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¢ Build strong linkages and referral systems between institutionalized facilities and
community structures
Objective2: To ensure availability and access to resources for strengthening

systems for delivery of quality HIV/AIDS services

Strategic Actions

Develop the infrastructure for enhancing the multi-sectoral HIV/AIDS services
delivery

Build capacity of human resources for delivery of the multi-sectoral response to the
HIV/AIDS epidemic at all levels.

Develop the capacity for procurement, distribution and disposal of HIV and AIDS
related goods and services at all levels

Expand the capacity of laboratories at different levels for delivery of HIV/AIDS
related services

Mobilize adequate resources for HIV and AIDS services

Promote efficient allocation and use of HIV and AIDS resources

Align and harmonize resources to the National HIV/ AIDS plans

Objective 3: To establish a coordinated and effective national system for
management of strategic information for the HIV/AIDS response

Strategic Actions

Build partnerships among producers and users of HIV/AIDS information for the
national HIV/AIDS response

Promote ownership of the national HIV/AIDS monitoring and Evaluation
framework

Develop and disseminate national policies, guidelines and plans to all partners at
national and sub-national levels

Build the capacity for collection, analysis, dissemination, and utilization of
HIV/AIDS data/information for the national response

Develop a national HIV/AIDS data base for capture, storage and retrieval of
HIV/AIDS data /information shared by all partners in the response for national and
global commitment

Promote and co-ordinate HIV/ AIDS research
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SECTION FIVE

INSTITUTIONAL AND IMPLEMENTATION
ARRANGEMENTS

51 Introduction

The overall mandate for coordinating the national response lies with Uganda AIDS
Commission (UAC) but sectors, districts and lower local government structures are also
responsible for coordinating and managing the response in their areas of jurisdiction
especially to ensure harmonized participation of civil society. While UAC is responsible for
ensuring consensus on national policies, priorities and implementation arrangements,
ministries and local governments are responsible for integration of HIV/AIDS in their core
business and implementation agendas to achieve national goals. This process is currently
enhanced by the national HIV/AIDs partnership structures that allow collective action and
accountability.

Institutional and implementation arrangements are of special importance for effective
operationalisation, co-ordination and management of the revised NSP. The three key
institutional arrangements that are critical for an effective response to HIV/AIDS include
UAC, the HIV/AIDS Partnership and Local governments. UAC shall assume full
leadership for coordination, monitoring and accountability. This is possible through
stronger partnerships that provide an opportunity for all stakeholders to participate in the
coordination and management of the national response. This is consistent with the Paris
declaration on Aid effectiveness, the Rome Declaration on harmonization, and the
Marrakech roundtable on managing for development results and Global task team
recommendations for a more effective AIDS response.

5.2  Institutional Arrangements for coordinating HIV/AIDS response

5.2.1 Uganda AIDS Commission

The Uganda AIDS Commission was established as a corporate body for coordination of the
AIDS response in the country. The UAC has a Board of Commissioners and a Secretariat.
Through its Board, the UAC will oversee the implementation of the revised NSP goals and
objectives. The Commission will offer technical guidance to sectors, local governments and
civil society actors. As recommended by the recently concluded institutional review, UAC
will establish zonal offices to provide direct linkage between UAC and local government
partners.

The key functions of UAC include planning and coordination of all AIDS control policies
and programmes within the overall NSP; identifying obstacles to AIDS control policy and
program implementation; ensuring implementation and attainment of program activities
and targets; mobilizing, expediting, and monitoring resources for the AIDS control program
activities; and disseminating information on the AIDS epidemic and its consequences in
Uganda.
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5.2.2 HIV/AIDS Partnership

UAC established the multisectoral HIV/AIDS Partnership to enhance inter and intra
constituency coordination at national and sub national levels. This is achieved through the
Partnership Committee (PC), the self coordinating entities (SCEs) and the annual
Partnership Forum. The PC is the central feature of the Partnership and works through
technical subcommittees. The Partnership Forum on the other hand serves as the general
assembly allowing wider participation for all constituencies to review and agree on annual
priorities. Coordination and management of the NSP has greatly benefited from the
HIV/AIDS Partnership Fund. The illustration below provides a conceptual framework for
the national HIV/ AIDS Partnership.

\w:  UgandaADSCommission

Level 4

Level 3:

Level 2:

~—— —

Level 1:
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The Partnership Forum (level 1) serves as a pool from which implementing partners are
drawn. It is the General Assembly for the National HIV/AIDS Partnership. The Forum
convenes once a year. At level 2, 3 and 4 is the Self Coordinating entities, Partnership
Committee and its subcommittees. These provide technical support to UAC for the overall
coordination of the response. Membership to the Partnership Committee includes
representatives from 12 self coordinating entities of Parliament, Ministries of Government,
Local governments, AIDS Development Partners, Persons living with HIV, Research
academia and Science, International NGOs, Local NGOs, Young people, Media Arts and
Culture, Faith Based Organizations and Private sector. The Partnership Fund that supports
all coordination activities of the SCEs, the subcommittees of PC and the UAC Secretariat. All
decisions at level 1-4 are used by the Uganda AIDS Commission Board (Level 5) to inform
policy and programming.

5.2.3 Government ministries departments and agencies (MDAs)

These shall be responsible for coordinating HIV and AIDS responses within their mandates
guided by the revised National Strategic Plan. Deliberate effort shall be made to mainstream
HIV/AIDS in all development plans and budgets. Resources will be set aside to address the
effect HIV and AIDs has on the respective sector performance. This highlights the central
role that Sector Working Groups plays in planning, mobilizing resources, implementation
and monitoring sector HIV/AIDS responses.

Most government ministries need to revive their HIV/AIDS control and management
committees.

The SCE of line ministries shall provide a unique opportunity for all public sector MDAs to
harmonize and foster linkages within and outside their constituency.

5.2.4 Local government level

There are several stakeholders in the district level response comprising local government
authorities, Civil Society and Networks of People Living with HIV/AIDS.

5.2.4.1 Local authorities

Rural and urban local governments are mandated to directly manage and monitor delivery
of social services including HIV/AIDS. The anticipated functions for coordination and
monitoring service delivery by all implementing partners at local government level shall be
performed through the recommended structures of the AIDS Committees and AIDS
taskforces or their equivalent at that level. Uganda AIDS Commission working with the
Ministry of Local Government established District AIDS Committees (DACs) and District
AIDS Taskforces (DATs) to promote joint decision. Similar structures exist at municipal, Sub
County and lower local government levels. These structures or their equivalent shall be
responsible for development and mobilizing resources for implementation of AIDS plans in
line with the revised NSP.
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5.2.4.2 Civil Society

In Uganda Civil Society is highly diverse, including faith based organizations, local and
international non government organizations, organizations of people living with HIV,
media, private sector, academia. Uganda AIDS Commission acknowledges the role played
by civil society in reaching communities and implementing programs.

This underscores the need for better coordination, focused resource mobilization and
alignment to revised NSP strategic actions.

It also calls for deliberate effort to build capacity of the different players in civil society for
delivery of quality HIV and AIDS services.

5.3 Implementation Arrangements for the revised NSP

5.3.1 Roles of stakeholders

The revised NSP will be implemented by all the stakeholders in the mult-sectoral HIV/AIDS
response at national, local government and community levels. Different stakeholders,
including government ministries, departments and agencies (MDAs), local governments,
Civil Society Organizations, development partners, and private sector will implement the
revised NSP depending on their defined constitutional (public sectors) and organizational
mandates, comparative advantages and technical capacity.

Uganda AIDS Commission will be responsible for providing overall leadership in the
coordination, management, resource mobilization, monitoring and evaluation of the
HIV/AIDS national response. National level ministries, departments and agencies will be
responsible for providing guidelines, setting standards and ensuring quality of service
delivery, providing technical support, capacity building, resource mobilization, monitoring
and evaluation of overall respective sector, department and agency performance. National
level CSOs will be responsible for providing technical support to respective implementing
CSOs. The District Local Governments will be responsible for providing service delivery to
the communities. The Development Partners will be responsible for mobilization and
allocation of resources for funding the revised NSP

5.3.2 Operationalization of the revised NSP

In order to operationalize the NSP, HIV stakeholders will develop a National Priority Action
Plan (NPAP). The NPAP will articulate the priority activities that should be implemented by
stakeholders for each of the strategic actions, spelling output results and timeframe for
implementation.

Although some activities will be measured on annual basis, their implementation will be
multi-year. The NPAP will provide annual targets for annual progress monitoring. The
NPAP will also specify both the lead agencies and collaborating partners responsible for the
implementation of the specific activities.

In addition to the NPAP, specific components of the NSP will be operationalized through
complimentary strategies, plans and policies, for example the National Prevention Strategy
(2011-2015), and a variety of sectoral plans that as aligned to the NSP and NPAP.
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Individual implementing partners will be encouraged and supported to harmonize their
strategic plans or operational plans with NSP or NPAP as much as possible. Capacities will
be developed on appropriate skills for harmonization and alignment processes.

5.3.3 Monitoring and Evaluation of plan Implementation

The national M&E system for the HIV/AIDS response that outlines national results,
indicators and targets for the national response will be strengthened to measure the progress
towards attainment of the NSP objectives. The M&E matrix (outlined in Annex ....) details
the indicators and targets for the national response for national and sector levels over the
revised NSP period.

The M&E Framework of the NSP will enable monitoring and self-assessment of progress
towards results and facilitate reporting on performance. Districts will prepare and submit
reports to their respective sectors, which in turn will submit data on key agreed upon
indicators to the national M&E system at UAC. HIV/AIDS stakeholders will routinely
conduct support supervision to lower levels of the respective constituencies on a quarterly
basis to monitor progress of implementation of the Annual Workplans, validate the reports
submitted and build capacity for effective plan implementation. Using the data from sectors
and supervision reports, UAC will then prepare quarterly reports on national HIV/AIDS
response for submission to National Integrated Monitoring and Evaluation System (NIMS)
in Office of Prime Minister.

Under the leadership of UAC, stakeholders will hold annual Joint AIDS Review to assess
progress of implementation of the NSP and NPAP against targets and agree on priorities for
the upcoming year. The JAR will therefore assess the outputs/outcomes of every year as a
key accountability mechanism to assess the implementation of the NSP/NPAP. The JAR will
also assess the planning and programming process, in time to make recommendations for
the next annual work planning cycle or long term strategic planning.

In addition to the JAR, HIV stakeholders will also hold an annual Partnership Forum (PF) to
provide opportunity for wider representation by all constituencies to review performance of
the response and agree on priorities for the upcoming year. The JAR and PF will be held
consecutively so that they can inform each other. Annual Regional (District) Partnership
Fora will also be organized for a group of districts to provide opportunity for wider
representation in the districts to review performance of the response and agree on priorities
for the upcoming year. The outputs of Regional Partnership Fora will feed into the national
level Partnership Forum.

The implementation of the revised NSP will be externally evaluated at mid-term (mid 2013).
A final external evaluation will be conducted at the end of the revised NSP period (mid
2015), in time for the results to feed into the planning process for the next NSP.
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SECTION SIX

COSTING AND FINANCIAL FRAMEWORK

6.1 Introduction
Estimating the cost and mobilization of adequate resources for financing the plan is crucial
in ensuring effective implementation of the revised National Strategic Plan for HIV / AIDS.

The midterm review report of the NSP 2007/08-11/12 indicates that resources inflow for the
HIV/AIDS during the period grew from about US$ 270.17 million in the year 2007/08 to
about US $ 360.35 million in the year 2010/11.

Table 1: Financing of the HIV AIDS National response 2007/08-2010/11
Source Annual Releases in US $ millions
2007/08 2008/09 | 2009/10 2010/11 Totals | % age
GoU 14 28 36 38 116 9%
Bilateral 243 293 274 304 1,114 86%
Multilateral 13 7 34 18 72 5%
Totals 270 328 344 360 1302 100%

Source: Mid-Term review of the HIV/AIDS NSP 2011.

The report however, noted that the overall funding fell short of what would qualify as the
mid-term accumulated flows based on the NSP projections. Despite annual increment in
Government of Uganda contribution, the target of 15% of the total resources requirement for
the national response was not attained. Other funding sources that recorded less than
projected commitment included the Global Fund for AIDS, Tuberculosis and Malaria.

Over 90% of the funding for the national response was solicited from development partners
with bilateral donors contributing 86% and multilateral 5%. It should be noted however that
these proportions do not include out of pockets and other individual households resources.
The need to increase GoU funding for the NSP cannot therefore be over emphasized.

Enhancing resource mobilization and improving efficiency in the management of
HIV/AIDS funding therefore remains a core strategy of the NSP. Intertwined with this
strategy is the need to cost the NSP to be able to estimate the resource requirements for
meeting priority interventions of the NSP over the year period.
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6.2  Costing of the NSP

6.2.1 Costing Methodology

The estimates for the resource requirement for the National Strategic Plan for HIV/AIDS
(2011/12-2014/15) were derived by use of a set of tools, the Spectrum Software and the
Resources Needs model.

The Spectrum software a computer program was used to map the HIV epidemic and
determine the consequences’ of the epidemic. These consequences were derived from
previous measures of the diseased prevalence and other sets of program data.
Consequences of the epidemic included: number of person living with the disease, number
of new infections, numbers of HIV positive pregnant mothers, Males needing circumcision,
Orphans and Vulnerable children, Treatments need etc are some of the outputs from this
software.

The Resource Needs Model was used to calculate the financial resources needed to
implements a set  of HIV interventions. The model contains three sub-models:- the
Prevention model, Care and Treatments, and the Social support and Protection models.

The prevention model calculates the cost of specific prevention interventions, whiles the
care and treatment model, calculates the cost of care and treatment programs. The Social
Support and protection Model- calculates the cost of interventions to support orphans and
vulnerable children.

The above three models had three main elements (assumptions) in their methodologies.
These were the Population target groups :- (largely derived from the Spectrum program),
Unit costs and the Coverage or access targets. The final costing for any specific program was
a product of Target populations, Unit costs and the Coverage targets.

Target Populations

The population to be served is the priority populations identified by the thematic areas. The
target population was then determined by factoring the service coverage of the various

interventions.

It is important to note that many of the population are not mutually exclusive as
programmatic interventions are not conducted as stand alone. The effects of the overlap of
populations and double counting were minimized by discounting unit's costs of
interventions for programs targeting mass populations such as the Youth interventions and
Community mobilization.

Unit Costs

The unit costs used in the resource estimates were derived from the Cost of service provision
data available at service delivery points. Where unit costs were not available from
implementing agencies, the costing team applied the Regional unit costs and sub-Sahara
Africa costs where the regional costs were missing. In the rare cases, where the Regional
costs are not available the international default unit costs were used.
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Service Coverage

The service coverage levels were set from the thematic areas as the levels of services
coverage that would enable the attainment of the overall NSP goals and objectives. It should
be noted that the goals and targets for this plan were ambitious for the period of the plan.

Cost Centers

Several cost centers were identified and applied in the costing of the revised NSP. The cost
centers included:

i) System strengthening costs

In addition to the three sub-models of the Resource Needs Model, different system
strengthening and other program-level costs were derived as percentages of the total
program resource estimates. Table  below shows the breakdown of proportion of
programme costs attributed to different elements of system strengthening costs.

Table 2: System strengthening costs

Program Areas %age of program costs
Enabling environment 1%
Prevention of violence against women 1%
Programme Management 3%
Research 2%
Monitoring and evaluation 7%
Strategic Communication 1%
Leadership and Governance 2%
Procurement and stores 3%
Programme-level HR 4%
Training 3%
Laboratory equipment 3%
Infrastructure development 3%

Source: Resource Need model.

ii) Other Cost Centers

The costing of the NSP paid attention to some cost centers that have not been particularly
targeted in the previous NSPs. These include:- human resources development, cost
investment in health sector in general and HIV subsector in particular.
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The decisions were informed by the findings that, the need to scale up HIV interventions
has in the past been constrained by inadequate staff leveling at all levels of service delivery
and lack of adequate equipment and facilities.

Human resource costs estimates

The 2010 Human resources for all Health report , puts the overall national Health staffing
level at 55%3. This gives a staffing gap of 45% in the health system. There is therefore urgent
need to recruit and retain health workers to sustain the roll out of HIV services. For effective
delivery of the revised NSP, the Human resources for health report study 2009
recommended that staffing in health sector should be improved to at least 70%. The model
factored in the estimated growth in health sector staffing and apportioned it in the cost of
service delivery.

Capital Expenditure in HIV sub sector

These arise mainly in cases of expansion of ART services to new geographical areas. This
will necessitate the modifications and renovation of laboratories, physical infrastructures
and acquisition of equipment such as the CD4 machines, Point of Care analyzer units etc*.
Capital costs in the plan will include costs of Laboratory modifications and procurement of
ART monitoring equipment.

6.2.2 Resource Requirements for the Revised NSP

Using the Resource Needs Model and the projections from the Spectrum software model, the
estimates of the resources required to implement the NSP was calculated. The estimates of
the resource envelope needed were based on full funding scenario, the allocations to
different expenditure centers and the funding sources and their anticipate contributions.

The priorities for the revised NSP were therefore costed and the total resource requirements
estimated. Table 3 shows the total estimates of the resources needed to implement the
revised NSP at full funding scenario.

* Human resources for health report 2009

“MOH GFATM RD 7 Phase 2 ART monitoring forecast requirements, 2012-2016
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Table 3: NSP Resource Estimates based on Full Funding Scenario.

Millions of US$
2011/12 2012/13 2013/14 2014/15 Totals

Prevention 177.97 233.51 280.22 331.68 1,023.38
Priority populations

Youth focused interventions 11.13 15.02 19.19 23.66 68.99
Female sex workers and clients 0.68 1.03 1.50 2.11 5.32
Workp lace 8.72 14.85 21.47 28.61 73.67
Community mobilization 7.18 9.29 11.56 14.00 42.04
Fishing Folks 8.86 11.46 14.17 16.97 51.46
Uniformed Services 3.93 4.61 5.32 6.07 19.92
Long Distance truckers 0.44 0.55 0.71 0.88 2.58
People Living with HIV 8.36 10.76 13.46 16.50 49.07
Persons with Disability 2.04 3.88 5.77 7.73 19.42
Service delivery

Condom provision 10.07 11.94 13.93 16.04 51.99
ST | management 4,12 4.74 5.36 5.98 20.20
HCT 19.59 30.28 41.81 54.25 145.93
Safe Male circumcision 43.18 48.26 41.64 36.42 169.50
PMTCT 44,78 61.01 77.51 94.60 277.90
M ass media 2.51 3.03 3.55 4.08 13.18
Health care

Blood safety 1.07 1.12 1.16 1.21 4.56
Post-exposure prophy laxis 0.03 0.03 0.04 0.04 0.14
Safe injection 0.15 0.16 0.16 0.16 0.62
Universal precautions 1.11 1.50 191 2.36 6.88
Care and treatment services 212.85 264.77 330.29 411.27 1,219.19
ARV therapy 188.88 239.85 305.43 387.71 1,121.87
Pre ART Care 22.60 23.28 22.92 21.28 90.09
Diagnostic testing 0.64 0.72 0.80 0.89 3.05
Tuberculosis 0.73 0.91 1.13 1.40 4.18
Social Support amd Protection. 50.95 72.54 93.78 114.78 332.05
Education 6.17 9.95 13.86 17.92 47.89
Health care support 2.32 2.99 3.64 4.27 13.23
Family/home support 32.55 45.60 58.26 70.61 207.01
Community support 3.26 4.54 5.79 7.01 20.60
Organization costs 6.65 9.46 12.23 14.97 43.31
Subtotal 441.77 570.82 704.30 857.73 2,574.62
System Strengthening 143.58 185.52 228.90 278.76 836.75
Enabling environment 4.42 5.71 7.04 8.58 25.75
Prevention of violence against women 2.21 2.85 3.52 4.29 12.87
Programme M anagement 13.25 17.12 21.13 25.73 77.24
Research 8.84 11.42 14.09 17.15 51.49
M ontioring and evaluation 30.92 39.96 49.30 60.04 180.22
Strategic Communication 4.42 5.71 7.04 8.58 25.75
Leadership and Governance 8.84 11.42 14.09 17.15 51.49
Procurement and stores 13.25 17.12 21.13 25.73 77.24
Programme-level HR 17.67 22.83 28.17 34.31 102.98
Training 13.25 17.12 21.13 25.73 77.24
Laboratory equipment 13.25 17.12 21.13 25.73 77.24
Infrastructural developments 13.25 17.12 21.13 25.73 77.24
Total Millions of USD 585.35 756.33 933.20 1,136.50 3,411.37

Source: Resource Needs Model

The costing for the NSP was therefore based on the more ambitious “full funding scenario”.
This scenario aims at attaining universal access for the NSP interventions and therefore sets
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ambitious targets. The estimates are needs-driven and aim at reducing the number of new
infections by 30% and effectively managing the epidemic.

Based on the resource requirements using the “full funding scenario”, the total resource
envelope is estimated at USD 3,411.37 million for the four year period. The cost will rise
from USD 585.35 million in 2011 /12 to USD 1,136.50 million in the final year of the plan. The
resources were distributed to the thematic areas as followings: Prevention 30%, Care and
treatment 35%, Social Support 10% and system strengthening 25%. The estimated resource
requirement over the NSP period by thematic areas and key interventions per annum for the
full funding scenario is presented in table 4 below.

Costing of the revised NSP also considered alternative funding scenarios based on the
desired level of scale up of the priority interventions. The two other alternative funding
scenarios included the “Constant funding coverage” and the “medium funding” scenario.

The Constant funding coverage assumed maintaining the same level of the coverage
attained with the monetary equivalents of 2010 funding. As a result of the recent global
economic crisis and the shrinking global envelop for HIV/AIDS, the country would
endeavor to maintain the programmatic interventions at the same level as 2010 coverage.

The “medium funding” scenario considers a scaling up evidence-based and proven
prevention interventions faster which would result into greater impact in reducing the
number of new infections.

These alternative funding scenarios resulted into resource estimates of US $ 2,304.65 million
for the constant funding scenario and US$ 2,707.78 million for medium funding scenario
over the plan period. The detailed costs under the constant and medium alternative funding
scenarios are provided in Annex III and IV

The comparative cost estimates between the three scenarios is showed in Table 4 below.

Table 4: Comparison of the NSP cost estimates by funding Scenarios

Funding Scenario. Amounts

in US $ millions.
S/No | Thematic Area

Full Medium Constant
1. Prevention 1,023.38 752.12 532.09
2. Care and Treatment 1,219.19 1,118.62 1,067.27
3. Social Support and Protection 332.05 172.86 140.00
4. System strengthening 836.75 664.17 565.29
Totals 3,411.37 2,707.78 2,304.65

Source: Resources Need Model. 2012
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6.3 Financing of the NSP

Financing of the NSP necessitates identification of financing mechanisms that are able to
sustainably raise substantial amount of funds in the short and medium term. There are two
compelling goals in the financing of the NSP:- i) to mobilize substantial amount of resources
to match expansion in service coverage and bridge the funding gap, and ii) to enhance
predictability in flow of funding and improve program efficiency.

In order to achieve the stated goals, the country will continue focusing at mobilizing external
sources to finance the HIV/AIDS national response, as well as domestically mobilized
resources.

6.3.1 Financing Gap

The funding gap for the revised NSP is estimated at US $ 1,668.08 million over the four year
period. The funding gap was determined by ascertaining the commitments (projected
resource inflows) for the four years of the plan and compared with the total financing
requirements based on full funding scenario. The gap is primarily driven by the expansion
in the service coverage.

During implementation of the plan however, the funding gap may also be driven by other
factors such as inflations and the bleak global economic situation, which may either result
into reduced or unpredictable flows of funding.
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Table 5. Financial Gap under the Full Funding Scenario.

Agency \ 2011/12 \ 2012/13 2013/14  2014/15  Totals
NSP estimates (Full funding) 585.35 756.33 933.2 1,136.50 | 3,411.37
Projected Inflow US$ m US$ m US$ m US$ m US$ m
GoU 42 42 42 42 168.00
Bilateral 0.00
Irish Aid - 1Euro- 1.320US$ 8.58 8.58 8.58 9.24 34.99
DFID (163 Million pounds- |4.84 8.23 7.83 5.41 26.30
converted to US$) (1pound=

1.61348 US$)

DANIDA (US$ million) 7.10 7.10 7.10 7.10 28.40
SIDA 1.40 1.40 2.80
UNITAID / Clinton Health Access | 15.70 8.80 0.80 0.80 26.10
Initiative

Italian Cooperation 0.00
USG/PEPFAR (Million dollars) 324.00 324.00 324.00 324.00 1296.00
Multilaterals 0.00
UN Agencies 14.46 13.19 11.63 11.88 51.16
GFATM 41.60 37.60 51.10 130.30
Other international donors 0.00
Total Projected inflows $418.08 $454.90 $439.54 | $451.53 | $1764.05
Funding Gap 167.27 301.43 493.66 684.97 1647.32

6.3.2 Funding sources and modalities

The financing of the National Strategic Plan for HIV/AIDS (2011/12-2014/15) will continue

to be a joint effort by the Government of Uganda (GoU) and the Development Partners.

The GoU budget will largely be in form of GoU allocation towards the HIV and AIDS
components in the health sector, HIV & AIDS research, and coordinating HIV/AIDS in the

country. Government HIV/AIDS expense

also includes allocation by government

ministries, departments and agencies (MDAs) to HIV/AIDS activities in their plans and

budgets. It should however be noted that government also spends a sizeable budget on

opportunistic infections such as TB, Malaria, and STIs, which directly form part HIV/AIDS

spending in addition to meeting general wages and salaries for medical staff who handle

HIV/AIDS related cases. For the purpose of tracking increment in Government HIV/AIDS,

only direct allocation to HIV/AIDS interventions and activities are considered.

Development partners' contribution - AIDS Development Partners (ADPs) currently

finance about 90% of the entire HIV/AIDS national response. Though this may not be the
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most desirable situation, it is likely to be the trend at least over the medium term period. The
capacity to mobilize resources domestically has remained low with the revenue/GDP ratio
stagnating between 12% and 13% annually while demands to the national coffers are
growing by the day.

In the face of current global financial meltdown, there is need to identify new and
innovative sources of funding for the national response. In addition, other suggested
measures include: ensuring accountability and transparency in the resource utilization, plus
efficiency in HIV programming,.

Efficiency in HIV/AIDS programming may be enhanced by undertaking evidence based
and proven interventions that will bear a greater impact on reducing the number of new
infections, and improving the quality of life of PLHIV by mitigating the health effects of
HIV/ AlDs.

Broadly the financing mechanisms for the plan will include budget support, basket and
project funding. In line with the Paris Declaration and Accra Agenda for Action,
development partner funding and other donations for HIV/AIDS. It will also harmonize
and align the national planning and budgeting mechanisms. Building on success of the
outgoing NSP, increasing amount of development partner funding will be channeled
through existing multisectoral coordination mechanisms.

a. Basket funding -Partner resources will be channeled through the two multi-sectoral

pooled funding arrangements: the Partnership Fund (PF) and the Civil Society Fund(CSF).
While the PF will pool resources needed for multisectoral coordination by UAC and Self
Coordinating Entities (SCEs), the CSF will continue to be a competitive grant for civil society
organizations dealing in HIV/AIDS service delivery. Mechanism will be put in place to
enable national NGOs to quickly access and effectively utilize and account for the funds
through the CSF.

b. Project support - whilst the harmonization and alignment objectives tend to prioritize the
general budget support, there are instances where direct support targeting
programmes/projects such as supply of commodities have proven to be an effective
alternative. Under this plan, project support going direct to procurement of HIV/AIDS
drugs and other commodities will be emphasized. The plan however discourages project
support to magnitude of small projects, which would lead to duplication of efforts and
multiple reporting and accountability.

c. Other mechanisms - will include institutional based funding and allocation to HIV/AIDS
workplace programs, household and community based initiatives, which largely draw from
in-house/local resources and expertise.

6.3.3 Sustainability of the HIV/AIDS National Response

In the face of the global financial meltdown there is urgent need for the Government of
Uganda to explore new avenues for raising funds for the HIV /AIDS national response. In
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order to enhance mobilization and management of resources for HIV/AIDS over the plan
period, the Government of Uganda will be required to:

i). Develop an integrated and comprehensive national resource mobilization strategy for the
HIV and AIDS national response. This will facilitate orderly, effective and efficient
mobilization of resources on a sustainable basis. In addition, government and stakeholders
should put in more efforts in the setting up of an AIDS Trust Fund which will service a pool
for resources mobilized for the AIDS response.

ii). Uphold, scale up and sustain good practice and progress registered in pooling of funds
for harmonized coordination of the national response such as the CSF. Focus should be
geared towards empowering small NGOs and Community-Based Organizations (CBOs) to
effectively access the HIV AIDS funding, building their capacities to be able to generate
additional resources internally.

With raising unit cost for delivery of the minimum healthcare package and basic HIV/AIDS
services, there must be corresponding adjustment in health budget. The sector should
engage with Ministry of Finance, Planning and Economic Development (MoFPED) and
other stakeholders with view of increasing the health sector budget to at least a level
sufficient for implementation of HSSIP III

iii). Institutionalize and carry out annual resource tracking mechanism building on the
results of the NASA.

iv). Continuously engage with and guide implementing agencies on the most cost effective
interventions which will result into greater incidence reduction. This will guide rolling out
of national HIV reprogramming functions that will minimize waste and duplication of
services.
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Annexes
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Annex I: Revised NSP Results Framework

Overall Goal of NSP: To achieve universal access targets for HIV AND AIDS prevention, care, treatment and social support and protection by 2015

Indicators Baseline (2010) Target 2014/2015 | Data Sources Frequency of
collection
1. HIV Incidence (Number/Rate of new infections)*** Total-102,157 71,510 (MOH Modeling projections) | 5 years
Males- 44,472 31,130
Women-57,685 40,380
Children <15 yrs-24,142 | 16,899
Rate 0.72% 0.46%
2. Percentage of pregnant women aged 15-49 attending 7% (2009) 5% HIV&AIDS Epidemiological Annually
Impact Indicators: ANC who are. HIV infected . Surveillance Repgrt
3. Percentage of infants born to HIV infected mothers who | 7.4% (2010)* 2.7% PMTCT& Pediatric HIV&AIDS | Annually
become infected Care Program Annual Report
4. Percentage/number of adults aged 15-49 years who are | Total 6.7% 6.3% AIS Report (Present figures Every 5 years
HIV infected *** Males: 5.6% Males**** from HIV and AIDS
Females: 7.7% Females™** Epidemiological Surveillance
Children 149,661 Report)

Rural 14.6 % (2006) Rural

OUTCOME INDICATORS

Prevention

To scale up HIV 5. Percentage of women and men (15-49 years) who | 25% (Male female) 80% (prevention | AIS Report 5 years
Counseling and Testing tested for HIV in the last 12 months and know their strategy)
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Objective Indicators Baseline status Target 2014/2015 | Proposed Data Sources Frequency of
Collection
(HCT), increasing coverage results™*
and uptake
6. Percentage of most at risk populations who have CSW - 49.2% MARP Surveys Biannual
received an HIV test and know their results (FSW, | Fishermen TBD
Fishermen, Trackers) MARP groups) Truckers TBD
7. Percentage of HIV-positive pregnant women who 86% 95% PMTCT& Pediatric HIV&AIDS | Annual
receive antiretroviral drugs to reduce risk of (2011) Care Program Annual Report
mother-to-child transmission of HIV***
8. Percentage of exposed infants who have received | 27% (2010) 80% PMTCT& Pediatric HIV&AIDS | Annual
ARV prophylaxis to reduce risk of mother-to-child Care Program Annual Report
transmission of HIV
9. Percentage of infants born to HIV Positive women | 30 % 50% PMTCT& Pediatric HIV&AIDS | Annual
receiving a virological test for HIV within 2 months Care Program Annual Report
of birth. ***
10. Percentage of males and females 15-49 years Males: 82.3% Males 80% AlS Reports Every 5 years
To scale up coverage, reporting consistent condom use Females: 76.4% Females 80%
quality and utilization of 11. Percentage of MARPS 15-49 yrs reporting CSW: TBD 80% MARPS Surveys Biannual
proven biomedical and consistent condom use Fishermen TBD 80%
behavior HIV prevention Trackers TBD 80%
interventions 12. Percentage of adult males (15-49 years) that are 23.6% 5 million 80% Survey Annual
circumcised
13. Percentage of STl patients that are managed 38% (2007) 80% Health Facility Survey Bi-Annual
(diagnosed, treated and counseled on risk
reduction) according to national guidelines
14. Percentage of donated blood units in the country 100% 100% UBTS Reports Annual

that have been adequately screened for HIV
according to national or WHO guidelines during
the past 12 months™**
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15. Percentage of adults (15-49) who have had sexual | Men 17.8% 12% AIS Reports Every 5 years
intercourse with more than one partner in the last | Females 2.9% 1%
12 months***
16. Percentage of young women and men aged 15-24 | Males: 41.1% Male: 20% AIS Report/UDHS Report Every 5 years
years who correctly identify ways of preventing Females: 33.8% Female: 5%
sexual transmission of HIV and who reject major
misconceptions about HIV transmission™*
17. Percentage of adults aged 15-49 who had more Males 13.3% 80% AIS Report Every 5 years
than one sexual partner in the past 12 months and | Females 15.7% 80%
who report the use of a condom during their last
casual sex.**
18. Percentage of young women and men aged 15-24 | Males TBD AIS 50% of Baseline | AIS/UDHS Every 5 years
who have had sexual intercourse before the age of | Females TBD AIS
15
To mitigate underlying 19. Percentage of women who experience sexual and | 39% 10% Survey
social, culture, gender and gender-based violence
other factors that drive the | 20. Percentage of men & women (15-49) who are able | No Data Special Surveys
HIV epidemic to negotiate for safer sex with their sexual partners
Percentage of adults that believe that a womanis | Males 90% 100% for both

justified to refuse sex or demand condom use if
she knows that her husband has a STI

Females: 84%
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Care and Treatment

reproductive health (including HIV
prevention) into all care &
treatment services by 2015

indicators in PMTCT on Family Planning
Integration

To increase equitable access to 21. Percentage of eligible adults and children Total: 290,563 80% ART Quarterly reports | Annually
ART by those in need, from 50% currently receiving ART (disaggregate by sex Adults 50%,
to 80% by 2015 age)™* Children 25%
(24,141)
22. Percentage of adults and children with HIV known | 84% 85% ART Quarterly reports | Annually

to be on treatment 12 months after initiation of

antiretroviral therapy***
Increase access to prevention & | 23. Percentage of estimated HIV-positive incident TB | 34.2% 80% Program Reports Annually
treatment of opportunistic cases receiving both TB and HIV treatment ***
infections including TB
To integrate sexual and 24. Unmet need for FP among PLHIV - See Not Available <10% UDHS Every 5 years

Social Support and Protection

To support delivery of
comprehensive, quality

psychosocial services to
PLHIV, affected
households and persons
most vulnerable to

exposure to HIV

service package (at least 3 basic needs met)

3 basic needs

25. Percentage of PLHIV who received psychosocial support in past | 19% (2005) 25% AlIS Report Every 5 years
12 months
26. Percentage OVC who have access to a comprehensive OVC 24.8% OVC possessing | 70% OVC OVC MIS Annually
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To empower HIV affected | 27. % of OVC households that received economic strengthening | 41.2% 80% of PLHIV | OVC MIS Annually
households and most support households
vulnerable groups with
livelihood  skills  and
opportunities to cope with
socio-economic demands

28. Ratio of Current school attendance among orphans and non- | 0.9 0.96 EMIS/UDHS Annually
To scale up coverage of a s

hensi al orphans aged 10-14
comprenensive S°‘?""‘ 29. Percentage of population with accepting attitudes towards | Males — 32.6% 50% AIS 5 years
support and protection
ackage o most PLHIV Females - 20%
\F:ulnergble PHLIV  and 30. Percentage of large work places (employing 20 or more | 25 out 30 largest | 95% of 30 largest | Work Place
persons) that have HIV&AIDS workplace policies and programs | companies (83.3%) companies Survey

other affected groups MoGLSD)

Systems Strengthening

To strengthen the 31. National Commitments and Policy Instrument (NCPI) *** | NCPI=54.6% 95% NCPI Survey Bi-Annually
governance and 32. Functional HIV coordination structures/committees in DACs=30%; DACs=95%

leadership of the multi- public and non-public sector institutions and PHA Networks = 90% PHA=95%

sectoral HIV and AIDS departments at central and decentralized levels

response at all levels

To ensure availability of 33. Percentage of facilities reporting stock outs of (HIV test | TBD TBD Supply Chain

resources for kits, Management System

strengthening systems for ARVs and Condoms Reports

delivery of quality HIV and | 34. Domestic and international AIDS spending by Domestic 15% NASA

AIDS health and non- categories and financing sources *** (of total annual Source: Government: 8.9%

53




National Strategic Plan 2011/12-2014/15

health services

budget)

ADPs: 90%

To establish a
coordinated and effective
national  system  for
management of strategic
information for the HIV
and AIDS response

35. Proportion of indicators in the national framework that
are reported on according to reporting schedule

35%

100%

Program Reports
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Annex II: List of Consultants, Technical and Research Assistants

Overall Management and Co-ordination

Dr. David Kihumuro Apuuli UAC
Dr. Grace Nyerwanire Murindwa UAC
Ms. Elizabeth Mushabe UAC
Dr. Narathius Asingwire Lead Consultant

Annex II: List of Consultants, Technical and Research Assistants

Consulting Team and UAC Conveners

Thematic Area Theme Consultant Technical Assistant UAC Convener

Prevention Mr. Joseph Matovu Dr. Aggrey Mukose Dr. David
Tigawalana

Care and Treatment | Prof. Moses Kamya Dr. Rhoda Wanyenze | Dr. Zephar
Karyabakabo

Social Support and | Dr. Narathius Mr. Swizen Ms. Joyce Kadowe

Protection Asingwire Kyomuhendo

Systems Dr. Larry Adupa Mr. Ellias Abaine Ms. Elizabeth

Strengthening Rukundo Mushabe

Resource Mr. Julius Mukobe Mr. John Bosco Mr. Benson

Mobilisation and Kavuma Bagorogoza

Costing

Monitoring & Ms. Beth Ann Ms. Sarah Asiimwe Mr. Denis Busobozi

Evaluation Plowman

Annex III: Thematic Working Groups

1. Prevention

Name Title Organization
Fred Wabwire-Mangen Chair MakSPH
Sam Okware Vice Chair UNHCO
David Tigawalana Convener UAC
Catherine Barasa Member UNAIDS
Catherine Watson Member Straight Talk
Godfrey Esiru Member ACP-MOH
Jackie Katushabe Member UAC
Joseph Okia Member OoP
Joshua Kitakule Member IRCU
Juliana Akoryo Member MOoFLSD
Margaret Achom Member CDC
Michael Muyonga Member MoH
Monica Dea Member CDC
Paddy Masembe Member PHA Network
Raymond Byaruhanga Member AIC
Rita Nalwadda Member WHO
Robinah Ssempebwa Member USAID
Rosemary Kindyomunda Member UNFPA
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Name Title Organization

Steven Kusasira Member UPDF

Susan Mpanga Mukasa Member PACE

Wolfgang Hlardrick Member CDC

Yusuf Nsubuga Member MOoES

Draecabo Charles Member UNESCO

Annah Rutebuka Member UNRA

Joseph Matovu Member MakSPH

Aggrey Mukose Member MakSPH

Sylvia Nakasi Member UNASO

Florence Aliba Edin Member IRCU

Teopista Agutu Member Straight Talk
Foundation

Dorothy Namutamba Member ICWEA

Christine Serwadda Member UAC

2. Care and Treatment

Name Title Organization

Emmanuel Luyirika Chair Mildmay

Zepher Karyabakabo Convener UAC

Moses Kamya Consultant MakSOM

Alice Namale Member CDC-Uganda

Flora Banage Member CDC-Uganda

Francis Adatu Member NTBLP

Francis Ssali Member JCRC

Innocent Nuwagira Member WHO

Jackie Calnan Member USAID

Jackie Katana Member IRCU

Jim Arinaitwe Member GF Coordinator

Raymond Byaruhanga Member AIC

Robert Ochai Member TASO

Seyoum Dejene Member USAID

Stella Alamo Talisuna Member Mbuya

Stephen Watiti Member NAFOPHANU

Zainab Akol Member MoH

Rhoda Wanyenze Member MakSPH

Adeodata Kekitiinwa Member Baylor Uganda

Andrew Kambugu Member IDI

Donna Kabatesi Member CDC

Elizabeth Namagala Member MoH

Fred Semitala Member MJAP

Christine Karugonjo (Secretary) Member UAC
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3. Social Support and Protection

Name Title Organization

Noerine Kaleeba Chairperson Founder, TASO Uganda

Edward Mugimba Vice Chair MoGLSD

Joyce Kadowe Convener UAC

Narathius Asingwire Consultant Makerere Univ

Swizen Kyomuhendo Consultant Makerere Univ

Ronald Luwangula Res. Assistant Makerere Univ

Flavia Kyomukama Member Global Coalition of
Women with AIDS

Betty Kwagala Member TASO, Uganda

Monja Minsi Member Uganda Reach the Aged
Association

Flavia Birungi Member ACORD

Sheila Marunga Coutinho Member Civil Society Fund

Grace Mayanja Member Alliance International

Denis Nuwagaba Member Inter-Religious Council of
Uganda

Florence Bulumba Member NACWOLA

Prossy Namakula Member Global Coalition of
Women with AIDS
Uganda

Mercy Mayebo Member USAID

Sam Ocen Member Uganda Red Cross

Consolatta Aywek Member Uganda Red Cross

Connie Acayo Member MAAIF

Meredith Lwanga Member UNAIDS

Tina Achilla Member TASO, Uganda

Lucy Acom Member AIC

John Kitimbo Member POMU

Irene Sejjemba Member Maama'’s Club

Dean Musitwa Member Young Positives

David Muttu Member UAC

James Kigozi Member UAC
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4a. Systems Strengthening (Co-ordination, Infrastructure, HR, Commodities)
Name Title Organization
Bharam Namanya Chairperson UNASO
Elizabeth Mushabe Convener UAC

Larry Adupa Consultant Consultant
Ellias Abaine-Rukundo Research Assistant KYU

Abbie Hope Kyoya Member UAC

Annette Biryetega Member UAC

Christina Mwangi Member CDC

Elizeus Rutebemberwa Member MUSPH

Flavia Kyomukama Member NAFOPHANU
Fred Ssengooba Member MUSPH
Geoffrey Sseremba Member OoP

Jennifer Tumusiime Member UAC

Juliet Bataringaya Member WHO

Lillian Mworeko Member ICW

Macharia Githegia Member NAFOPHANU
Morris Okumu Member Technical Assistant
Muhanguzi Petterson Member UNHCO
Patrick Muhereza Member OoP

Paul Bogere Member MoPS

Robert Downing Member CDC
Rosemary Kabugo Member UAC
Rosemary Rujumba Member UAC

Stella Kentutsi Member NAFOPHANU
Vento Ogora Auma Member CDC

4b. Systems Strengthening (Monitoring and Evaluation)

Name Title Organization
Byakika Sarah Chairperson MOH

Sarah Asiimwe Consultant

Denis Busobozi Convener UAC

Grace Murindwa Member UAC

James Guwani Member UNAIDS

Benson Bagorogoza Member UAC

Odunge Josephine Member UAC

Jotham Mubangizi Member UNAIDS

Susan Candiru Member UAC

Elizabeth Mushabe Member UAC

Sarah Kyokusingura Member MEEPP

Vincent Owarwo Member MEEPP

Daniel Kyeyune Member UAC

Nkoyooyo Abdallah Member TASO

Vincent Bagambe Member MOH/FCO
Sylvan Kaboha Member Deloitte Uganda
Walter Obiero Member CDC

Kamoga Joseph Member PEPFAR

Abbot Ntwali Member UNASO
Tatwebwa Lilian Member UAC
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Henry Katamba Member ACP/MOH
Kashemeire Obadiah Member MoGLSD
Mark Tumwine Member CDC
Mulumba Mathias Member UNASO
Moses Asiimwe Member CSF

Simon Peter Mayanja Member CSF
Charmaine Matovu Member CDC

4c. Systems Strengthening (Resource Mobilization and Costing)

Name Title Organization
Joel Okullo Chair UAC
Benson Bagorogoza Convener UAC
Alaethea Musa Member USAID
Charles Birungi Member UNDP
Henry Tabifor Member UNAIDS
John Bosco Kavuma Member NPA
Mary Oduka Ochan Member Irish Aid
Michael Aliyo Member MoFPED
Patrick Jatiko Onyo Member UAC
Peter Ndawula Member Deloitte Uganda
Peter Ogwal Member DANIDA
Peter Okwero Member World Bank
Rachael Waterhouse Member DFID
Rogers Enyaku Member MoH
Solome Nampewo Member SIDA
Strong Michael Member PEPFAR
Titus Kajura Member MoFPED
Wilfred Ochan Member UNFPA
Zainab Akol Member MoH
Annex iv: Steering Committee
Name Title
Edward Katongole-Mbidde Chair
Grace Murindwa Convener
David Kihumuro Apuuli Member
Musa Bungudu Member
Aleathea Musah Member
John Mugisa Member
Lillian Mworeko Member
Fred Wabwire Member
Patrick Mutabwire Member
Beatrice Rwakimari Member
Jesse Kagimba Member
Robert Waweru Member
Peter Okwero Member
Paul Mugambi Member




