention success in Lesotho into all future policies, strategies and guidelines that address HIV prevention.  Ensure that the findings from the ongoing study on Gender and Multiple and Concurrent Sexual relationships (NAC/UNAIDS/FHI) are used as evidence in policymaking. 
3. Review the forthcoming BCC strategy to ensure that it: is grounded in evidence regarding priority populations (youth and non-youth targets, married and steady couples) and priority risk behaviours (MCP behaviours, unprotected extramarital sex, social and sexual norms); plans to harness the capacity of diverse community leaders and champions to drive local activities (as done in the “zero grazing” campaign in Uganda); and serves as a resource mobilization tool in order to have massively increased funding for BCC and SCC interventions.
4. Fast track the process of creating the policy context for a massive scale up of “full” male circumcision (including harnessing of traditional sector as appropriate) 

Programmatic recommendations

The next NSP revision process should propose intervention strategies by considering the different levels of the epidemic environment (macro level, intermediate level, micro/individual level) and focus the proposed interventions on the main risk factors and drivers.  These interventions must range from advocacy (for instance, to mobilize other sectors to address more distal factors) to service provision interventions (to address proximal factors).  Particularly contextual, distal factors will require strategic or innovative partnerships to harness the capacity of other sectors and development partners. 
Implementation of prevention programmes
5. Ensure that behaviour and social change messages used in campaigns: 

· Ensure that the findings from the ongoing study on Gender and Multiple and Concurrent Sexual relationships (NAC/UNAIDS/FHI) are used for evidence based programming around MCP

· Focus on partner reduction, mutual faithfulness and safer sex;

· Highlight that some common social norms put the nation at risk and therefore that some adaptation of sexual practices and society norms may be required;

· Emphasize the specific risks involved in age/wealth disparate relationships;

· Emphasize the specific risk involved with concurrent relationships;

· Concentrate on the benefits of behaviour change – e.g. partner reduction: ‘less STIs, less expensive, less jealousy and domestic violence, less stress due to deception, contribute to building trust and partner faithfulness and family stability’.
6.  Position male circumcision as a priority - Pursue the scaling up of male circumcision as a potent once-off biomedical intervention which is complementary to behaviour and social change interventions promoting partner reduction, mutual faithfulness and safer sexual practices.

7. Continue to test innovative approaches in packaging, branding and marketing of comprehensive HIV prevention packages of services, by building on the lessons learnt in the KYS campaign - for instance, a “healthy couple” service package which includes family planning, STI counselling, diagnosis and treatment, HTC, pre-ART for HIV-infected partners, relationship counselling, education on sexual risk and specific issues pertaining to migrant couples.
8. Improve access to prevention interventions in the following high-risk locations:

· the three high prevalence districts (Berea, Leribe and Maseru), in which 59% of all PLHIVs of Lesotho live

· high risk areas such as informal urban areas and, migrant labour settlements

· factories employing low-paid women

· in and around tertiary education institutions and University campuses 

· peripheral rural populations and rural schools
Capacity building for HIV prevention programmes

9. Train social change facilitators to work at community level with men, women, boys and girls, facilitating community-based processes which address: 

· the dynamic nature of norms and culture; 

· social responsibility of everybody towards partners, family members, the community and the nation; 

· the high level of violence and abuse; 

· sexual behaviours and transmission risks; and 

· opportunities for social change in the era of HIV and AIDS. 

The specialised training for facilitators must cover topics such as community mobilisation techniques, participation in collective community projects, building social capital, social and sexual networks, sexuality as a socially negotiated phenomenon, the collective negotiation of social identities and their power for social change (this intervention requires a research component in order to generate evidence on “what works”).
10. Build capacity among implementers of behaviour change interventions on:

· behaviour change theories, models and the implications for planning activities; 

· the importance of tackling concomitantly individual, contextual (including cultural) and structural (services and environmental) factors in order to be effective;

· the approach of cascade training programmes to ensure that the actual providers understand the rationale on which their activities are based; and

· the value of systematically applied, adequately rationalised behaviour change programmes, that take into account the complexity and challenges of sustainable behaviour change.

Research, monitoring and evaluation to track epidemic trends, the quality and impact of HIV prevention programmes

11. Establish a harmonised planning, monitoring and evaluation system at district level for all actors, in order to ensure synergistic action and longer-term continuity of prevention interventions. 

12. Coordinate and conduct research on ongoing “collective action” approaches like community and social mobilisation interventions for prevention, as well as on ongoing peer education activities.  This in order to build a prevention/social change movement at community level and build evidence for ‘what works’ in this field.

13. Strengthen action research and evaluations (including process evaluations) along side interventions in order to understand what works in Lesotho in terms of HIV prevention. 

14. Conduct similar epidemic, response and policy synthesis prior to future NSP revisions that include:

· An assessment of incidence in adults, by modelling prevalence and sexual behaviour data (with increasingly better local data on high risk groups and sexual activity in the general population), strengthened by biological data on recent infections using the BED assay;

· An assessment of incidence in children 0-14 years (use of the BED assay may contribute to a better understanding of the source of HIV infections in children aged 5-14 years - new infections would be less likely to stem from MTCT and more likely to have arisen through child sexual abuse or infection through the modern or traditional health care systems); and

· Data from priority ethnographic, sociological and biomedical research to fill identified data gaps regarding HIV and migration, female employment, social and sexual networks in urban and rural populations, sexual practices, MSM and IDU.

Annexure 6: Joint team terms of reference

Purpose of the Joint Team

The goal of the Joint UN Team on AIDS is to promote coherent and effective UN actions in support of the national response  to HIV and AIDS.
Roles and Responsibilities
The Joint UN Team on AIDS’s roles are the following:

· Provide technical advice to and follow up on decisions made by the UN Country Team/UN Theme Group on HIV and AIDS;

· Facilitate implementation and monitor the joint HIV and AIDS Programme of Support within the framework of the National AIDS Strategic Plan and UNDAF

· Assist partners/ national stakeholders to access technical assistance on HIV from the UN system when necessary; and 

· Support the National AIDS Commission in carrying out its coordination and oversight role.   

Composition

The members of the Joint UN Team are appointed by the Resident Coordinator in consultation with the heads of agencies and the UNAIDS Country Coordinator.  The Joint UN team brings together all UN personnel working on HIV related issues, irrespective of rank or position or type of contract.  It also includes staff from the UN agencies that have overall oversight of the programme areas.  Typically these would include the deputies of the various agencies.  All heads of agencies have the right to participate in meetings of the Joint UN team on AIDS.  Members of the Joint UN Team continue to report to their designated supervisors in their respective agencies, unless otherwise agreed with the respective Heads of Agencies.  Thematic Leaders, on specific technical areas, are identified to provide programmatic direction as necessary. There are currently 28 UN staff members who are appointed members of the Joint Team.   
Working Methods and Accountability

The Team reports to the Resident Coordinator/UN Country Team.  The UNAIDS Country Coordinator convenes and facilitates the AIDS Team by arranging meetings, disseminating information and planning for the AIDS Team’s collective response.  The Heads of UN Agencies (HOA) officially designate/appoint staff on the AIDS Team. The Resident Coordinator through appointment letters, confirms these staff members as members of the Joint Team.

The Team meets at least once a month.  All members of the Team are accountable for fulfilling assigned roles and responsibilities as detailed in the Joint Programme of Support.  The UN Country Team will assess the performance of the AIDS Team on an annual basis.  Furthermore, respective Heads of Agencies will do an evaluation of individual performance of their staff members serving on the Team.

In order to increase the administrative capacity and effectiveness of the Joint Team, and as part of the development of the Joint Programme of support, the team structure has been also aligned to the four priority areas in the NSP 2006-2011: Supportive Environment; Prevention; Treatment; and Impact Mitigation.  The achievements of the Joint Team on AIDS should respond to these four national priority areas.  
Annexure 7:  Division of Labour 

Joint UN team members, thematic cell responsibilities and Core Group members (Focal Persons)

	NSP Priority Area or thematic clusters
	THEMATIC AREA
	LEAD AGENCY
	TECHNICAL LEAD 
	OTHER MEMBERS

	SUPPORTIVE ENVIRONMENT

Focal person: 

Henry Tabifor

Alternate:

 Alabi Gani
	Policy, Leadership and Advocacy
	UNCT/ RC 
	RC
	Agency Heads

	
	Overall Coordination
	UNAIDS
	Amakobe Sande
	Aberra Bekele (UNICEF) Esther Aceng (WHO)

	
	Strategic Information
	UNAIDS
	Cheluget Boaz
	Esther Aceng (WHO) Sebongile Makeka (UNICEF) 

	
	Civil Society and Partnerships
	UNAIDS
	Henry Tabifor
	Mamoroa Khaebana (UNFPA),  

	
	Technical Support Coordination
	UNPD 
	Puleng Letsie
	Wisam Al-Timimi (UNICEF)



	
	Legislation, Human Rights and Parliamentarians, 
	UNDP
	
	Sefora Makape-Ts’iu (UNICEF), 

	
	Human resources and capacity building
	UNDP
	Puleng Letsie
	

	PREVENTION

Focal person: Mamorao Khaebana

Alternate: 

Nafisa Binte

	Male Circumcision 
	WHO
	Esther Aceng 
	Nafisa Binte Shafique (UNICEF), Henry Tabifor (UNAIDS), Mpolai Cadribo (UNFPA), Peter Phori (WHO)

	
	Young people – in school
	UNICEF
	
	Mafisa Lethoa (UNESCO), Lati Letsela (UNICEF), Peter Phori (WHO)

	
	Young people out of school
	UNICEF 
	Nafisa Binte Shafique 
	Makhetha Moshabesha (UNICEF), 

	
	Sexual  and reproductive health, condoms
	UNFPA
	Cadribo Mpolai 
	Nafisa Binte Shafique (UNICEF), ‘Mantsane Tsoloane-Bolepo (WHO), Wisam Al-Timimi (UNICEF)

	
	Adult sexual behaviour change
	UNFPA
	Mamorao Khaebana
	Peter Phori (WHO), Malume Mohale (UNICEF), Mafisa’ ‘Lethola (UNESCO))

	
	Uniformed forces
	UNDP
	TBD
	

	
	Sex workers/prisoners
	UNFPA
	TBD
	Mamorao Khaebana (UNFPA) Masoro Pakisi (ILO), Mafisa Lethola (UNESCO), Mikaela 

	
	Workplace
	ILO
	TBD
	Bernard Batidzira (UNICEF) Mafisa’ ‘Lethola (UNESCO)), 



	TREATMENT

Focal person: 

Esther Aceng 

Alternate:  

Wisam Al-Timimi


	Treatment (including TB and opportunistic infections)
	WHO
	Alabi Gani
	Esther Aceng (WHO),  Wisam Al-Timimi (UNICEF)

	
	Prevention of mother to child transmission, including paediatric AIDS
	UNICEF
	Wisam Al-Timimi


	Esther Aceng(WHO), Elisabeth Talsma (UNICEF), Mpolai Cadribo (UNFPA), Mamorao Khaebana (UNFPA), ‘Mantsane Tsoloane-Bolepo (WHO)  

	
	HIV testing and Counselling
	WHO
	Esther Aceng
	Mamorao Khaebana (UNFPA), Peter Phori (WHO), Malume Mohale (UNICEF)

	
	People living with HIV
	UNDP / UNAIDS
	Henry Tabifor
	Malume Mohale (UNICEF), Mamorao Khaebana (UNFPA) 

	IMPACT MITIGATION

Focal person: 

Aberra Bekele

Alternate: 

Janice Lachhman
	Orphans and vulnerable children
	UNICEF
	Aberra Bekele 
	Sefora Makepe-Ts’iu (UNICEF), Nafisa Binte Shafique (UNICEF), Bernard Batidzirai (UNICEF), Janice Lachhman (WFP)

	
	Nutrition, care and support
	WFP
	Janice Lachhman
	Wisam Al-Timimi (UNICEF), Nthimo Mokitinyane  (FAO), ‘Mantsane Tsoloane-Bolepo (WHO)


Approved by the RC on behalf of the UNCT, June 2008

Annexure 8: Abbreviations and acronyms

	ANC
	Antenatal care

	AA
	Administrative Agent

	ART
	Antiretroviral Therapy

	ARV
	Antiretroviral 

	BCC
	Behaviour change communication

	CCM
	Country Coordination Mechanism

	CGPU
	

	CHBC
	Community Home Based care

	CIET
	

	CSO
	Civil Society Organisation

	CSW
	Commercial Sex Workers

	DCPT
	

	DFID
	Department for International Development

	DFID
	Department for International Development

	DSW
	

	GF
	Global Fund

	GFATM
	Global Fund for AIDS Tuberculosis and Malaria

	GFATM
	Global Fund for AIDS, Tuberculosis and Malaria

	GIPA
	Greater Involvement of People living with AIDS

	GoL
	Government of Lesotho

	HoA
	Head of Agency

	HOA
	Head of Agency

	HTC
	HIV Testing and Counselling

	IEC
	Information, education and communication

	IPOS
	Integrated Programme and Operational Strategy

	JUNTA
	Joint Un Team on AIDs

	JUPSA
	Joint UN Programme of Support on AIDS

	LDHS
	Lesotho Demographic and Health Survey

	LENEPWHA
	Lesotho Network of People With HIV and AIDS

	LIRAC
	Lesotho Inter-religious AIDS Consortium

	LSE
	Life Skills Education

	M&E
	Monitoring and evaluation

	M&E
	Monitoring and Evaluation

	MCC
	Millennium Challenge Corporation

	MDG
	Millennium Development Goals

	MoHSW
	Ministry of Health and Social Welfare

	MOHSW
	Ministry of Health and Social Welfare

	MOT
	Modes of Transmission

	MoU
	Memorandum of Understanding

	MSM
	Men having sex with men

	NAC
	National AIDS Council

	NGO
	Non Governmental Organisation

	NSP
	National Strategic Plan

	OVC
	Orphans and Vulnerable Children

	PEPFAR
	President’s Emergency Plan for AIDS Relief

	PLWHA
	People Living with HIV and AIDS

	PMTCT
	Prevent Mother to Child Transmission

	PNC
	Postnatal care

	PO
	Participating Organisation

	QA
	Quality Assurance

	RC
	Resident Coordinator

	RST
	Regional Support Team

	SADC
	Southern African Development Community

	SRH
	Sexual and Reproductive Health 

	TA
	Technical Assistance

	TB
	Tuberculosis

	TOT
	Training of Trainer

	TWG
	Thematic Working Group

	UCC
	UNAIDS Country Coordinator

	UN
	United Nations

	UNCT
	UN Country Team

	UNDAF
	United Nations Development Assistance Framework

	UNDG
	UN Development Group

	UNGASS
	UN General Assembly Special Session

	USG
	United States Government
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� The Lesotho UNCT – Delivering as One initiative: The Proposed One UN Programme, JAW, undated


� This section draws on the Lesotho UNGASS Country Report 2006-2007, the “Review of HIV Prevention Response of the UN in Lesotho:  Joint UN Team on AIDS in Lesotho Mission of the Regional Inter-Agency Prevention Working Group”, 2-5 July 2007, and the region-wide ‘Modes of Transmission’ Study on-going in Lesotho (see Annex 2).


� However, in the ANC surveillance data Maseru has consistently shown the highest HIV prevalence. That Leribe has the highest prevalence as per the DHS is thought to have been influenced by the high refusal rate to test in Maseru where only 58.3% tested and 26% refused, compared to the national testing coverage in the DHS at 74.7%


� Corno and DeValque 2007


� Spectrum estimates are based on DHS-calibrated HIV prevalence curve, census data, ART and PMTCT coverage data, and assumed values of survival rates, fertility rates, duration of breast feeding, and extent of mixed infant feeding. 


� Emanate from the GFATM Round 8 proposal


 


� In 2007, 15 senior Christian church leaders belonging to various denominations signed a statement of commitment on HIV and AIDS in the presence of His Majesty King Letsie III and the Rt. Honourable, the Prime Minister, Pakalitha Mosisili.  


� UNCT team meeting held on the 19 February 2009 to reflect on progress made regarding the JUPSA document


� See also the original ‘Management Arrangement Frameworks for the Joint UN team obn AIDS, Lesotho’, UNAIDS, September 2007, which gives details of the team, how it operates, accountabilities, and relationships with external partners, etc


� See UN Technical Support Division of Labour  (UNAIDS, August, 2005).


�  Participating UN Organisations (UNDP, FAO, UNIDO and UNIFEM) will adopt a coordinated approach for mobilising resources and collaborate with donors who wish to support the implementation of the Joint Programme. The Administrative Agent (UNDP) will offer donors the opportunity to fund a Joint Programme and receive reports on the Joint Programme through a single channel confirmed by Donor Agreements. The Administrative Agent will use the pass-through fund management mechanism for channelling mobilised founds. The administrative interface between the participating UN Organisations for these purposes will be in accordance with a Memorandum of Understanding. 


 


� The allocation of the World Bank fund to specific areas of intervention for 2009 is yet to be finalised.


� This annex is a summary of the key findings in the epidemiological synthesis chapter in the  Lesotho Modes of Transmission Study (NAC/MOHSW/UNAIDS/GAMET 2008). Please refer to the full study report for  a more comprehensive review of Lesotho’s epidemic, together with HIV incidence modelling, the National AIDS Spending on HIV prevention together with review of exciting HIV prevention programmes in Lesotho.





� However, in the ANC surveillance data Maseru has consistently shown the highest HIV prevalence. That Leribe has the highest prevalence as per the DHS is thought to have been influenced by the high refusal rate to test in Maseru where only 58.3% tested and 26% refused, compared to the national testing coverage in the DHS at 74.7%


� Spectrum estimates are based on DHS-calibrated HIV prevalence curve, census data, ART and PMTCT coverage data, and assumed values of survival rates, fertility rates, duration of breast feeding, and extent of mixed infant feeding. 


� 


The UNAIDS Practical Guidelines for Intensifying HIV prevention: Towards Universal Access (2007:10) define drivers as relating  “to the structural and social factors, such as poverty, gender inequality and human right violations … that increase peoples vulnerability to HIV infections. Risk factors are defined by the Dictionary of Epidemiology, 3rd edition as “an aspect of personal behaviour or life-style, and environmental exposure, or an inborn or inherited characteristic which on the basis of epidemiologic evidence is know to be associated with health –related condition(s) considered important to prevent” such as injecting drug use, unprotected casual sex, and multiple and concurrent long tem partners with low and inconsistent condom use. 


� For incidence model methodology please refer to methodology chapter in the Modes of Transmission study (2008:7)


� It should however be noted that the model doe not allow for distinguishing between casual heterosexual sex and concurrent longer term sexual partnerships.


� However, the input data for MSM was based on a global default estimate of 1%, as there is currently no data available on the size of the MSM population in Lesotho.
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