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Executive Summary

The fundamental challenge facing the HIV Programme within CARE-Bangladesh is to reinvent itself as a resource organisation as opposed to its traditional role as an implementing organisation.  The implications of this challenge have an impact on almost every element of this combined review of the SHAKTI-2 and RASTTA-BONDOR projects.

For example:

· CARE-B’s ability to develop and deliver highly effective HIV/AIDS interventions is well documented.  The core tactics – specifically, the expanded drop-in centre concept (HIV/AIDS education, STD treatment, outreach workers, peer educators, etc.) and a rights-based approach with marginalised and vulnerable populations – continue to be extremely beneficial for the clients, particularly in situations where the intervention is directly managed by CARE-B staff.  However, CARE-B has had limited success in using partner organisations to implement comparable interventions.

· The mechanisms related to 1) identifying, 2) securing agreements with, 3) managing and 4) monitoring and evaluating partner organisations are grossly underdeveloped, not because CARE-B is incapable of doing this work – quite the contrary – but precisely because they are oriented toward implementing interventions themselves.  The consequences are manifest in a variety of ways, ranging from a lack of clinical standards for STD treatment to difficulties in meeting targets for the rapid expansion of the SHAKTI-RASTTA programme.

· At a country-level, it appears that CARE-B is also struggling with its emerging role as a resource NGO, not an implementing one.  Again, the consequences for the HIV Programme are varied.  On one hand, CARE-B has an entrenched bureaucracy that makes it difficult for field teams to act quickly and entrepreneurially; e.g., long delays in moving MOUs through the CARE-B systems.  On the other hand, CARE-B seems reluctant to use its status as a major international NGO to help the HIV Programme have a greater impact; e.g., not proactively sending country-level managers of CARE-B to lobby government about critical issues such as harassment of marginalised populations.

The combined SHAKTI-RASTTA programme can have a significant impact on the development of the HIV/AIDS epidemic in Bangladesh.  However, in light of the data in the third round of national surveillance highlighting the need for significant behaviour change amongst vulnerable groups, it is imperative that CARE-B move extremely quickly to scale up the interventions across Bangladesh.  This initiative requires the use of partner organisations of all types, including NGOs and CBOs as well as formal and informal self-help groups for marginalised populations. This commitment to partner organisations, in turn, requires that CARE-B have in place all of the mechanisms to work effectively and efficiently with these organisations.

Given the scale of CARE-B’s HIV/AIDS role in the country, if it does not accelerate the pace of its transformation from an implementing organisation to a resource organisation, the window of opportunity that still exists to control the epidemic in Bangladesh may close.  At the very least, it will be much more difficult for the government and other NGOs to fill in the gaps.

It is clear that CARE-B has the will to make this rapid transformation.  It has the essential HIV/AIDS knowledge and experience to ensure that it is a valuable and reliable resource.  It can also manage this transformation with the existing SHAKTI-RASTTA resources.  It may need to bring in some outside technical assistance to speed up the transformation but the fundamental decisions and core actions are completely within CARE-B’s control.

The challenge is to complete the transformation from implementing to resource NGO, which is essential if CARE-B is going to achieve the ambitious combined outputs, purpose and goal of the SHAKTI-RASTTA programme.
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Introduction

The decision to conduct a combined review of the SHAKTI-2 and RASTTA-BONDOR projects reflects the reality that the two projects have essentially become one programme.  Under the leadership of Dr. Smarajit Jana, HIV Programme Coordinator, the management of the two projects has been merged and the organisation’s extensive expertise in working with marginalised and/or vulnerable populations is being shared seamlessly across the combined projects.

The most obvious direct result of this shift from project to programme is the continuing improvement in the quality of the interventions.  The basic drop-in centre model with its many extensions (STD clinic, outreach workers, peer educators, etc.) has been adapted to serve new client populations and it has been refined to better serve existing clients.

At the field level, CARE-B staff are doing an excellent job of sharing resources and information.  For example, the Technical Coordinators (TCs) with specific expertise (injecting drug users, sex workers, et al) are readily accessible to the Area Coordinators and Programme Officers and are widely used to assist in the planning of new interventions.  As the reorganisation plan of the HIV Programme intended, the TCs are acting as a resource for other parts of the organisation.

Unfortunately, the organisation as a whole has not kept pace with the integration that has occurred on the field or intervention level.  Specifically, the combined SHAKTI-RASTTA team is supposed to be acting as a resource for partner organisations and for government.  Presently, it is not fulfilling this role in any meaningful way.  CARE-B still sees itself as an implementing organisation, not a resource organisation.  Unless CARE-B accelerates the shift from implementing to resource NGO, it will only be able to partially achieve the combined outputs of the SHAKTI-RASTTA programme.

CARE-B is committed to and has begun making the shift from implementing to resource NGO but progress is very slow.  This is having a serious impact on CARE-B’s ability to expand the coverage of HIV/AIDS interventions to marginalised/vulnerable populations because it is not making significant use of partner organisations.  The management challenge is to accelerate the shift to resource NGO while simultaneously acting aggressively as a resource NGO.

An essential element of this shift to resource NGO is the development and deployment of systems that actively provide the types of support that implementing organisations need to provide high-quality interventions.  These systems are very different from the internal systems currently used by CARE-B as an international NGO.  In many respects, a resource organisation must think of its partners as clients or customers and the resource organisation must act in ways that makes it easy for partners to “do business” with them.

For example, one of the core services that the HIV Programme can and should provide to partner organisations is detailed documentation of the drop-in centre intervention.  The CARE-B drop-in centre model is very sound and it should be the basis for most partners’ interventions.  However, without detailed documentation of the intervention, it is much more difficult for the partner organisation to duplicate its success and it is equally difficult for CARE-B to maintain the quality of the intervention.  (This same documentation also becomes a highly effective tool to educate various constituencies about the value of CARE-B’s approach to marginalised/vulnerable populations.)

Similarly, CARE-B should “codify” its approach to STD treatment to ensure that clients at any of its clinics or those operated by partners receive the same standard of care.  This standardisation will also greatly enhance CARE-B’s ability to collect and analyse good data on STDs amongst its target populations.  It will also enhance CARE’B’s ability to manage the contractors who deliver clinical services as well as the overall cost-effectiveness of the clinic.

In summary, the combination of SHAKTI-2 and RASTTA-BONDOR has already yielded positive results.  But the parallel transformation of the overall CARE-B organisation must be accelerated if these results are going to be leveraged to support a significant scaling up of the SHAKTI-RASTTA interventions.

Output-to-Purpose Review of SHAKTI-2

Findings:

· PURPOSE:

Improved quality and coverage of sustainable HIV/AIDS programmes nationwide.

· Purpose-level Indicators:

1) Number of appropriate interventions being carried out with vulnerable populations in each district.

· Finding: CARE-B has made limited progress towards expanding the number of appropriate interventions, due largely to its inability to identify and secure agreements with partner organisations.

2) Quality of care standards developed and adhered to in interventions.

· Finding: Quality of care standards are generally known and followed in CARE-B’s demonstration projects but these standards are not documented, which makes it very difficult to share them with partner organisations and more difficult to monitor.

· OUTPUT 1:

Ongoing demonstration of successful SHAKTI-1 HIV/AIDS interventions amongst vulnerable groups.

· Output 1 Indicators:

1) Number of marginalised/vulnerable people using project services and percentage of the total in these groups in Bangladesh:

· BBSWs:
30-40%

· SBSWs:
50-60%

· IDUs:
70-80%

· Finding: The CARE-B figures on total populations of brothel-based sex workers (BBSWs), street-based sex workers (SBSWs) and injecting drug users (IDUs) vary considerably.  This is not surprising, given the extremely fluid nature of the populations of BBSWs, SBSWs and IDUs, which essentially makes it impossible to accurately track the number of people in each group.  Therefore, the use of percentages of target populations as an indicator should be revisited.

Although the CARE-B interventions have shown a steady increase in the number of people they reach, it is highly unlikely that they are reaching the percentages of total BBSW, SBSW and IDU populations identified in this indicator.

2) Percentage of marginalised/vulnerable populations with access to project services who use them:

· BBSWs:
90%

· SBSWs:
80%

· IDUs:
75%

· TGs:
55%

· Finding: According to the latest available CARE-B data, the following percentages of BBSWs with access to CARE-B services had some interaction with an education component of these services: April = 44.5%, May = 72% and June = 69.2%.  In those same months, 20.3%, 33.7% and 24.7% received some clinical services from CARE-B.

The following percentages of SBSWs with access to CARE-B services had some interaction with an education component of these services: April = 70%, May = 67%, June = 67%.  In those same months, 9.7%, 8.4% and 7.3% received some clinical services from CARE-B.

The following percentages of IDUs with access to CARE-B services had some interaction with an education component of these services in the April/May/June 2001 quarter: 82.4% of the IDU population in Dhaka, 76.4% in Rajshahi and 82.2% in Chapai.  During that same quarter, 3.7% of the IDUs in Dhaka and 62.6% in Rajshahi received some clinical services from CARE-B.  (No data on the use of clinical services in Chapai was available.)

Again, the use of percentages of target populations as an indicator should be revisited.  However, it is clear that the number of people who have access to CARE-B interventions who use them varies greatly from month to month.  There is not a sustained upward trend in the numbers amongst any of the target populations.

There is also a parallel concern that the people who take advantage of CARE-B’s services is a relatively static group, which could account for the monthly variations; i.e., regular clients may not need services every month, so there participation is more cyclical.  Whereas, if there was a steady stream of new clients, there would be sustained upward trend in the numbers.

3) Percentage of penetrative sex acts protected by male and/or female condoms:

· BBSWs:
70%

· SBSWs:
60%

· IDUs:
40%

· TGs:
60%

· Finding: The latest CARE-B data shows that condom use among brothel-based sex workers, street-based sex workers and injecting drug users exceeds the targets; BBSWs = 86.3%, SBSWs = 75%, IDUs = 58.2% of commercial sex acts and 53.2% of non-commercial sex acts.  Figures are not available for transgenders.

These very impressive figures must be balanced by data in the third round of behavioural surveillance, which shows 0.2% consistent condom use in all brothel-based commercial sex in the week preceding the survey.  In the Central region, amongst street-based sex workers, the figure was 2.3%.  In the Central region, amongst out-of-treatment IDUs, the figure was 11.2%.  In the Central region, amongst hijras, the figure was 1%.

The surveillance data on condom use during commercial sex is better, although it is still disturbingly low; BBSWs = 19.9%, SBSWs (Central) = 28.8%, IDUs (Central) = 23.9% and Hijras (Central) = 3.4%.

4) Trends in HIV Infection Rates amongst IDUs and SBSWs.

· Finding: The third round of sero-surveillance shows continuing low rates of HIV infection amongst high-risk groups; IDUs = 1.7%, SBSWs = 0.5% and BBSWs = 0.3%-0.5%.

5) Percentage use of clean needles by IDUs using drop-in centres:

· Dhaka:
90%

· Rajshahi:
80%

· Finding: The most current CARE-B data on the percentage of injections shared by IDUs in the last week in Dhaka is 4.2%.  (No comparable data is available for Rajshahi.)  The third round of surveillance has a figure of 93.4% in the Central region and 61.9% in the Northwest region.  The discrepancy between the CARE-B findings and the surveillance data is significant.

CARE-B has documented an average needle exchange rate of 83% in its drop-in centres.  However, this data does not shed any further light on the actual percentage of IDUs who use clean needles.

6) Numbers of IDUs who stop using needles and progress to the next stage of 12-step support.

· Finding: In Dhaka, CARE-B community-based detoxification camps have stopped a very limited number of IDUs (30-40 individuals) from using needles and moved them to the next stage of 12-step support.  In Rajshahi, 120 IDUs have gone through the detoxification programme run by APOSH.  Through a new partnership with APON in Dhaka, more IDUs will have an opportunity to participate in a 12-step programme to get them off drugs.

· OUTPUT 2:

Better capacity of NGOs, CBOs and GOs to implement successful HIV/AIDS programmes.

· Output 2 Indicators:

1) Number of signed MOUs:

· Year 1:
10

· Year 2:
10

· Finding: According to project records obtained by the Review Team, there were four MOUs signed under the SHAKTI-2 project between October 2000 (project start date) and September 2001.  Since October 2001, no additional MOUs have been signed.

One of the four MOUs signed in the first year of the project was for clinical services.  Essentially, this agreement with Marie Stopes is a contract to provide support services; it is not an MOU with an organisation that is going to implement successful HIV/AIDS interventions, which extend the reach of the SHAKTI-2 project.

2) Within six months of signing an MOU with CARE-B, all 20 new partners have effective systems functioning across their organisations, including but not limited to general management, financial, human resources, proposal writing, monitoring & evaluation and gender sensitivity.  (Annual reviews thereafter.)

· Finding: Since signing the MOUs with the new partners, the focus has been on developing their programs, not on developing their long-term capacity. However, the agreements were only signed in mid-August 2001 so the six-month start-up period is still underway.

Note: RASDO-PASASHIK PARSAD was a partner organisation in SHAKTI-1; their involvement in SHAKTI-2 is an extension of their role in SHAKTI-1.

3) Interventions of all partner organisations meet appropriate performance indicators comparable to those listed under Output 1 for CARE-B demonstration projects.

· Finding: Formal monitoring & evaluation of partner organisations’ interventions has not been done to date.  However, because CARE-B works closely with each of the partner organisations, they have a good sense of their progress.

Since the MOUs with the three partner organisations were only signed in mid-August 2001 it is premature to be conducting any formal evaluation of their performance.

· OUTPUT 3:

Empowered marginalised groups, including people living with HIV/AIDS.

· Output 3 Indicators:

1) Number of functioning self-help groups: [Criteria for determining a “functioning” self-help group include but are not limited to organisational and management structure, budget/funding, activities, increasing membership and GoB registration, in-process or complete.]

· IDUs:
4 “12-step” self-help groups

· TGs:
1 self-help group

· MSMs:
2 self-help groups

· PLHA:
1 self-help group; not a new group but a strengthening of the existing group in Dhaka.

· Finding: Currently, there are six functioning self-help groups affiliated with SHAKTI-2; Nari Mukti Sangha (BBSWs), Durjoy Nari Sangha (SBSWs), Bondhon (TGs), PROCHESTA (IDUs), APOSH (IDUs) and the Positive Network (PLHA).

2) A sex worker self-help group is successfully operating two new drop-in centres for SBSWs in Dhaka.

· Finding: The street-based sex worker organisation, Durjoy Nari Sangha, is preparing to assume operating responsibility from CARE-B for multiple drop-in centres for SBSWs in Dhaka.  The transition from CARE-B-run to Durjoy-run will take several months. 

3) Five new BBSW and/or SBSW interventions outside of Dhaka are being successfully operating by one or more sex worker self-help groups.

· Finding: Currently, the only street-based sex worker intervention outside of Dhaka being operated by a sex worker self-help group is the project operated by Nari Mukti Sangha in Tangail.  Technically, however, that project falls under RASTTA-BONDOR.  Other projects in Chittagong, Rangpur, Kulna and Benapole are under discussion and it is likely that a sex worker self-help group will play an advisory role at a minimum.

4) Primary beneficiaries and their children are aware of and able to access their rights, particularly with respect to GoB services for education and health.

· Finding: No current data on this indicator. 

5) Linkages and learning between different self-help groups.

· Finding: There are a steadily increasing number of linkages between different self-help groups.  For example, representatives from the street-based sex worker and the transgender groups meet monthly, IDU groups in Dhaka and Rajshahi have been on cross-visits and Nari Mukti Sangha and Durjoy Nari Sangha have been on cross-visits.

In general, there is an emerging sense of camaraderie amongst the different self-help groups.  It is difficult to determine how far this camaraderie will extend because for all the similarities between marginalised groups, there are also important differences.  But CARE-B is doing a good job of promoting collaboration amongst the groups.

6) Other indicators, preferably qualitative, to be defined by self-help groups.

· Finding: There are literally dozens of positive, qualitative indicators of the viability and vitality of the self-help groups.  Two important and recent indicators are the first-ever elections held by Nari Mukti Sangha and Durjoy Nari Sangha.  Their memberships elected full slates of officers in hotly contested races.

Since the SHAKTI-2 project began, members of self-help groups have sold hundreds of thousands of condoms; they have participated in training workshops, conducted situation assessments, met with other support groups and partner NGOs, organised peer education initiatives, met with local government officials and other community leaders, etc.

Taken together, the “other indicators” highlight the true strength of the empowered self-help group concept and its importance to the success of CARE-B’s HIV/AIDS interventions.

· OUTPUT 4:

Improved enabling environment to contain the HIV/AIDS epidemic.

· Output 4 Indicators:

1) Decrease in the amount/severity of harassment of SHAKTI staff, including outreach workers.

· Finding: Harassment, including beatings, rape and robbery, continues to be a major problem amongst street-based sex workers, brothel-based sex workers and injecting drug users.  Compared to the harassment endured by people in these vulnerable populations, harassment of CARE-B staff is minimal and appears to be decreasing.  However, the overall threat of harassment that hangs over these communities has a negative impact on the ability of the interventions to succeed.

2) Monthly coverage of SHAKTI in key local, national and/or international media.

· Finding: Due to the fact that CARE-B has only recently hired someone to handle advocacy for the HIV Programme, no coordinated work has been done around this indicator.  However, the review team members who examined the IDU interventions report seven newspaper articles covering SHAKTI activities.  CARE-B also reports miscellaneous coverage of the SHAKTI project but it is random at best.

3) Increase in technically accurate coverage of HIV/AIDS, particularly as it relates to Bangladesh, in the local and national media.

· Finding: Due to the fact that CARE-B has only recently hired someone to handle advocacy for the HIV Programme, no coordinated work has been done around this indicator. 

4) Improved understanding in media coverage of IDUs that addiction is an illness.

· Finding: Due to the fact that CARE-B has only recently hired someone to handle advocacy for the HIV Programme, no coordinated work has been done around this indicator.

The review team members who examined the IDU interventions report eight newspaper articles on addiction, which created a less negative impression of IDUs.  In addition, a cover article in the 9 November 2001 issue of the Star Weekend Magazine, published in Dhaka, did provide sympathetic coverage of the problem of addiction in Bangladesh.  The rehabilitation work of APON, a CARE-B partner organisation, was covered favourably in this article.  Unfortunately, CARE-B and its work with IDUs was not mentioned.

5) At least six public statements of support for SHAKTI by opinion leaders.

· Finding: Due to the fact that CARE-B has only recently hired someone to handle advocacy for the HIV Programme, no coordinated work has been done around this indicator.

Recommendations:

· Rather than using percentage indicators to measure the reach of CARE-B interventions (see Output 1, Indicator 1 above), the use of different criteria should be explored.  Other criteria to consider: the number of brothels in the country with effective interventions or the number of metropolitan areas and districts within those areas with street-based sex workers and injecting drug users that have effective interventions.  The primary objective is to measure the reach of the interventions; it is likely that different types of indicators could do this more successfully.

· In general, CARE-B needs to be more careful with the data that it gathers and presents on the Quarterly Reports.  The formats are inconsistent within and between indicators and the information is often incomplete.  There should also be explanations where appropriate; for example, when the use of CARE-B’s clinical services by IDUs in one quarter varies from 3.7% in Dhaka to 62.6% in Rajshahi, it would be valuable to have some added information on this situation.

· CARE-B should consider adding one specific high-risk population to the indicators: sexual partners of every target population in the program, including babus of brothel-based sex workers.  Although partner tracing can be very difficult with marginalised, high-risk populations, CARE-B should use its expertise to develop initiatives to ensure that more sexual partners are traced and treated for STDs, as necessary.

· Given the discrepancies between CARE-B data and the third round of national sero and behavioural surveillance, the HIV Programme should review its Monitoring & Evaluation systems and processes to ensure the accuracy of its data.  (The Review Team does not doubt the accuracy of CARE-B’s data but the scale of the discrepancy warrants an investigation.)

· CARE-B needs to develop more options for IDUs to change their behaviour and stop using drugs.  Refer to the heading “IDUs” on page 24 to see additional findings and recommendations on this topic.

· MOUs with organisations that provide clinical services are distinctly different than those signed with organisations such as ODPUP and APON, which are CARE-B partner organisations that implementing interventions.  Therefore, it is important that these different types of MOUs be handled and counted separately.

Refer to the heading “STD Treatment” on page 33 to see additional findings and recommendations related to MOUs with providers of clinical services.

· Harassment of marginalised populations is a critical issue that must be addressed on an ongoing basis, both locally and nationally, because it has a direct impact on the ability of CARE-B’s interventions to serve people.  Consequently, CARE-B must being an aggressive and comprehensive advocacy campaign around this issue; a campaign that should reach out to every organisation that serves marginalised populations in order to maximise its effectiveness.

· Once the new person responsible for advocacy for the HIV Programme is working full-time, a wide range of advocacy issues must be addressed.  Until that time, CARE-B should develop an interim plan to ensure that key messages are being communicated to key audiences.  This is particularly important as the new Government continues to take shape.  (See the heading “Advocacy” on page 36 for more findings and recommendations on this topic.)

Project Scoring Summary Report

Purpose Rating: 3


Aggregate Output Rating: 3


Rating Justification

Purpose:

Although CARE-B has done some very good work under SHAKTI-2, the enhancements to the project that differentiated it from SHAKTI-1 have been largely unaddressed for two reasons: 1) they require significant structural changes to CARE-B’s internal systems and processes and 2) they require an equally significant change in staff attitude, forcing them to see themselves playing a resource role and not an implementing one.

If CARE-B can make the structural changes and continue to change the attitude of the staff, they should improve their purpose rating from 3 to 2.

Output:

If CARE-B continues on its current course, it will only partially achieve the outputs.  However, if CARE-B makes the necessary adjustments to rapidly scale up the reach of its interventions through partner organisations and to improve the internal operations of its organisation, its ability to largely or completely achieve the outputs rises exponentially, quite possibly to a 1.



Attribution:

The outputs for SHAKTI-2 are linked directly and implicitly to the purpose.  If CARE-B achieved the OVI for each of the four outputs, it would achieve the project purpose.



Quality of Scoring:

The Review Team conducted dozens of interviews with key constituents, including representatives from CARE-B, GoB, World Bank, UNAIDS, UNDP, USAID, local and international NGOs and project participants.  In addition, the Team made extensive field visits to project sites around Bangladesh.  Team members also reviewed a wide range of documents relevant to the SHAKTI-2 project.

The team itself was composed of five professionals, including one consultant who was direct involved in the development of the SHAKTI-2 Project Memorandum, a medical doctor who specialises in STD treatment and HIV/AIDS, two consultants with extensive experience with injecting drug users and one consultant who has experience with self-help groups and sex workers.



Progress in Establishing RASTTA-BONDOR

Findings:

· CARE-B has done a good job of establishing an initial network of interventions for the target populations, including truck drivers, rickshaw pullers, dockworkers and sex workers.  These interventions are based on the drop-in centre (DIC) model that CARE-B has developed and refined under SHAKTI-1.

According to CARE-B, there are 43 drop-in centres employing 199 outreach workers currently operating in Bangladesh as part of the RASTTA-BONDOR project.

· The DIC model appears to work well with the target populations.  They have positive interactions with the outreach workers, they are receptive to the HIV/AIDS/STD prevention messages, they appreciate having a place to “hang out” and they value the clinical services and condom availability.  More importantly, early indications are that interactions around the drop-in centre are raising awareness and generating positive behaviour change amongst the target population.

There have been some modifications to the DIC model to tailor it to specific audiences.  For example, in Benapole, separate drop-in centres have been established for the Bangladeshi and Indian truck drivers.

· The RASTTA-BONDOR interventions are using the concept of satellite clinics more aggressively.  The satellite clinics make it even more convenient for the target populations to access STD services.  In addition, the regularly scheduled satellite clinics are an opportunity to promote the closest drop-in centre(s).

· The CARE-B team in Jessore developed a newsletter for truck drivers, which has now been launched nationwide.

· Large numbers of peer educators – far in excess of the indicators in the RASTTA logframe – have been trained.  There is a strong sense in the organisation that peer educators can and will play a central role in reaching the RASTTA target populations, particularly the low-income transport workers.

· Only one sex worker intervention has been established to date; it is a street-based sex worker initiative in Tangail.  Other interventions are in various stages of development.

· Only one cross-border intervention has been established to date.  Other interventions are in various stages of development.

· The obvious challenge is to continue to scale up the RASTTA interventions by identifying and securing MOUs with partner organisations.  As is the case with SHAKTI-2, this process is moving very slowly.  There is only one MOU with a partner organisation, which is implementing an actual intervention: Nari Mukti Sangha for the rickshaw puller and street-based sex worker project in Tangail.  The other two MOUs for RASTTA-BONDOR are with providers of clinical services: Ad din and Paricharja.

CARE-B has informal agreements with several other organisations, including a truck drivers association and a dockworkers association, but these informal agreements are not an acceptable substitute for signed MOUs.

· On an output level, the indicators used to measure behaviour change are significantly different from comparable figures found in the third round of behavioural surveillance.  For example, CARE-B’s target amongst truck drivers for the percentage of sex acts covered by condoms is 50%.  In the surveillance data, the figure amongst truck drivers for consistent condom use in all commercial sex last week is 5.5%.

· The RASTTA project has prompted CARE-B to consider expanding its interventions to reach other populations.  For example, in Jaflong (near Sylhet), CARE-B is operating a drop-in centre for female stonecrushers.  CARE-B is also looking at outreach initiatives with pharmacists, drug sellers, village doctors and private practitioners.

CARE-B should explore whether this type of non-core expansion will inhibit and expand its ability to reach its primary target populations.

· No strategies for disseminating information about the program to GoB and partner organisations has been finalised or implemented.

Recommendations:

· Given the ability of the DIC model to reach the new target populations, the priority must be to increase the number of interventions.  With the merging of SHAKTI-2 and RASTTA-BONDOR, the most effective way to expand the number of interventions is through partner organisations.

However, because the process of identifying and securing MOUs with partner organisations is so slow, CARE-B must first streamline this process as a matter of utmost urgency.  At the same time, CARE-B must thoroughly document its intervention models so that partner organisations can more readily duplicate and manage them to CARE-B standards.

· Evaluate the performance of satellite clinics, document the model and expand the use of this type of intervention across SHAKTI-2 and RASTTA-BONDOR.  An approach that puts high-value services – in this case, STD services – closer to the target population should be expanded aggressively.

Satellite clinics can be used to reach new communities quickly because they don’t require the set-up associated with a drop-in centre.  Essentially, satellite clinics can extend the reach of an existing drop-in centre and serve a particular community until a more local DIC can be opened.  Also, these clinics can be an effective way to reach small, highly vulnerable populations that may not be able to support a full drop-in centre; for example, female IDUs or isolated groups of street-based sex workers.

· As with the SHAKTI-2 interventions, CARE-B needs to maintain strict quality controls over its monitoring & evaluation to ensure the integrity of its data.  Continued discrepancies with national surveillance data will undermine CARE-B’s credibility, if it doesn’t have high-quality backup for its own numbers.

· CARE-B must be extremely careful that in its eagerness to reach new target populations that it does not undermine the service – including the expansion of that service – to its core target populations.  This is a difficult issue of resource allocation made more difficult by the fact that other populations are undoubtedly important in the overall response to the epidemic.  However, until the core populations – transport workers and sex workers – are adequately served, CARE-B must avoid spreading itself and its resources too thin.

· Once the new person responsible for advocacy for the HIV Programme is working full-time, a wide range of advocacy issues must be addressed, including those raised by RASTTA-BONDOR.  (See the heading “Advocacy” on page 36 for more findings and recommendations on this topic.)

Integration of SHAKTI-2 and RASTTA-BONDOR

as an HIV/AIDS Programme

Findings:

· At the field level, there is very little distinction between SHAKTI-2 and RASTTA-BONDOR.  The Area Coordinators and the Technical Coordinators have integrated the management of the two projects.  The ease with which this integration has occurred strongly suggests that further steps should be taken to combine the operations of these two projects.  (Financially, the projects must maintain a level of distinction to meet certain reporting requirements of DFID.)

· The de facto combination of the SHAKTI-2 and RASTTA-BONDOR projects into a unified HIV/AIDS programme has strengthened the activities of the individual projects as well as the overall capability of CARE-B to respond to the epidemic.

· Further integration of the two projects will lead to direct benefits, including an ability to share costs by reducing or eliminating duplicate infrastructures.  This cost-effectiveness cuts across the HIV Programme; it has an impact on staffing structures, office space, communications equipment and service, intervention design & management, contracts with clinical service providers, monitoring & evaluation, etc.

· The role of intervention “expert” as filled by the Technical Coordinators does, by its very nature, cut across both projects.  There is a corresponding benefit to the HIV Programme because the Technical Coordinators’ expertise is shared across the full range of the Programme’s interventions.  This shared expertise also streamlines the process of developing and testing interventions 1) in new geographic areas, 2) with partner organisations and 3) with any necessary modifications/improvements.

· RASTTA-BONDOR relies even more heavily on interventions run directly by CARE-B than does SHAKTI-2.  In fact, the basic premise of SHAKTI-2 is a reliance on partner organisations running interventions, which are based on CARE-B models and monitored by CARE-B staff.

· CARE-B’s initial attempt to create a combined logframe for the SHAKTI-2 and RASTTA-BONDOR projects simply duplicates the individual logframes in a parallel format.  No work has been done to combine the logframes on a more fundamental level.  For example, it would be possible and beneficial to unify the goal, the purpose and many of the outputs and output indicators.

Recommendations:

· Move forward as quickly as possible with the integration of the SHAKTI-2 and RASTTA-BONDOR projects. The benefits far outweigh the risks.

· The open management positions across the HIV Programme must be filled if the SHAKTI-2 and RASTTA-BONDOR projects are going to be combined more formally.  Too much of the essential work of the projects depends on functional areas such as Partnerships, Advocacy and Knowledge to pursue further integration without people in these posts.

· The RASTTA-BONDOR project should mirror the SHAKTI-2 approach to increasing the number of interventions through partnerships; i.e., SHAKTI-2 relies on a combination of demonstration projects and partner organisations to scale up its response to the epidemic and RASTTA-BONDOR should do the same.

· Draft a true combined logframe that eliminates overlaps and modifies outputs and output indicators to reflect the capabilities of an integrated programme.

The goals and purposes of the two separate programs can and should be combined, although it may be easier to subsume the RASTTA-BONDOR goal, purpose and purpose indicators under the SHAKTI-2 goal, purpose and purpose indicators.  The more specific details in the RASTTA purpose indicators could easily be inserted into the combined outputs and output indicators.

Notes:

· A more formal combination SHAKTI-2 and RASTTA-BONDOR must retain the necessary differences to allow proper financial reporting to DFID.  However, this should not be difficult to plan or execute.

New Management Structure

Findings:

· From a basic operational perspective, the integration of the organisational structures for SHAKTI-2 and RASTTA-BONDOR into a single entity has been successful.  In the field, divisions between SHAKTI and RASTTA have disappeared and the management of the projects has been unified with very positive results.

· The decentralised nature of the new management structure has created an environment where field staff are empowered to think and act entreprenurially.  Although this entrepreneurial spirit is most noticeable amongst the Area Coordinators (ACs), Technical Coordinators (TCs) and Program Officers (POs) who have close ties to field operations, it appears to cut across the entire organisation.

· Appointing qualified Technical Coordinators (TCs) with expertise in specific types of interventions has enhanced the organisation’s ability to share valuable information and experience throughout the HIV Programme and with partner organisations.  ACs are also sharing their experiences and expertise amongst their peers in other parts of the country.  The new management structure has created a more empowered environment where people are more freely and openly sharing information.

· The reorganisation plan called for five TCs with intervention expertise: 1) injecting drug users, 2) female sex workers and transgenders, 3) transport workers (truck drivers), 4) dock workers and rickshaw pullers and 5) HIV+ people.

In the current and proposed organograms, there are four TCs with intervention expertise: 1) injecting drug user interventions, 2) street-based interventions, 3) transport worker interventions and 4) STDs.  The category of street-based interventions is broad and diverse – too broad and too diverse, in fact – encompassing female and male sex workers, transgenders, MSMs and HIV+ people.

· From a managerial perspective, the new structure has not come together as well as it has on the technical side.  As a result, the ability of the Programme to meet its objectives is under threat.  The fundamental problem is that a number of key management positions have not been filled; see below.

One of the primary reasons that these positions have not been filled is that qualified candidates have been difficult to find in Bangladesh.  In addition, the organisation’s focus on interventions may have inadvertently contributed to the delay in filling these posts.

· Appointments of the Technical Coordinators with responsibility for key functional areas within the HIV Programme have been very slow and this has limited the improvement and expansion of the combined SHAKTI-2 and RASTTA-BONDOR projects.  The reorganisation plan called for six of these managers: Finance & Administration, Monitoring & Evaluation, Partnerships, Training, Knowledge and Advocacy.

To date, only two have been hired: the TC-Advocacy and the TC-Training & Partnerships.  (Note: The reorganization plan separated the jobs of TC-Training and TC-Partnerships because of the scope of the responsibilities; the HIV Programme has temporarily combined these positions.)

The jobs of TC-Finance & Administration and TC-Monitoring & Evaluation are currently being handled by Project Development Officers (PDOs), a less senior position in the organisation.  Both of these departments would benefit from more senior leadership, either by hiring new TCs or promoting the PDOs currently in the posts, assuming they are qualified for the promotion.

· In addition to the unfilled or under-filled TC positions, there are other critical vacancies in the organisation.  The most glaring vacancies are two Regional Coordinator posts.  These senior management positions are essential to the overall success of the reorganisation and the continued success of the Programme.

Based on the original reorganisation plan, there are also key vacancies in support positions. For example, Finance & Administration was supposed to have four staff: one Technical Coordinator, two Project Development Officers and one Administrative Officer.  At the present time, Finance & Administration has two staff – one Project Development Officer and one Administrative Officer – and, consequently, the department is unable to complete its work in an efficient or effective manner.

· The HIV Programme has proposed creating a TC position for STDs, which would help the Programme better manage its STD initiatives.  Given the importance of STD services in the CARE-B model for HIV prevention, the addition of a TC-STDs is a valuable addition to the management structure. This post is not yet filled.

· Managers who are new to the HIV Programme have embraced the combined SHAKTI-RASTTA organisational structure more enthusiastically than managers who worked in the Programme before the reorganisation.  For the most part, managers across the organisation appear to be committed to making it work.  However, there are still some attitudes to change and barriers to break down if the full power of the decentralised organisation is to be realised.

· There are concerns amongst the managers that must be addressed if they are going to continue to implement the reorganisation and grow the HIV Programme.  The key concerns are communications, reporting relationships and career track within CARE-B:

· Communications.  Access to adequate communications technology is spotty across the organisation.  Key staff in a Dhaka field office are working without telephones; staff in other offices have inadequate access to email; staff must use their own mobile phones in the field to do Programme work; many staff who need mobile phones can not afford them and, in some parts of the country, there is not a functioning mobile phone system.

Given the importance of communications – including telephone and email – in a decentralised organisation, these problems are limiting the ability of the Programme to achieve its objectives.

· Reporting Relationships.  With only one Regional Coordinator in place, many ACs and TCs are reporting directly to Dr. Jana, the Program Coordinator.  They are concerned that the appointment of the two additional RCs will inhibit their access to Jana by forcing them to contact him via their RC.  This is not the intent of the RC position and it is not how it is working in the East Region where the RC is in place.  Clearly, the role of the RC – as well as the role of the Program Coordinator – needs to be better explained to the ACs and TCs.

· Career Track within CARE-B.  Some people in the field offices feel that they are being and/or will be left behind because they are not in regular or constant contact with Dr. Jana and other people in the Dhaka headquarters of the HIV Programme.  This “draw to the centre” undermines the value of a decentralised organisation.  However, in light of the traditional hierarchy of the larger CARE-B organisation, it makes sense that Programme staff would feel this way, unless they are consistently reminded that career success within CARE-B is defined by performance, not by proximity to headquarters.

· The current and proposed organograms being used in the HIV Programme indicate a tremendous imbalance in the structure of the management.  The RC for the East Region has three managers as direct reports.  The RC for the West Region has three managers as direct reports.  The RC for the Central Region has ten direct reports.

This imbalance reflects the “draw to the centre” (see above) and inhibits a more effective management of the organisation.

· Managers within the HIV Programme have assumed responsibilities unrelated to the SHAKTI-2 and RASTTA-BONDOR projects, including a UNDP-financed initiative on trafficking and a private sector initiative to improve the quality of life of approximately 20,000 garment workers in Chittagong.

These initiatives are an important extension of the Programme’s work.  However, these types of projects should not detract from the staff’s ability to manage the SHAKTI-RASTTA programme.  Consequently, it may be necessary to hire additional field and management personnel to handle the additional workload.

· The decentralised operations and management of the HIV Programme is often at odds with the traditional, hierarchical bureaucracy of CARE-B.  This situation has a negative impact on the organisational structure in a variety of ways, ranging from inefficient procurement systems to lengthy delays in contract documentation.

In light of the pending crisis in HIV/AIDS in Bangladesh, the delays and frustration caused by the CARE-B bureaucracy are a major impediment to the scaling up of HIV Programme interventions, particularly those that depend on partner organisations.  There is no time to waste in improving CARE-B’s ability to provide expedited management/operations support to the HIV Programme.

Recommendations:

· The open positions in the HIV Programme – especially the RC and TC positions – must be filled with qualified people as quickly as possible.

Tactical Recommendation: If the traditional approach of advertising and then vetting responses is not generating quality candidates, then more direct steps should be taken, including active recruitment of qualified individuals from within CARE-B and other organisations in Bangladesh.

· In light of the ongoing integration of the SHAKTI-2 and RASTTA-BONDOR projects, there should be five TCs with the following areas of responsibility: 1) injecting drug users, 2) female sex workers and transgenders, 3) transport workers, 4) male sex workers and MSMs and 5) STDs.

At the present time, the MSM population is not receiving sufficient attention, given their importance as a bridging population in the epidemic.  According to the third round of behavioural surveillance, a high percentage of MSMs – 41% – have commercial sex with both men and women.  In all likelihood, many of these men are also having sex with wives and girlfriends, giving them a central role in the possible spread of HIV.  Consequently, CARE-B must rapidly expand its MSM interventions and a dedicated TC is critical to that process.

Responsibility for HIV+ people should sit directly with the Programme Coordinator.  Not only is it a new project, it also is CARE-B’s first foray into voluntary counseling and testing (VCT) for HIV. In six to nine months, the responsibility could be shifted to another manager, depending on the evolution of the project.

· Building the departments with Programme-wide responsibilities must be a top priority. Until the departments of Finance & Administration, Monitoring & Evaluation, Partnerships, Training, Knowledge and Advocacy are fully operational, they should be a focus of the senior management team.

· TC-level managers, who have adequate support staff, must head every department, especially Finance & Administration and Monitoring & Evaluation.

· Given the importance of scaling up the response to HIV as quickly as possible, CARE-B must be prepared to act aggressively to improve the communications necessary to support a decentralised operations of the HIV Programme.  Undoubtedly, this will be challenge in Bangladesh.  However, the same sort of entrepreneurial thinking that has blossomed across the organisation should be able to come up with practical alternatives.  For example, several staff members suggested a nationwide mobile phone contract, which should include per-minute rates cheaper than BTTB can provide over a landline.  This type of contract could instantly improve voice communication across the organisation.

· Continue to reinforce the basic principles of decentralised management to the HIV Programme staff – moving decision-making down the chain of command, openly and actively sharing information and expertise with colleagues, making staff more directly accountable for the success of their projects, enhancing the Programme’s ability to respond quickly to changing circumstances, etc. – so they understand its benefits and their corresponding responsibilities.

There is still too much misunderstanding amongst the staff about the intent and the operation of the decentralised management structure; misunderstanding which can only be cleared up by consistent communications and reinforcement from senior management.

Tactical Recommendation: The Implementation Recommendations for the new management structure included a suggestion to produce a simple Weekly Update for the entire staff of the HIV Programme.  Even if this became a bi-weekly update, it would help significantly in communicating how the decentralised management structure is working. This, in turn, would help educate staff about its strengths and its benefits.

· In light of the imbalance in management responsibilities between the three Regional Coordinators, it is essential to reassign some of the TCs and ACs reporting to the RC for the Central Region.  Although this reassignment may not require a TC or AC to physically sit in another office, it does require them to report to a different person.

Tactical recommendation on direct management reports by Regional Coordinator:

•
Regional Coordinator for the Central Region

· TC-Finance & Administration

· TC-Knowledge

· TC-Advocacy

· TC-SBI

· AC-Tangail

•
Regional Coordinator for the East Region

· TC-Partnerships

· TC-Training 

· TC-Transport Workers

· TC-STDs

· AC-Chittagong

•
Regional Coordinator for the West Region

· TC-Monitoring & Evaluation

· TC-IDUs

· AC-Jessore

· AC-Rangpur

The advantage of this refinement is that the RC-Central is responsible for three core functions that logically should be located within the Programme headquarters: Finance & Administration, Knowledge and Advocacy.

Other TCs do not necessarily need to be based near their RC.  For example, the TC-IDUs and the TC-STDs could be based in Dhaka, even though their respective RCs are in the West and East Regions.  This flexibility is one of the strengths of the decentralised organisational structure.

· If the HIV Programme is going to work on projects outside of SHAKTI-RASTTA, it should consider hiring additional staff at this time.  This will ensure that the scaling up of the SHAKTI-RASTTA interventions can proceed on a rapid timetable, without any distractions from other projects.

· Senior management of CARE-B should work with the management of the HIV Programme to identify bureaucratic bottlenecks within the CARE-B organisation that must be overcome.  The HIV Programme will not be able to meet its objectives and rapidly expand the response to the epidemic unless these bottlenecks are eliminated.

Notes:

· The emergence of an entrepreneurial spirit amongst Programme staff is a very exciting development.  The senior management of the Programme, working in conjunction with the senior management of CARE-B, need to nurture this spirit because it can and will have a tremendously positive impact on the Programme’s success.

· New managers hired within the past year are of a very high caliber.  They are well qualified, highly motivated and very committed to the work that needs to be done.

· There are a limited number of women in senior positions within the HIV Programme.  Although this does not appear to be by design, it would strengthen the credibility of the Programme if there were more woman managers, particularly given the number of women who are part of the marginalised groups targeted by the SHAKTI-RASTTA interventions.

Integration with the National AIDS/STD Programme

Findings:

· To date, CARE-B’s HIV Programme has had an extremely limited impact on the development of the GoB’s National AIDS/STD Programme. For example, although CARE-B has been involved in the last two rounds of sentinel surveillance, it has not leveraged its role in the surveillance to influence the development of the National Programme.  In general, CARE-B maintains a low profile with the GoB, even when it has a forum for greater involvement. 

· There is an opportunity for CARE-B to play a major role in the expansion of the government’s initiatives if the organisation moves aggressively to develop and implement a plan to work with the government.

· The pending GoB/World Bank initiative on HIV/AIDS, which is being managed by the National Programme, will rely heavily on NGOs with expertise in the epidemic to implement and/or support interventions and to provide the National Programme with regular input that it can use to refine its response to the epidemic.  This reliance on NGOs reinforces the importance of a productive working relationship between CARE-B and the National Programme.

· The National AIDS/STD Programme is committed to work with NGOs in Bangladesh.  In conjunction with UNDP, they currently have relationships with 19 NGOs on various HIV/AIDS interventions and they are finalising the mechanisms that will enable them to work with NGOs more actively and extensively under the new GoB/World Bank initiative.

· By its own admission, providing STD services to high-risk populations is a difficult – if not impossible – task for the government to carry out in the foreseeable future.  Consequently, the government must have an NGO partner that can deliver these services to these populations.  CARE-B’s experience with STD service delivery to high-risk populations could be leveraged to improve its relationship with the National AIDS/STD Programme.

· On a national level, CARE-B has equally limited interactions with other NGOs working on HIV/AIDS and STDs in the country.  While there is a certain amount of contact in various forums, establishing and maintaining productive relationships with other NGOs working in the field is not a priority for CARE-B.  This is understandable, given the fact that CARE-B’s current focus is on implementing interventions.  If CARE-B saw itself as a knowledge-based organisation focused on serving as a resource for implementing organisations, it would be more likely to develop productive relationships with other NGOs.

· On a local level, CARE-B is more actively involved with Government and other NGOs.  This is a practical matter because this involvement enhances CARE-B’s ability to implement effective interventions.  In fact, the local issue, which is most important to CARE-B, is harassment of the marginalised populations who participate in CARE-B interventions as well as the CARE-B staff who run the interventions.

However, there are important and potentially groundbreaking opportunities emerging in Chittagong and Jessore, where CARE-B has played an active role in establishing a HIV/AIDS Prevention Coordination Committee, which includes key officials from local government and representatives from other NGOs.  With a single initiative, CARE-B has established relationships with government and NGOs that could make a measurable difference in the response to the epidemic.  (Note: Establishing District AIDS committees is a purpose-level indicator of the RASTTA-BONDOR project.)

Recommendations:

· CARE-B needs to be persistently proactive in its dealings with the National AIDS/STD Programme.  Most importantly, it needs to support the National Programme by openly sharing its considerable expertise in HIV/AIDS. It needs to invite government staff to visit CARE-B interventions so they can understand the organisation’s approach to dealing with marginalised, high-risk populations.  It needs to keep the staff of the National Programme better informed about its work in HIV/AIDS and STDs. It needs to stress the human rights nature of its work by highlighting the success of organisations such as Durjoy Nari Sangha and Nari Mukti Sangha, the sex worker self-help groups in Dhaka and Tangail.  It needs to share its expertise in providing STD services to high-risk populations….

Without a strong proactive approach to the National AIDS/STD Programme by the senior management of CARE-B, including managers in the HIV Programme, the Health Sector and at the country-level, the role of CARE-B in HIV/AIDS will be increasingly marginalised and its ability to achieve the SHAKTI-RASTTA goals will be severely compromised.

Tactical Recommendation: CARE-B needs a detailed plan for how to work with and support the National AIDS/STD Programme.  This plan should be part of CARE-B’s overall approach to advocacy; see page 36.
· In light of the pending GoB/World Bank funding for HIV/AIDS work in Bangladesh, CARE must ensure that any expanded interaction with the National Programme is not undertaken or perceived as a blatant attempt to influence the Programme’s decision on the eventual allocation of GoB/Bank funds to NGOs for HIV/AIDS initiatives.

· GoB and other NGOs working on HIV/AIDS in Bangladesh need to have a clear understanding of CARE-B’s position on the epidemic; the importance of marginalised, high-risk groups, the rights-based approach to working with these groups, the drop-in centre model, STD treatment, etc.
Tactical Recommendation: CARE-B should draft and publish a “position paper” on its approach to HIV/AIDS in Bangladesh.  This two or three-page document should summarise the relevant issues from CARE-B’s perspective.  It would be an excellent introduction to CARE-B’s HIV/AIDS activities in Bangladesh and would be valuable in many different arenas, ranging from advocacy to partnership negotiations.

· On both national and local levels, CARE-B needs to identify opportunities to leverage its experience and expertise in HIV/AIDS to better work with Government and other NGOs on improving the response to the epidemic.  CARE-B’s role with the HIV/AIDS Prevention Coordination Committees in Chittagong and Jessore is an excellent example of a more broadminded approach that should be duplicated wherever possible.

If CARE-B is going to leverage its experience and expertise, it must begin thinking of itself as a knowledge-based/resource organisation, not an implementing organisation.

Notes:

· With the National AIDS/STD Programme in a state of flux – new staff, the pending World Bank project, the emerging role for the President of Bangladesh on the National AIDS Committee, etc. – now is an excellent time to be expanding/improving CARE-B’s relationship with the National Programme.

Partnerships & Capacity Building

Findings:

· Despite the fact that partner organisations are an essential component of SHAKTI-2, the HIV Programme has not taken an aggressive approach to developing partnerships and signing MOUs with other organisations, which can and should drive the expansion of SHAKTI-RASTTA interventions across Bangladesh.

In 2001, formal MOUs have been signed with only three partner organizations: APON (IDU drug treatment project), ODPUP (HIV prevention and STD treatment for MSMs) and RASDO - PASASHIK PARSAD (education for brothel-based sex workers).  Of these three MOUs, only the ODPUP agreement addresses a “new” population with a new partner organisation.

· There are three key reasons why the development of partnerships and the signing of MOUs has been delayed: 1) the HIV Programme’s general inclination is to implement projects itself, not establish partnerships, 2) the Programme has not been able to move MOUs through the CARE-B bureaucracy expeditiously once it identifies a potential partner organisation and 3) the institutional knowledge of the day-to-day workings of a successful CARE-B intervention are not documented so it is difficult to share that knowledge with partners.

· It is clear that partnerships are the most effective way to rapidly increase the number of effective interventions.  Partnerships can leverage CARE-B’s considerable knowledge of reducing high-risk behaviour amongst marginalised populations.  They can also leverage CARE-B’s experienced staff by using them to manage/supervise multiple partner-run interventions.

· SHAKTI-2 envisioned that partners would launch new projects, which were based on CARE-B models.  However, based on input from the HIV Programme team in Jessore, it may be more efficient in many cases to have CARE-B establish the project and then hand it over to a partner organisation.  (This is a totally new way of looking at partnerships within the HIV Programme and is reflective of the type of entrepreneurial thinking that is going on at the field level.)

· With a full and proper commitment to partnerships, the HIV Programme could have considerable influence over the quality and coverage of interventions operated by partner organisations.  In fact, CARE-B’s extensive experience and success in dealing with marginalised/vulnerable populations gives it tremendous credibility and the accompanying authority to speak with confidence on how and why their interventions with these populations are so successful.

· The HIV Programme has not adequately documented its interventions so it has difficulty sharing its knowledge with partner organisations.  As a result, most partnerships require a significant time commitment from CARE-B staff when they launch a new intervention.  This is an inefficient way to manage partners but it does fit the current capabilities of the Programme.  Without a significant change in its overall approach to partner organisations, this inefficiency will handicap CARE-B’s ability to rapidly expand its work through partnerships.

· If CARE does not improve every aspect of partner management, including identifying potential partner organisations, negotiating and formalizing agreements with them as well as training and supporting them, it could jeopardise its ability to compete for the upcoming GoB/World Bank-funded NGO contracts in HIV/AIDS.

Recommendations:

· The HIV Programme needs to completely reorient itself around the concept of using partner organisations to expand the number of interventions available to marginalized, high-risk behaviour populations. To reach more people and to get the best return out of DFID’s investment in SHAKTI-RASTTA, CARE-B must see itself as a resource organisation in the “business” of providing the expertise required to support partner-run interventions.

Currently, the interventions actually run by CARE-B are the focus of the HIV Programme, when they should be viewed primarily as demonstration projects; i.e., a tool that CARE-B uses to refine and retain its HIV/AIDS expertise while simultaneously providing an important service to critical populations.

· CARE-B must accelerate its efforts to find partners for new and existing interventions.  In fact, finding partners to establish new interventions and to take over existing interventions – other than those retained as demonstration projects – should be CARE-B’s highest programmatic priority.
Tactical Recommendation: The TC for Partnerships should be an extremely capable and highly motivated individual who can drive the partnership initiative.  Essentially, this person should be the partnership czar with the authority and the personality to cut through bureaucracy and get MOUs signed with appropriate organisations.  For at least the next 12 months, the TC-Partnerships should also maintain a relationship with new partners to ensure that they are properly trained and supported.  This is important because successful partnerships are the best way to ensure that CARE-B continues to find and secure qualified partners.

· The HIV Programme must properly and thoroughly document its various intervention models.  Nearly 100% of the Programme’s institutional memory is in the minds of staff, almost nothing is written down.  This is not a problem unique to CARE-B but it would be a significant loss not to capture the Programme’s imbedded knowledge because it is 1) so extensive, 2) of such a high quality and 3) so valuable to broader efforts to stop the spread of HIV/AIDS.

Most importantly, this documentation will play a major role in the CARE-B’s ability to attract, train and support good partner organisations that can rapidly increase the coverage of SHAKTI-RASTTA interventions in Bangladesh.

This documentation also becomes a very effective way for CARE-B to share its experiences in HIV/AIDS with the global CARE network and to influence the development of CARE’s global strategy on HIV/AIDS.

· The process of finalising MOUs with partner organisations must be streamlined.  Following standard operating procedures, it is reported that an agreement can take up to seven months to move through the CARE-B system.  In light of the current status of the HIV epidemic in Bangladesh, it is not acceptable that these simple MOUs take so long to be finalized; this type of delay could cost lives.
Tactical Recommendation: Clearly, the senior management of CARE-B appreciate the importance of the rapid expansion of HIV interventions in Bangladesh.  There are, undoubtedly, mechanisms for expediting the process of executing MOUs within CARE-B.  The appropriate managers from the HIV Programme and the other departments involved in the process need to agree on how to move the HIV/AIDS MOUs through the system as quickly as possible.

· In addition, the quality of the proposals attached to the MOUs, which are drafted by the partner organisation to explain their intervention, must be improved.  The proposals are poorly written and have no consistent format.  In addition, their obtuse language could pose serious problems in determining whether or not a partner organisation has lived up to the terms of the agreement.
Tactical Recommendation: CARE-B should provide potential partner organisations with a set of simple guidelines to ensure that the proposals provide certain, essential information and are clear and concise.  If necessary, CARE-B should work directly with the partner organisation to draft an appropriate proposal.

Notes:

· One of the reasons it is important to have a Regional Coordinator in place for the Central Region is that this person can – at a senior level – work with the TC-Partnerships to keep track of the whole partnership process and provide management support as required.  The importance of expediting the MOUs for partner organisations is also a reason that a dynamic TC-Finance & Administration is valuable to the HIV Programme.

· CARE-B could play an important role in the pending GoB/World Bank project on HIV/AIDS in Bangladesh.  However, it would be a mistake to not take aggressive steps to prepare the organisation for the competitive bidding that will invariably be part of the process to determine which NGOs will partner with the government.  Unless CARE-B reinvents itself as a knowledge-based/resource NGO, winning a significant piece of the Bank project is not likely.

Development of Self-Help Groups & Self-Organisation

Findings:

· One of the many successes of the initial SHAKTI project was the establishment of self-help groups amongst key target populations.  Under SHAKTI-RASTTA, CARE-B has been able to build on that success with groups such as Nari Mukti Sangha (BBSWs), Durjoy Nari Sangha (SBSWs), Bondhon (TGs), PROCHESTA (IDUs), APOSH (IDUs) and the Positive Network (PLHA).

· CARE-B has worked long and hard with these self-help groups to ensure that they are viable.  It is difficult and time-consuming work that requires tremendous patience and dedication because it is so dependent on the personalities and the commitment of the community members involved in the self-help group.  The CARE-B staff who have nurtured these groups deserve great credit for their work.  Their efforts have ensured the viability of these groups.

· Although CARE-B’s work with self-help groups has been successful, there have been varying degrees of success.  For example, Nari Mukti Sangha and Durjoy Nari Sangha have become very strong and cohesive organisations; recently, both of them held first-ever elections for officers and they both are playing increasingly active roles in implementing CARE-B interventions.  However, other groups have not evolved as far or as quickly.  But for many of these populations, to simply have a self-run, self-help group is a significant achievement that empowers them in many other aspects of their lives.

· With its success in helping marginalised/vulnerable populations organise self-help groups, CARE-B has the opportunity to expand the network by using the initial groups to help start additional groups.  Durjoy Nari Sangha is in the process of replicating itself in other parts of Dhaka.  Exactly how this initiative unfolds is difficult to predict but it is, nonetheless, a logical extension of the self-help approach.  (It is not clear in replicating itself if Durjoy will simply bring new members into the larger group or enable separate “chapters” to evolve on their own.)

· The self-help groups affiliated with SHAKTI-RASTTA appear to have significant interest in working with other self-help groups, including those with similar memberships and those serving completely different communities.  For example, Durjoy Nari Sangha, which serves street-based sex workers, has a very collegial relationship with Bondhon, which serves the transgender community.  There is also some rivalry, based in large part on the fact that Durjoy is larger and more “successful.”

In general, the self-help groups appear to recognise the inherent benefits of linkages and collaboration with other similar groups.  For its part, CARE-B recognises that it must do more work to help groups make these connections.

· CARE-B has facilitated contacts between self-help groups across Bangladesh and across borders.  Presently, these contacts have generally led to cross-visits and informal discussions, which are extremely beneficial to the groups.  The next step is to encourage more formal relationships between these groups as a way to further strengthen them.  (Keeping in mind that the ultimate reason to strengthen the groups is to further empower the individuals who belong to them.)

· As is the case with all of CARE-B’s interventions, the focus has been on implementation.  Consequently, there is almost no documentation of their work with the self-help groups that could be used to replicate the initiative.  Expertise is generally shared on an ad hoc basis, although formal presentations have been made in various fora.  Unfortunately, without good documentation, it is difficult to promote and ensure replication of the CARE-B experience.

· Nari Mukti Sangha and Durjoy Nari Sangha –the most highly evolved examples of self-help groups affiliated with CARE-B – have proven that these types of groups can become viable partner organisations.  For example, both groups have been involved in assessment projects, they manage ongoing condom sales efforts, they are currently expanding their roles as implementing organisations, etc.  They have unquestionably proven their ability to work directly with the target populations of the interventions and within the surrounding community.

In most ways, they are far more attuned to working with marginalised and vulnerable populations than traditional NGOs and CBOs because of their background.  They are more sensitive to the needs of the target populations and they still have the much-needed ability to understand the perspective of the local community.

· The most common self-run initiative amongst the groups affiliated with CARE-B is condom sales.  Although the groups sell hundreds of thousands of condoms, these initiatives are not currently self-sustaining because they sell the condoms below market value.  There has been some discussion about raising the price of the condoms so that there is an actual profit from the sale but there is a general concern that neither the groups nor their customers can handle a price increase.

· The most promising initiatives amongst the self-help groups are the ones linked to their ability to assume more responsibility – particularly for implementing interventions – or to an expansion of their group to new communities.

Once again, Nari Mukti Sangha and Durjoy Nari Sangha are leading the way.  Nari Mukti, as a registered NGO, has signed an MOU with CARE-B to manage an HIV/AIDS intervention in Tangail for street-based sex workers and rickshaw pullers.  Durjoy is currently negotiating with CARE-B to manage the operation of several drop-in centres for street-based sex workers in Dhaka.  And it comes as no surprise that Nari Mukti and Durjoy have had cross-visits to help them with their different endeavours.

Both groups are also extremely interested in extending their work across Bangladesh and into other countries.  Given the active network of sex worker organisations in India, it is inevitable that a cross-border connection will be established.  Already, informal discussions have taken place and it is only a matter of time before formal links are in place.

In general, CARE-B will continue to facilitate the growth of these groups but, increasingly, the groups are initiating their own expansion plans.

· A network for HIV+ people in Bangladesh is still in its infancy.  CARE-B has launched its Positive Network for these people and it is currently serving a small group of HIV+ people (16) in Dhaka.  Members of the Positive Network receive peer and professional counseling at the organisation’s office, they are treated for opportunistic infections, they are taken to hospital as needed… basically, CARE-B extends a helping hand in whatever way it can.  There is a basic plan but, given the small population being served, CARE-B can afford to treat the needs of members on an individual basis.

· There is preliminary talk about procuring anti-retroviral drugs for the members of the Positive Network.  There is also talk about procuring AZT for expectant mothers who are HIV+.  To date, no decisions have been made or actions taken on either issue.

Recommendations:

· Self-help groups have proven to be one of the most important components of CARE-B’s successful interventions with marginalised populations.  Given the vital role of these groups, CARE-B should invest more time and resources in duplicating their success in other communities.  The most logical course of action is to leverage the success – and the capabilities – of the groups that are already operating successfully to spur the formation of similar groups around the country and in the region.
Tactical Recommendation #1: A key first step would be to analyse the evolution of these groups and document how and why they evolved into dynamic organisations.  With this analysis in hand, it would be much easier for CARE-B to work with existing self-help groups to expand their operations and/or start entirely new organisations.

Tactical Recommendation #2: In addition to the evolution of the self-help groups, CARE-B must document its overall work with them so that the invaluable tactical lessons that it has learned can be shared with other constituencies.  This is a consistent recommendation across all CARE-B interventions.  Good documentation will inevitably lead to more widespread acceptance and adoption of the model.

· CARE-B should devote more resources to building viable and active self-help groups in the MSM community, including male sex workers and transgenders.  (Bondhon, the transgender self-help group, currently has 200+ members in Dhaka.)  As is mentioned elsewhere in this report, there is some very disturbing data in the third round of national surveillance about the sexual behavior of men in Bangladesh, which supports more aggressive intervention with MSMs in order to prevent the spread of HIV.  In other parts of the world, self-help groups in this community have played central roles in addressing HIV/AIDS.

· One of the most positive outcomes of CARE-B’s rights-based approach to interventions is the viable self-help groups that it has helped foster.  The corresponding risk is that it would be relatively easy for the government or other established institutions in Bangladesh could turn against these self-help groups if they become too vocal or too difficult to manage.

CARE-B has a responsibility to prepare these self-help groups – particularly the more outspoken ones such as Nari Mukti Sangha and Durjoy Nari Sangha – to deal effectively with what is probably an inevitable backlash against their organisations; a backlash that will occur for the same reasons – prejudice, misunderstanding, fear, etc. – that their organisations exist to fight.

· CARE-B should aggressively encourage and support initiatives by the self-help groups to work together and to seek out partners in Bangladesh and in other countries.  As these self-help groups mature, CARE-B’s responsibility changes and promoting productive links with other organisations is one of the best ways to ensure the long-term viability of the groups.

· As quickly as possible, the groups need to become self-sustaining.  This will be much easier for some groups than it will for others.  But every group will benefit from a better understanding of sustainability.  For example, members of Durjoy are rightfully proud of the number of condoms that they sell.  However, more of them need to understand the economic reality of the subsidised pricing.

Once they are more established, self-help groups need to be more accountable and they need to understand the realities of their organisation’s situation.  Otherwise, their empowerment can only take them so far.

· The MOU that Nari Mukti Sangha signed to manage a RASTTA-BONDOR intervention was an important step in the evolution of this sex worker organisation.  Nari Mukti grew out of the SHAKTI-1 intervention in the Tangail brothel and now it is a registered NGO with a separate MOU with CARE-B to operate HIV/AIDS prevention project amongst street-based sex workers and rickshaw pullers in Tangail.

This very successful evolution should serve as a model for CARE-B.  Efforts to transform other organisations, which are similar to Nari Mukti, into legitimate partner organisations should be accelerated because of their inherent ability to reach marginalised, high-risk populations.

· CARE-B should proceed with the development of the Positive Network very carefully.  It should develop a small working group, which includes interested constituents such as DFID and UNAIDS, to consider appropriate ways to expand the organisation and its capabilities.

Given all the issues surrounding HIV+ people in Bangladesh, ranging from stigma to voluntary counseling and testing, CARE-B would be well advised to be very deliberate and inclusive as it evolves the Positive Network.  In addition, responsibility for the Network should sit directly with Dr. Jana, the HIV Programme Coordinator. In six to nine months, the responsibility could be shifted to another manager, depending on the evolution of the project.

Notes:
· As part of its plans for the Positive Network, CARE-B has begun planning to launch a voluntary counseling and testing centre in Dhaka.  Although there does appear to be a demand for high-quality, confidential VCT in Dhaka, CARE-B should be extremely careful as it moves forward with its plans.  Properly handled, VCT can play a critical role in addressing the HIV/AIDS epidemic.  Poorly handled, it can create a wide range of problems, including increased stigma and harassment of HIV+ individuals and further misconceptions amongst the general public about the epidemic.

It would be appropriate to bring in some outside technical assistance to evaluate the environment for VCT and explore implementation approaches, including quality and confidentiality.  It is also important to discuss any VCT initiative with DFID directly.

IDU Issues

Findings:

· CARE-B is doing an excellent job of identifying and serving injecting drug users who fall within the catchment areas of its IDU drop-in centres.  The IDUs within the catchment areas have ready access to clean needles, information about safe sex, STDs and HIV/AIDS and STD treatment.  In addition, the IDUs reached by CARE-B increasingly have access to detoxification/rehabilitation options along with the support from CARE-B staff to pursue these options.

· There is a serious question about the actual reach of CARE-B interventions; i.e., the IDU populations that exist outside of the catchment areas for CARE-B interventions.  The fundamental problem is the extremely fluid nature of the IDU population across Bangladesh, which makes it impossible to accurately count or track users.  However, where CARE-B has interventions, its field teams aggressively seek out IDUs and encourage them to use the drop-in centre.  CARE-B is also well aware of the fact that finding IDUs who are not participating in an intervention is an ongoing process and requires an extraordinary commitment on the part of the field workers to ensure that as many IDUs as possible are being reached.

· Realistically, 100% coverage is an unattainable goal.  The IDU population is too fluid.  But CARE-B, along with partner organisations, can provide wider coverage, which will put an intervention within reach of the overwhelming majority of IDUs in Bangladesh.  This will, however, require better local data about the IDU communities nationwide, including where they are located and how to reach them.

· The use of current and former drug users in CARE-B interventions has a very positive impact on the quality of the work.  They are particularly valuable as outreach workers with a unique ability to find and encourage IDUs to participate in the interventions.

· The known number of female IDUs is very small.  However, it is highly likely that there are more female IDUs who are very hidden within the social structure of the country, particularly amongst street-based sex workers.  CARE-B has been steadily improving its ability to work with female IDUs but it has not devoted significant resources to the effort as yet.

Currently, there is one female programme office in Dhaka.  She is a trained nurse and she works with the 60-65 female IDUs in the Dhaka DICs.  There is also one female outreach worker in Rajshahi.

· Although the distribution of needles and syringes is illegal in Bangladesh, CARE-B has developed a robust and efficient system to supply clean needles/syringes to IDUs and to dispose of used equipment.  Currently, there is a 2-3 month reserve of needles and syringes stored in Dhaka.

The risks associated with needle exchange remain extremely high.  A shift in the government’s tolerance of the CARE-B interventions would have a dramatic impact on their effectiveness.  Needle exchange is one of the essential services that brings IDUs into the CARE-B drop-in centres.

· There is a large and increasing number of heroin smokers in Bangladesh (13,000+) who could shift to injecting drug use.  There is also widespread abuse of phensidyl, a codeine-based cough syrup, amongst students – particularly women – and they could also shift to injecting drugs.  At the present time, CARE-B has very limited interaction with either population.  In addition, the limited interactions are ad hoc; there are no formal/structured interventions.  If economic or cultural factors generated a major shift towards injecting drug use by either group, the CARE-B interventions would be overwhelmed.

· On 14 August 2001, CARE-B signed an MOU with APON to provide greater access to rehabilitation services for IDUs.  APON’s approach is based on the Narcotics Anonymous 12-Step Programme.  This agreement with APON is important because there is a clear and strong demand amongst IDUs for detoxification/rehabilitation services.  Unfortunately, demand far outstrips supply in Bangladesh.

· At the present time, CARE-B staff have a very limited understanding of addiction and the 12-Step approach.  Consequently, both issues play a minimal role in CARE-B interventions.  However, there is a real thirst amongst the staff for more information and a better understanding of addiction and the 12-Step approach.  The agreement with APON will help CARE-B improve its knowledge base and it is clear that CARE-B staff will integrate this knowledge into their interventions, which will improve the quality of service it provides to IDUs at its drop-in centres.

· Across the CARE-B network of IDU drop-in centres, the focus has been and continues to be HIV prevention; i.e., needle exchange, STD treatment and education to encourage/support behaviour change, particularly condom use and safe sexual practices.  There is a subtle but steady shift toward broader social services for IDUs – e.g., social re-integration, inclusion of families in the recovery process, access to rehabilitation and substitution/treatment services – as CARE-B has recognised the importance of expanding its interventions to better address the problems they face.

This expansion is poised to gain momentum in the coming months as CARE-B  expands its relationship with organisations such as APON.  The challenge for CARE-B is to maintain its focus on HIV prevention while expanding the ways that it reaches the IDU community.  Treatment, rehabilitation, recovery, re-integration are powerful approaches that can change the life of addicts while simultaneously helping protect them from HIV.

· CARE-B maintains a regular dialogue about its IDU initiatives with the UN agencies working in Bangladesh.  The UNAIDS representative in Dhaka is particularly supportive of the work that CARE-B does with IDUs.  In fact, the SHAKTI intervention for IDUs is being documented as a best practice by UNAIDS.

It is not clear whether there are ways to leverage the relationship with the UN agencies to provide better coverage or quality of service to the IDU population in Bangladesh.

· There is a significant opportunity for CARE-B to expand its interaction with the IDU population, providing a broader range of services without sacrificing its goal of limiting the spread of HIV/AIDS amongst this population.  In fact, additional services, which have proven effective, will enhance the organisation’s ability to prevent the spread of HIV.

CARE-B is very open to the full range of interventions for IDUs; the 12-Step programme, community detoxification camps, self-help groups, substitution, etc.  The challenge for CARE-B is to maintain the quality of its interventions while expanding the number of options available to IDUs and expanding its reach across the country.  To date, CARE-B has been cautious about expanding the number of options and its reach.

Recommendations:

· CARE-B must aggressively expand every aspect of the IDU programme with an emphasis on using partner organisations – NGOs and government – to drive the expansion.  Using the proven model of the drop-in centre as the foundation, CARE-B must extend the reach of its IDU interventions to every community where there is a need.  It must also actively seek partners that can help it extend the options available to IDUs, particularly in the area of substitution, treatment and rehabilitation.

· CARE-B should draft a basic plan to address the full range of interventions that are appropriate for IDUs.  This plan should encompass interventions ranging from preventing predisposed populations (e.g., heroin smokers) from becoming IDUs to basic harm reduction, substitution, detoxification, treatment, family counseling, self-help groups, health care and education about addiction.

Although the drop-in centre and basic harm reduction remains at the core of the CARE-B approach, IDUs must have a wider range of options if CARE-B is going to continue to work with them successfully.  CARE-B must also understand the full range of options if it is going to develop relationships with appropriate partner organisations.  This plan will help define CARE-B’s approach for expanding the range of IDU interventions in conjunction with partner organisations.

· CARE-B should forge relationships with regional and international organisations that can help it expand the options available to serve the IDU population in Bangladesh.  These relationships will contribute to CARE-B’s institutional knowledge about addiction and harm reduction and help it refine its existing model (drop-in centre) and develop new ones (12-Step, detox, rehab, etc.)

· Although IDUs are a difficult group to track, CARE-B must gather and maintain better data – specifically on a community level – about this population.  This data should include where IDU enclaves exist around the country, how best to make inroads into these enclaves, where “hidden” populations of IDUs exist (e.g., students, street-based sex workers, middle and upper income individuals), what services are in demand by IDUs within specific geographic areas, where potential IDUs (e.g., heroin smokers and phensidyl users) are located, etc.

· CARE-B should expand the use of current and former drug users in its interventions.  These individuals are particularly useful in establishing the credibility of an intervention in a new community and in helping to locate IDUs within a given catchment area.  The use of current and former drug users is an essential component of the DIC model and their role should be clearly defined in any MOU with a partner organisations working with IDUs.

· There is a clear need to add female doctors to the DIC clinics in order to attract more female IDUs and to provide better treatment for the female partners of male IDUs.  In general, CARE-B should be more attuned to the female IDU population, particularly because there is good reason to believe that many more exist than is typically acknowledged.

· In response to the demand from staff, CARE-B should develop and launch a training programme on addiction and the 12-Step approach.  The MOU with APON provides for some training of this type and the timetable for its delivery should be accelerated.  Partnerships with other organisations should be developed and tapped to provide additional training/education on these topics and other aspects of treatment, rehabilitation, recovery, etc.

· Given the growing problem with heroin smoking and phensidyl abuse, CARE-B should develop a specific plan to use its resources to reach these populations before they switch to injecting drug use.  With the large number of heroin smokers and students in Dhaka, this plan should be piloted there.

· As CARE-B develops partnerships with other organisations, it must ensure that these organisations have productive links with CARE-B and between themselves.  For example, the connection between APON and APOSH should be strengthened to ensure that both organisations are benefiting from the other’s experience.

If CARE-B sees itself as a “resource” NGO, one of its primary roles is to facilitate the open exchange of valuable information so that partner organisations can improve their interventions by leveraging the good work of other organisations.

· Whenever necessary, CARE-B should advocate on behalf of the IDU community and in favour of the interventions that will benefit that community.  For example, in a country where needle exchange and drug substitution is illegal, CARE-B needs to work closely with the Department of Narcotic Control to ensure that government officials understand and value the impact these options – and other harm reduction tactics – have on the spread of HIV/AIDS amongst a critical population.

In addition, the staff working in the field need a local advocacy plan, which is actively supported by senior managers within the organisation.  Local advocacy is critical to the successful day-to-day operations of CARE-B interventions for IDUs and must not be overlooked.

Notes:

· APON needs technical assistance to improve the quality of its counseling services.  It would also benefit from some fine-tuning of its overall approach.  There are many organisations – both regional and from the UK – that could provide this support.

Sex Workers

Findings:

· Although the words “marginalised” and “vulnerable” are used widely to describe the populations targeted by CARE-B interventions, no single group is more marginalised or more vulnerable than female sex workers.  They are mistreated because they are sex workers, they mistreated because they are women and they are mistreated because they are poor.

· These women have limited control over their own lives precisely because they are marginalised and vulnerable and because they are sex workers, female and poor.  And this limited control has a direct impact on their behaviour.  Without the consistent and positive support they receive from organisations such as CARE-B and the emerging self-help groups, there are few incentives for these women to avoid high-risk behaviour.

· Even with consistent, positive support, it can still be extremely difficult for these women to stay away from high-risk behaviour and/or its consequences.  For example, under threat of violence or as the direct result of a violent attack, many sex workers are forced to have sex against their will and it is impossible for them to use a condom in those situations.  Conversely, the fact that sex workers are poor puts them in situations where they must choose between having sex without a condom or losing that client and his money.

· Despite the overwhelming problems they face, sex workers in Bangladesh are not generally ashamed of the work that they do.  For many of them, it is the best way to provide for themselves and their families, even if there are alternative jobs available.

· There are two primary reasons that CARE-B has had so much success dealing with this population: 1) it is completely non-judgmental about the work these women do and 2) it is attuned to the needs of the different communities of sex workers that it serves.

· Because it is not judgmental about the work these women do, CARE-B gives them the fundamental respect that they are denied from nearly every other segment of society.  This rights-based approach inevitably leads to the highly empowered self-help groups such as Nari Mukti Sangha and Durjoy Nari Sangha.  But more importantly, it gives individual sex workers a reason to respect themselves.

· The women who participate in various CARE-B projects may all be sex workers but they are not an entirely homogeneous group.  For example, the intervention that CARE-B operates in the Tangail brothel is distinctly different than the ones it operates for street-based sex workers in Dhaka. The fact that many street-based sex workers are also homeless creates a very different dynamic from a brothel community and CARE-B has done an excellent job of tailoring its interventions in response to the realities of the specific situations.

· The fact that the organisation is non-judgmental about their work and is attuned to their specific needs gives CARE-B tremendous credibility in the sex worker communities.  CARE-B has been able to leverage this credibility to nurture the formation and evolution of self-help groups and provide services, which can have a broader impact on the lives of sex workers and their families.

Unlike some groups that bring a particular zeal to their commitment to improve the quality of life for sex workers, CARE-B continually listens to the members of the community and works to meet their needs, not fulfill its own desires for them.

· Currently, CARE-B has limited interaction with male sex workers.  It does operate drop-in centres for transgenders/hijras in Dhaka but its reach into the world of male sex workers (non-transgenders) is almost non-existent.  In August 2001, CARE-B signed an MOU with ODPUP to establish MSM interventions in Mymensing and Shavar.  Many of the men who participate in these projects will be male sex workers.

· CARE-B has had varying degrees of success in bringing “life improvement” initiatives into the sex worker communities.  For example, in partnership with CARE-B, RASDO-PASASHIK PARSAD has been responsible for an adult literacy programme in the Tangail brothel since 1997, which has raised the literacy rate amongst sex workers from 3% to 18%.  Members of the Durjoy self-help group have been trained to conduct (and have conducted) rapid assessments of various sex worker populations, they are preparing to operate their own drop-in centres (complete with child care) and they have helped sex workers open bank accounts and learn how to maintain them.  In Tangail, the Nari Mukti self-help group became a registered NGO and is now a formal partner of CARE-B, managing interventions for street-based sex workers and rickshaw pullers.

As is the case in most development sectors, income-generating activities have had mixed results.  The different self-help groups have sold hundreds of thousands of condoms but the price is subsidised.  Consulting work – e.g., the rapid assessments – and small scale catering have been moderately successful and have good potential.

In general, the most promising “life improvement” initiatives are closely linked to the more successful self-help groups, Durjoy and Nari Mukti.  The fact that these women are increasingly empowered gives them additional incentive to launch initiatives with a broader impact on their lives.  The sheer sense of belonging to the group is proving to be a powerful engine of enterprise that has the potential to create new and appealing opportunities outside of sex work for these women.

· Except for the project for street-based sex workers in Tangail, the RASTTA-BONDOR interventions for sex workers are still in the planning phase.  The rapid assessments conducted by Durjoy, which are mentioned above, were done for RASTTA-BONDOR interventions.  Over the next three months, several interventions – largely targeting street-based sex workers – will be launched, using the basic CARE-B drop-in centre model.  (The RASTTA-BONDOR intervention is Tangail also follows the basic DIC model and preliminary indications are that it is effectively reaching the SBSWs in the city.)

· Over the next 12 months, both Durjoy and Nari Mukti will become increasingly important partners of CARE-B for sex worker interventions. Nari Mukti is already operating a DIC in Tangail and is interested in operating additional locations.  And planning is nearly complete for Durjoy to take over full operation of two DICs in Dhaka.  They are also discussing a role in at least five more drop-in centres in the city.

These two self-help groups are excellent partners because of their extensive and intimate knowledge of the target population.  In addition, it is a mutually beneficial relationship; CARE-B gets qualified partner organisations to expand its interventions for sex workers and the self-help groups get the experience and the funding, which contributes to their sustainability as organisations.

As is the case with interventions for other target populations, CARE-B has been slow to identify and secure agreements with partner organisations.  Although Durjoy and Nari Mukti can and will be valuable partners, there is a need for other organisations around the country to help expand the interventions for sex workers.

· CARE-B is beginning to look at the emerging population of hotel-based sex workers, particularly in Chittagong.  These “hotels” are essentially mini-brothels, except the women do not live there.  Many of the “hotels” are on floors in regular mixed-use commercial buildings.  The sex workers have a room for a certain number of hours per day/week, which enables them to build a regular clientele.  They often work at several different hotels during the course of a week.  The clients include locals and business people visiting the city.

Other NGOs are already working with the hotel-based sex workers but their initiatives are different than the CARE-B model, relying most often on education conducted in the “waiting room” of the facility.  It appears that there is a demand for CARE-type interventions.

· As the economy in Bangladesh slows, it is very likely that more and more women will engage in some type of sex work, either full or part-time, until the economy rebounds.  This will be true across Bangladesh in urban and rural areas.  At the present time, CARE-B has not invested any resources into understanding this potentially significant issue.  Their knowledge of sex work in rural areas is particularly thin.

· The basic model that CARE-B uses for sex worker interventions is extremely sound.  The drop-in centre with its multiple connections to clinics, outreach workers, education programmes, self-help groups, etc. has proven to be a highly effective way to connect with and empower communities of sex workers.  The model is very flexible so it can be adapted to work in communities as different as the Tangail brothel and amongst street-based sex workers in Dhaka.

The outreach workers are a particularly effective component of the model.  The fact that they are members of the community itself enhances the credibility of the intervention, which, in turn, extends its reach.  In addition, the outreach workers become role models themselves because the very act of becoming an outreach worker requires a certain level of self-respect and confidence.  At every intervention, the outreach workers are a compelling and inspiring group.

Recommendations:

· Most importantly, CARE-B must extend its network of interventions to cover sex worker populations (female, male and hijra) across Bangladesh as quickly as possible.  Both Nari Mukti Sangha and Durjoy Nari Sangha can play a role in this expansion but other partner organisations are needed to achieve the objectives of SHAKTI-RASTTA.  The male/hijra sex worker population is significantly underserved and it is vital that CARE-B reach more of these people.

· CARE-B needs to continue to build on the success of its interventions with sex workers.  To date, the evolution of the model has steadily improved the quality of the interventions.  It would be a serious mistake to let this momentum lapse.  Areas to explore include using outreach workers more extensively in STD treatment (see the section of this report on STDs on page 33), expanding the role of self-help groups (see below) and advocacy.

· The core strength of the sex worker interventions is the self-help groups.  Nari Mukti and Durjoy are extraordinary organisations that are only beginning to tap their potential.  CARE-B needs to work closely with these groups to leverage their capabilities without overwhelming them.  Both organisations are still relatively new and relatively fragile and CARE-B must be extremely careful not to jeopardise their future by pushing them too hard, too fast.

However, properly leveraged and supported, the Nari Mukti and Durjoy models could have a significant impact on the epidemic in Bangladesh.  CARE-B should develop a basic strategic and tactical plan for working with both groups to expand and improve the response to the epidemic.

One specific area where the self-help groups should be leveraged is the delivery of “life improvement” initiatives.  These initiatives – from literacy to child welfare – will be much more successful if they are driven by the self-help groups, with guidance from CARE-B.  It would also be beneficial to have legitimate business consultants with expertise in small enterprises work directly with the self-help groups to develop “business plans” that can focus and direct their moneymaking activities.

In general, the self-help groups are the most effective way to deal with the primary social factors that oppress female sex workers in Bangladesh.  These self-help groups – founded under the auspices of CARE’s rights-based approach to development – are ideally suited to address the issues of poverty, women’s rights and human rights.  The challenge for CARE-B is to define its role with these groups so that it can provide support but also promote independence.

· CARE-B should investigate opportunities to adapt its intervention model to serve other populations of sex workers, including hotel-based sex workers and those working in the rural areas, many of whom may be home-based.

Notes:

· Anecdotally, there is a very strong demand for better STD diagnosis amongst sex workers.  They are increasingly aware of the fact that most of their STDs are asymptomatic and they would like access to laboratory tests for STDs.  (See page 33 for more information on STDs, including testing.)

· There is an equally strong demand for HIV testing.  Although the prevalence is low amongst sex workers, many women would like to confirm their status.  
This demand should be seen as a very positive sign from a high-risk group.  CARE-B should work with other NGOs, donor organisations, etc., to explore the possibility of providing HIV testing for sex workers.

Transport Sector & Cross-Border Interventions

Findings:

· CARE-B has moved aggressively to establish interventions in the transport sector.  Using the core model of the drop-in centre, CARE-B is providing HIV/AIDS education and STD services to dock workers, truckers and rickshaw pullers.  No interventions are currently in place for sailors.

· To date, all the interventions in the transport sector are operated by CARE-B.

· The entrepreneurial spirit mentioned previously in this report is alive and well in the transport sector.  For example, on its own initiative, the CARE-B field team in Jessore launched a cost-effective newsletter for truck drivers.  This newsletter is now being rolled out across the country.

Also, in both Benapole and Chittagong, satellite clinics are being used very effectively to reach larger numbers of truckers and dock workers.  This type of aggressive and consistent outreach in readily accessible locales is proving to be very effective.

· Informal agreements are in place with some partner organisations but no formal MOUs have been signed for the operation of interventions targeting the transport sector.  Negotiations are ongoing with several organisations – including the Cart & Warehouse Labour Union in Chittagong and a major national trucking association – and MOUs with them should be formalised within the next 30 to 90 days.

· CARE-B is having problems identifying and securing MOUs with appropriate partner organisations.  In addition, the bureaucracy of CARE-B’s central organisation slows the process of finalising agreements with partner NGOs/CBOs, which, in turn, is a disincentive for the field teams to find appropriate partners.

· The lack of good documentation of CARE-B’s interventions is also contributing to the delay in developing partnerships with appropriate organisations.  With adequate documentation, CARE-B would be able to expand its search for appropriate partners because more of the established NGOs and CBOs would understand the specific work involved in managing a CARE-type intervention.

· Negotiations have recently begun to formalise a relationship with an Indian NGO – Bhoruka Public Welfare Trust – for a cross-border intervention targeting truckers.  This intervention, based on the DIC model, will be piloted on both sides of the Bangladesh/India border in the Benopole area.

· CARE-B has been working with UNDP on a cross-border trafficking initiative involving sex workers.  The initial funding for this project ends in December 2001 but a second round of funding is expected in 2002.

· CARE-B has also been collaborating informally with USAID on trafficking issues between Bangladesh, Myanmar, Nepal and India.  The core work being done by USAID should be very helpful in future planning of CARE-B trafficking/cross-border interventions.

Recommendations:

· Now that CARE-B has established an initial set of interventions that are proving successful, it is absolutely critical that it rapidly increase the coverage using partner organisations.  As is the case with every other target population, CARE-B needs to step up the pace of identifying and securing agreements with appropriate partner organisations.

· The entire process of identifying and securing agreements needs to be streamlined.  The inefficiencies within the HIV Programme and CARE-B at large must be wrung out of the system, otherwise the ability of the transport/cross-border interventions to have an impact on the epidemic will be compromised.

· CARE-B needs to document the basic drop-in centre model and supplement this documentation with specific information on transport/cross-border variations.  With solid documentation of the intervention model, CARE-B would be in a stronger position to approach potential partner organisations for both transport and cross-border interventions.

· CARE-B must be careful not to spread its resources to thin.  The trafficking initiatives are one example of project that should be very carefully evaluated in light of the many challenges that CARE-B faces as it expands the coverage of SHAKTI-RASTTA interventions.  This is not to say that the trafficking initiatives are not important; the issue is balancing the organisation’s resources at a time when expanding coverage is behind schedule.

Notes:

· There is a significant opportunity to develop regional and/or cross-border approaches to many of the problems that the SHAKTI-RASTTA interventions address.  However, the key to any regional approach will be identifying and securing partnerships, which is another reason that this specific issue should be a very high priority for CARE-B.

STD Treatment

Findings:

· CARE-B remains committed to STD treatment as a means to prevent the spread of HIV.  Strong and effective leadership, a highly motivated staff, well-developed outreach activities, excellent rapport with the target populations and a good model for delivering STD services demonstrate CARE-B’s continuing commitment to deliver STD services to the marginalised/vulnerable populations that would otherwise struggle to get them.

· Like so much of its work in HIV/AIDS, the CARE-B model for delivering STD services is based on the drop-in centre concept, which essentially makes services readily available to the target populations.  Increasingly, STD services are provided through satellite clinics that extend the reach of the local drop-in centre and put STD services (and related prevention messages and methods) even closer to the target population.  For example, CARE-B is operating satellite clinics in mess halls for rickshaw pullers and at truck stops.

· While the basic delivery model – clinics at drop-in centres and satellite locations – is sound, there are a number of serious problems with the way that STD services are provided.  The problems range from the lack of detailed service specifications in the MOUs with contractors who provide clinical services to a need for laboratory support for STD testing.  However, it should be noted that none of these problems are insurmountable.

· Quality.  The quality of clinical services is inconsistent across the network of CARE-B interventions.  The root cause of this inconsistency is the fact that none of the MOUs with organisations contracted to provide clinical services have detailed service specifications.  Consequently, the contractors are free to provide the service that they chose, not that CARE-B specifies.  This has obvious ramifications on quality assurance and the ability to properly audit the delivery of STD services.
Marie Stopes Clinic Society (MSCS) was identified as providing particularly poor quality STD services.  Their doctors are very mechanical with clients, they are often late and they do not respond to input from CARE-B staff that work with them.  As was noted in the SHAKTI Project Review of October 1999, MSCS staff are “less comfortable with STI care than with family planning” and this continues to be the case.
· Laboratory Support.  For more than three years, various documents related to CARE-B projects, including the SHAKTI Mid-Term Review and the SHAKTI-2 Project Memorandum, have raised the issue of laboratory testing for asymptomatic STDs, which are highly prevalent among certain CARE-B target populations.  To date, no arrangements have been made or agreements have been signed to provide this essential service.  
CARE-B must move beyond the syndromic approach to diagnosing and treating STDs if it wants to reduce the prevalence of STDs in its target populations.
· Record Keeping.  Inconsistent record keeping is another result of the lack of detailed service specifications in the MOUs with contractors who provide clinical services to CARE-B.  Every contractor uses a form for patient records that they developed themselves, each with their own registration numbers, data fields, diagnostic codes.  The unintended result is that CARE-B is left with incompatible data on its STD interventions.
More importantly, none of the contractors are capturing sufficient information on sexual history, which limits CARE-B’s ability to do any partner tracing.  (Although partner tracing is challenging with marginalised/vulnerable/high-risk populations, it is an essential component of an effective STD intervention.  Without tracing, re-infection rates will continue to be high as will the risk of HIV infection.)
· Training.  There is an urgent need for ongoing training of doctors, nurses and outreach workers to improve their clinical knowledge and skill base.  The lack of ongoing training has contributed to the decline in the quality of service delivery.
· Referrals.  CARE-B does not have a standardised protocol for internal and external referrals.  Consequently, high-risk clients who need specialised services may not get them or they may get them later than they should.

· Laboratory facilities that can support appropriate STD testing on an ongoing basis are not widely available in Bangladesh.  In addition, the government has openly expressed a preference that CARE-B work with a GoB-run facility; none of which are equipped to deliver the quality of service required to support the CARE-B interventions.  Securing an agreement with a laboratory to provide cost-effective support will be a challenge.

· The CARE-B drop-in centre model for HIV/AIDS interventions relies heavily on outreach workers.  There is an opportunity to involve these outreach workers more heavily in the management of STDs.  Giving specially trained outreach workers more responsibility will require more supervision by their managers but it could also reduce the cost of clinical services and increase the effectiveness of STD treatment.

Recommendations:

· CARE-B must act immediately to improve the overall quality of the clinical services provided as part of CARE-B interventions.  Without immediate improvements in the quality of clinical services, the effectiveness of STD treatment as a method to prevent the spread of HIV will be completely compromised.

· The proposed position of TC-STDs should be filled immediately by a medically qualified clinician with a sound knowledge of STDs and HIV/AIDS as well as experience in clinical governance/audit.

· CARE-B must develop detailed service specifications for inclusion in the MOU with every contracted provider of clinical services.  Examples of service specifications include: completion of a standardised history sheet, minimum time slot for consultation and clinical examination, management of traceable partners, counseling and condom promotion.  In addition, process specifications such as adherence to opening hours of the clinic, waiting time for patients, maintenance of confidentiality and adherence to infection control practices should also be part of the agreement with service providers.

These service and process specifications are an essential part of the contract with the providers of clinical services.  If a provider is not willing to follow the CARE-B specifications, then they should not be used in CARE-B interventions.

· CARE-B must develop a standardised history sheet for every provider of clinical services to use when working at CARE-B STD clinics.  The history sheet must contain information on risk behaviour and sexual partners during the symptomatic stage and the interval between initial treatment and re-treatment.

CARE-B must also develop a companion system of patient registration numbers and diagnostic codes, which every service provider must use in conjunction with the CARE-B history sheet.

· Within the next three months, CARE-B must begin addressing the serious and growing problem of asymptomatic STDs amongst their target populations.  This requires CARE-B to secure the necessary laboratory support for their STD clinics.
Tactical Recommendation #1: Given the limited availability of adequate laboratory facilities in Bangladesh and the importance of testing for asymptomatic STDs, USAID has recommended that key stakeholders form a working group to determine how the problem can be addressed in both the short and long-term, including discussions of protocols, procedures, etc.  The working group should include GoB, DFID, USAID, CARE-B, ICDDR-B, IEDRC and the Department of Virology at BSMMU.  (Representatives from the working group can and should be asked to serve on a small CARE-B steering committee on laboratory services.)

USAID is willing to take an active role in planning and managing the working group.  CARE-B should collaborate with USAID to ensure that this meeting takes place as soon as possible.

Tactical Recommendation #2: CARE-B should document its requirements for laboratory support and circulate them amongst possible laboratory partners, both public and private, to gauge their interest and capabilities.

Dr. Debashis Mandal, medical member of the Review Team, made the following initial recommendation: Direct microscopy for the diagnosis of Trichomonas, Bacterial Vaginosis, Candidiasis, GC (provisional diagnosis), Non-Specific Urethritis access for GC culture, Chlamydia, VDRL/RPR, TPHA and VCT at all level 2.

Tactical Recommendation #3: Launch a pilot project at the CARE-B clinic in the Tangail brothel or at the Durjoy DIC clinic in Dhaka, using outreach workers to obtain non-invasive bodily samples from asymptomatic members of the target population.  The samples are: 1) urine sample for the detection of gonorrhoea and chlamydia, 2) self-obtained blind high vaginal swab for the detection of T. vaginalis, C. albicans and bacterial vaginosis and 3) saliva sample for the detection of syphilis.

Patients who test positive for any of the STDs would be managed by single-dose directly observed therapy (DOT).  There would be a parallel system for tracing and treating partners.  Counseling and condom promotion would also be essential components of the pilot project.

Tactical Recommendation #4: CARE-B should modify the syndromic approach used in its clinics until laboratory services are available.  Dr. Debashis Mandal recommends: A single dose (oral) of Azithromycin 1 Gm should replace the current use of Doxycycline for urethral discharge in men and cervicitis/vaginal discharge for non-pregnant women with PID/abdominal pain.  An evaluation of the frequency of various resistant strains of N. gonorrhoea in Bangladesh is urgently needed to determine the future use of Ciprofloxacin/Ofloxacin for gonorrhoea. Ofloxacin should replace the current use of Doxycycline for PID/abdominal in non-pregnant women.

· CARE-B must do a better job of partner tracing at all of its clinics.  Capturing more and better data on sexual activity on the standardised patient history form is an important first step.  In addition, CARE-B must develop a standardised contact slip for all traceable contacts.  (The CARE-B version can/should be modeled from the NIPHP Manual on STI management.)  The contact slip should contain: 1) the location of the initiating clinic, 2) when the partner(s) went to a clinic and 3) where the slip should be sent by the partner’s clinic.

· Once the detailed service and process specifications are in place (see above), CARE-B should conduct regular clinical audits to ensure that service providers are maintaining a high standard of care.  At a minimum, these audits should occur twice per year; however, it may be valuable to have them quarterly for the next year to ensure initial compliance with the new standards.

· CARE-B should identify an appropriate partner organisation to provide ongoing training of doctors, nurses and outreach workers to improve their clinical knowledge and skill base.

· CARE-B should establish and adhere to a standardised protocol for internal and external referrals. It is essential that CARE-B ensure that all external referral organisations are fully prepared to deal with the types of clients that CARE-B will send them.  This includes their technical capabilities as well as their sensitivity to the client’s social welfare.  If referral organisations are not prepared to deal openly and fairly with marginalised people, then they should not be part of CARE-B’s referral network.

· CARE-B should conduct a pilot program – again, either in conjunction with the clinic in the Tangail brothel or at the Durjoy DIC in Dhaka – to extend the use of CARE-B outreach workers in STD management.

Level 1 Care would be entirely outreach-based and would include obtaining non-invasive samples, the administration of directly observed therapy, partner tracing and referral to Level 2 Care, which is essentially the existing system of clinical care.  To further enhance the quality of this STD service delivery model, CARE-B Field Trainers would provide additional information and support for STD management in the clinic after a patient has met with the medical staff.

Notes:

· The issue of laboratory testing for STDs has been on the agenda for several years.  There is a serious need and a strong demand for laboratory testing amongst the target populations, particularly amongst the female sex workers.  It is important for the success of the SHAKTI-RASTTA project that immediate steps are taken to implement testing as soon as possible.

Advocacy

Findings:

· After a lengthy search, the post of TC-Advocacy in the HIV Programme was recently filled.  The very capable woman who was hired is currently on maternity leave and is scheduled to resume working in March/April 2002.

· Advocacy is a core component of both the SHAKTI-2 and RASTTA-BONDOR projects.  However, it has received almost no attention since the launch of either project.  Consequently, there is an extremely limited flow of information from CARE-B to the key constituencies, including GoB, other NGOs working on HIV/AIDS in Bangladesh (as well as in the region and around the world), bilateral donors, multilateral organisations, CARE programmes in other countries and the local media.

· CARE-B decided to de-emphasize advocacy while they were searching for a TC-Advocacy.  In the interim, some informal advocacy was done – almost exclusively by Dr. Jana himself – but it was done on an ad hoc basis only.

· CARE-B has begun the process of developing a strategy for advocacy.  Before taking maternity leave, the new TC-Advocacy drafted a concept note for an advocacy strategy and a needs assessment.  In addition, she convened a planning meeting to prioritise policy issues for advocacy.

The preliminary work that has been done to date is very sound.  Unfortunately, given the importance and the need for advocacy on the issues of HIV/AIDS, marginalised populations, sexual behaviour, stigmas, etc., CARE-B has not progressed far enough or fast enough toward the development of a workplan, which will ensure that appropriate information and policy recommendations gets into the hands of the right people in a timely fashion.  This is a particularly acute problem at the present time as the new government in Bangladesh continues to take shape.

· Representatives from several key constituencies have been involved in meetings with CARE-B and/or visited their interventions.  However, many of the key players have had very limited contact with CARE-B and its interventions.  For example, none of the staff of the National STD/AIDS Programme have visited a CARE-B intervention.

· Little or no advocacy has been done to ensure a more supportive environment for behaviour change or a more enabling environment for interventions.  As mentioned above, CARE-B made the decision to delay any formal advocacy initiatives, pending the appointment of a TC-Advocacy.

One very challenging item on the agenda is support for a drug substitution initiative amongst injecting drug users.  Substitution could be a very effective tool in the expanding range of options for IDUs but it will require some very careful and well-coordinated advocacy in concert with other interested parties.

· CARE-B field staff continue to report very high levels of harassment of the marginalised populations served by the interventions they support, including beatings, rape, robbery and murder.  The harassment of female sex workers is most often by police, mastans, clients, babus, property owners and other sex workers.  Typically, IDUs suffer at the hands of police and mastans.

On the local level, CARE-B has had some success in advocating for a reduction in the harassment of sex workers and IDUs.  This success usually depends on finding a sympathetic official in the local government and its impact is generally short-term.  To date, there has been no coordinated or sustained campaign to address the issue of harassment on a national or local level.

· In Bangladesh, the stigma attached to HIV/AIDS looms very large.  There are stories of HIV+ people being kept under armed guard in hospitals, being abandoned by their families, losing their jobs, etc.  The stigma and pattern of related behaviour seen in so many other countries in the world is being repeated in Bangladesh. Even though the current number of HIV+ people in Bangladesh is very small, the number is growing and attitudes about HIV/AIDS must begin to be changed now while the epidemic is still under control.  Otherwise, the general public will be even less prepared to deal with the epidemic should it take off in Bangladesh.

· One of the most significant and most immediate opportunities for advocacy facing CARE-B comes from the self-help groups run by the brothel-based sex workers, the street-based sex workers and the transgenders.  Through its ongoing work with these communities and these self-help groups, CARE-B has helped these people empower themselves under very challenging circumstances.  The advocacy opportunity is to work with these groups to continue to further their empowerment.  By its very nature, raising the profile of these groups will have an impact on the national and local discussions of HIV/AIDS.

· The broader social/political issues of gender relations, gender inequity, women’s rights, violence, male responsibilities, etc. have been raised in the preliminary work that CARE-B has done on advocacy.  However, there is a significant amount of additional work to be done before CARE-B can play an effective role in advocating around  these issues as they relate to HIV/AIDS.

The advantage that CARE-B has in this particular arena stems from their rights-based approach to HIV/AIDS.  They have a solid understanding of these types of issues but they must transform that understanding into advocacy, which requires a different skill set than implementing interventions.

· The HIV Programme has not benefited from any larger advocacy initiatives undertaken by CARE-B’s as a major international NGO working in Bangladesh.

Recommendations:

· CARE-B must move quickly and aggressively to develop and implement an interim advocacy workplan to take advantage of the window of opportunity that exists with the new government.  If advocacy essentially continues on hold until March/April 2002, the opportunity to influence government early in its term will be lost.  In addition, the opportunity to play a role in the ongoing dialogue around the GoB/World Bank project will be minimised.

· The interim workplan should identify and priortise advocacy initiatives through June 2002.  However, it should mesh with the longer-term workplan (18 to 24 months), which should be developed as soon as the TC-Advocacy returns from maternity leave.

· Tactical Recommendation: CARE-B should appoint a team of senior managers from within and outside of the HIV Programme – including, if possible, the Country Director – to address the issue of HIV/AIDS with highly placed officials within the GoB.  Although the calendar may prevent this team from having many substantive discussions with GoB officials until late December, it is critical that CARE-B take its message on HIV/AIDS to the highest levels of government as soon as possible. 

· The workplan(s) must acknowledge the very broad use of the term “advocacy” within the HIV Programme.  It includes lobbying and government affairs, public relations, media management, marketing et al.  However, even a broad interpretation of “advocacy” should not dilute the focus of the message.  CARE-B – through its SHAKTI-2 and RASTTA-BONDOR projects – is focused on the prevention of HIV/AIDS, particularly amongst marginalised and vulnerable populations.  This message must be consistent across the advocacy initiatives undertaken by CARE-B, regardless of whether the listener is a government minister or a newspaper reporter.  Otherwise, CARE-B runs the risk of diluting its message and, consequently, its credibility.

· Given the window of opportunity to prevent HIV/AIDS from becoming a major epidemic in Bangladesh, it is strongly recommended that CARE-B as a large international NGO in Bangladesh play an active role in advocacy around HIV/AIDS.  The entire CARE-B organisation has more influence than the HIV Programme and it should be prepared to use that influence to ensure that key constituents understand and value the work that the HIV Programme is doing with marginalised and vulnerable populations.

CARE-B should also be prepared to share the lessons from SHAKTI-2 and RASTTA-BONDOR with other CARE country programs as part of the overall advocacy strategy.

Notes:

· Advocacy is one of the cornerstones of the combined SHAKTI-RASTTA programme.  CARE-B must make it a priority and allocate sufficient resources to this effort.  If advocacy is not pursued vigourously, the hard work that has made CARE-B’s HIV/AIDS initiatives so successful will not be effectively leveraged in Bangladesh or in other countries around the world.

· CARE-B had a significant and laudable presence at the recent ICCAP regional AIDS conference in Melbourne, Australia.  CARE-B had 17 abstracts accepted at this conference, a mix of poster and in-person presentations.  This type of showing at a major international conference is an important and valuable element of an overall advocacy campaign.

Cost Effectiveness

Findings:

· The GoB Health Economics Unit is currently evaluating the cost-effectiveness of the CARE-B interventions.  The original intention was to use the UNAIDS model to assess the cost-effectiveness of the interventions.  However, CARE-B urged HEU to start more modestly with an analysis aimed at providing a better understanding of the costs and the numbers of beneficiaries.  More advanced cost analysis will be undertaken later.

· Although a preliminary draft of HEU report is the only version available at this time, there are already some interesting questions being raised, which will be reviewed as HEU’s work progresses towards a final version of the report.

For example:

Why is the intervention with brothel-based sex workers nearly three times more expensive per person than the intervention with street-based sex workers?

It appears to cost $812 to train an outreach worker for street-based interventions.  What is the return on investment?  Will this cost decline over time?

STD treatment costs between $59 and $98 per person treated.  What factors cause the wide range in costs?  Do the benefits of treating high-risk populations outweigh the costs?  Will this cost decline if more patients are put through the clinical network?

Are the apparently high overhead costs justifiable in terms of the quality assurance and policy contact?

· The preliminary draft of the HEU report is a significant first step in an important process.  However, the report should include far more detailed interpretation of the data in its final version.  In its current form, the report is a detailed resource document setting out cost data and a methodology for cost analysis, based on best practice methods.  It provides good baseline data but it does not explain or justify the cost patterns or compare them with similar interventions in this country or around the world.  In addition, the draft does not make any policy recommendations.

Recommendations:

· HEU should be strongly encouraged to draw conclusions and provide interpretations of their data, which should encourage CARE-B management to evaluate how they are allocating their resources for SHAKTI-RASTTA.  HEU should also make specific policy recommendations based on their data.

· CARE-B must be prepared to move quickly to evaluate its interventions and to identify ways to improve their cost-effectiveness without comprising the quality of service.  As part of this evaluation, CARE-B should draft short and long-term workplans, identify information gaps that can help further analysis of cost-effectiveness, decide where and how to make necessary adjustments in their interventions and how cost-effectiveness has an impact on their strategic approach to the epidemic.

Notes:

· DFID has funded a three-year study of the cost-effectiveness of HIV interventions with the London School of Hygiene and Tropical Medicine (LSHTM).  The CARE-B projects have been included in this study.  LSHTM will use the data from the HEU, plus an additional two years of data that they will collect themselves, in their analysis.  The study will both use and challenge the UNAIDS models to estimate the cost of averting HIV infections.

Annex

List of Abbreviations

AC
Area Coordinator

AIDS
Acquired Immune Deficiency Syndrome

APON
Ashokti Punorbashon Nibash

BBSW
Brothel-Based Sex Worker

BONDOR
Port (Bangla)

BTTB
Bangladesh Telephone & Telegraph Board

CARE-B
CARE-Bangladesh

CBO
Community-Based Organisation

DFID
Department For International Development

DIC
Drop-In Centre

DOT
Directly Observed Therapy

GoB
Government of Bangladesh

HEU
Health Economics Unit (GoB)

HIV
Human Immuno-deficiency Virus

ICDDR-B
International Centre for Diarrhoeal Disease Research - Bangladesh

IDU
Injecting Drug User

LSHTM
London School of Hygiene and Tropical Medicine

MSCS
Marie Stopes Clinic Society

MOU
Memorandum Of Understanding

MSM
Men who have Sex with Men

NGO
Non-Governmental Organisation

ODPUP
Organisation of Development Programme for the Underprivileged

OPR
Output to Purpose Review

PDO
Project Development Officer

PLHA
People Living with HIV/AIDS

RASDO
Rural Agricultural Social Development Organisation

RASTTA
Road (Bangla)

RC
Regional Coordinator

SBI
Street-Based Intervention

SBSW
Street-Based Sex Worker

SHAKTI
Stopping HIV/AIDS Through Knowledge and Training Initiatives

STD
Sexually Transmitted Disease

TC
Technical Coordinator

TG
Transgender

UNAIDS
United Nations Joint Programme on AIDS

UNDP
United Nations Development Programme

VCT
Voluntary Counseling & Testing

WB
World Bank


