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Introduction

T

he continuing process of enhancing the AIDS Medium Term Plan (AMTP), through
nationwide and multi-sectoral participative consultations, serves as the unifying
framework to clarify linkages and strengthen partnerships among stakeholders, by forging
a common ground for STI/HIV/AIDS response in the Philippines. The task of unification
and coordination lies with the Philippine National AIDS Council (PNAC), a multi-sectoral
governing body created by the Philippine government to oversee HIV/AIDS response in
the country.
The Third AMTP, which covered a planning horizon of five years, ended in 2004. It called
for the acceleration of the country’s response to stay ahead of the epidemic, a task both
daunting and challenging that the country must resolutely carry on. To do so, a successor
plan is necessary to sustain the gains of the past five years, and address the gaps and
emerging challenges that the country faces in relation to STI/HIV/AIDS.
The new plan will serve as a blueprint for action in accelerating the country’s response to
STI/HIV/AIDS during the next six-year period. This time, plan formulation will include not
just the Medium Term Strategic Plan (2005-2010), but also an accompanying Indicative
Resource Requirement and a one-year Operational Plan (2005), which will be updated
annually. Based on the assessment of the AMTP III, it is envisioned that the national
response must:
· intensify prevention interventions among highly vulnerable groups identified in
AMTP III - people in prostitution (PIPs), men who have sex with men (MSMs),
injecting drug users (IDUs) and clients of PIPs; and scale-up prevention efforts
towards other vulnerable groups (e.g., overseas Filipino Workers or OFWs, youth
and children)
· expand coverage and integrate HIV/AIDS in the development priorities at the
local level, giving priority to identified risk zones;
· improve the coverage and quality of care and support for people living with HIV/
AIDS; and,
· strengthen management support systems for the national response

The formulation of the AMTP IV was guided by an agreed-upon Plan Content Outline and
planning parameters approved by the PNAC. An Ad Hoc Planning Task Force composed
primarily of the chairs and co-chairs of the existing PNAC committees and representatives
from various sectors was organized to serve as the core planning body. This was expanded
to four (4) sub-committees which put details in each strategic area. The planning was
highly participatory, allowing identification of oversights and facilitating consensus among
the key players. Series of national planning workshops attended by multi-sectoral
representatives were undertaken including special meetings by the Local Response
Committee and the workplace led by Occupational Safety and Health Center (OSHC) of
the Department of Labor and Employment (DOLE). The AMTP IV was further validated
with regional and local counterparts through the regional cluster consultative meetings
held in Luzon, Visayas and Mindanao.

3
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Par
artt 1 Situationer
A.

CURRENT EPIDEMIOLOGICAL PROFILE

A total of 2,200 HIV/AIDS cases have been reported as of December 2004. The HIV/AIDS
Registry shows that 1,524 or 69 percent of the total reported cases were asymptomatic and 676
or 31 percent were AIDS cases. Forty-two percent of the AIDS cases (263) had already resulted
in deaths at the time of reporting.
The average cumulative annual increase of cases is at 110. Most of the cases were reported in
the years 1993 to 2004 during which time HIV sero-positive cases posted a significant increase
(HIV/AIDS Registry, 2004). Moreover, the number of cases reported per month also increased.
While in the past years, an average of only 10 cases were reported per month, current figures
show an average of 20 cases per month reported from 2002 to end of 2004.

Almost two-thirds (63 percent) of HIV seropositive cases were males and ninety percent were in the
20-49 age group. Two percent were less than 10 years old. Majority (85.0%) acquired HIV through
sexual contact, with heterosexual contact being the most common mode of transmission. Two percent
acquired HIV from their mothers. There were 640 (32.0%) HIV Ab seropositive OFWs, of which 38
percent were seamen. While reports indicate an increasing number of HIV infection among OFWs
over the years, the data on the proportion of infected OFWs over the total number of cases must be
treated with caution, since this sector is the most commonly tested and therefore reported, in compliance
with the requirement of the OFWs’ host country (2004 STI/HIV/AIDS Surveillance Technical Report).
The 2004 STI/HIV/AIDS Technical Report also revealed the following epidemiological characteristics:
· median ages for all the risk groups were in the twenty’s with male respondents (clients of
female sex workers, deep-sea fishermen and the injecting drug users) being older than
the female respondents;
7
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· most of the respondents were single, except for clients of female sex workers (CFSW)
and deep-sea fishermen (DSF), who were mostly married;
· most of the female sex workers were high school graduates or have reached high school
level; MSMs and CFSW were college graduates; while fifty nine percent of the DSF were
elementary graduates.

B.

RISKS & VULNERABILITIES

While the current epidemiological picture shows a low level of HIV prevalence in the Philippines, the
evidence of high-risk situations and practices indicate that an AIDS epidemic may be hidden and growing.
STI PREVALENCE. One indicator of high-risk behavior is the alarmingly high prevalence of sexually
transmitted infections (STI). The 2004 STI/HIV/AIDS Technical Report revealed increasing patterns
of STI among selected groups. Syphilis rates among high-risk groups (HRGs) ranged from 1-4%,
being highest among the freelance sex workers (FLSWs) and lowest among the registered female
sex workers (RFSWs). The female sex workers, both registered and non-registered, reported
signs and symptoms of STI more often than MSMs. A 50 percent increase of IDUs who reported
signs and symptoms of STI was noted in 2003 compared to 2002.
STI prevalence is also quite high among young females and males compared to the general
population, being highest among youth in the 18-24 age group. (2002 RTI/STI Prevalence Survey
in Selected Sites in the Country). A 2002 study conducted by Family Health International (FHI) in
Angeles City provides an alarming picture of STI prevalence in high-risk areas. It showed a
prevalence of gonorrhea and chlamydia ranging from 6.0 to 51 percent during three survey
rounds among the various groups studied, and that 35 percent of the respondents cited pain in
the lower abdomen and frequent urination as the most common signs and symptoms (2002 STI
Prevalence Study in Angeles City Among Sex Workers).
C ON D OM USE. Consistent condom use was generally low (<30%) among the HRG in 2003. Results
of the 2003 Behavioral Sentinel Surveillance (BSS) showed that:
· only MSM posted improvement from 2002 to 2003
· condom use by female sex workers with their non-regular partners was higher compared
to condom use with their regular-paying and regular non-paying partners
· MSM practiced anal sex more with their regular non-paying partners while they practiced
oral sex more with their non-regular partners and regular paying partners.
Based on the 2000 FHI STI Prevalence Survey in Angeles City, only 36 percent of the respondents said
they used condom every time they had sex. Among women, the proportion that consistently used condoms
was highest among registered sex workers and lowest among Guest Relations Officers. Condom use
among young people had also remained low even while the percentage of the youth population engaging
in premarital sex has increased by 5 percent from its 1994 level. Based on the 2002 Young Adult Fertility
and Sexuality Survey (YAFSS), 26 percent reportedly use condoms, but not consistently.
Number of Sexual Partners. The number of sex partners of female sex workers varies from one
to 80 per week based on the BSS conducted from 1997-2003. However, the median was two per
week for RFSW and four per week for FLSW. Some MSM reported as many as 55 sex partners
per month but the norm was two per month. Since 1998, the median number of sex partners per
8

Part 1 Situationer

month for the IDU was one. (2004 STI/HIV/AIDS Technical Report).
Young P
eople’s Se
xuality. Vulnerability of young people is also a major concern. Based on the
People’s
Sexuality
2002 YAFSS, the proportion of young people engaging in premarital sex increased from 17.8
percent in 1994 to 23.1 percent in 2002. Among those sexually active in the 15-27 age groups,
34 percent reported having multiple sex partners. The percentage of young men and women
engaging in unprotected sex was 70 percent and 68 percent, respectively. The percentage of
young people who believe that there is no chance for them to contract HIV/AIDS was 60 percent.
Among the general population, the 2003 National Demographic and Health Survey revealed
widespread lack of knowledge on HIV/AIDS. While almost all men and women have heard about
AIDS, only about half know the two major methods for preventing transmission of HIV (using condoms
and limiting sex to one uninfected partner). Among HRGs, the 1997 to 2003 BSS revealed that most
study participants knew of at least three correct ways of preventing HIV transmission. However, the
aggregate results showed no HRG posting significant improvement in knowledge over time and no
HRG attained the targets of the AIDS Surveillance and Education Project (ASEP) for this variable.
Sharing of Needles. The 2004 Technical Report of the National HIV/AIDS Sentinel Surveillance System
(NHSSS) showed that most surveillance sites reported use of prohibited drugs by HRG, but few are cases
of injecting drug use. Although the proportion of IDUs sharing injecting equipment has been decreasing,
the use of bleach and water in cleansing these equipments has also been decreasing since 2002.
Consultations with the sub-national or regional and local stakeholders confirmed the increasing
number of individuals practising high-risk behavior; low level of awareness on HIV/AIDS prevention
among most-at-risk groups, young people and the general public, and strong discrimination and
stigma against people living with HIV/AIDS (PLWHAs).

C.

THE NATIONAL RESPONSE

The recognition that HIV/AIDS poses a serious public health and development challenge has
brought about substantial achievements that, while admittedly limited in scope, have resulted in a
more comprehensive and purposive national response.
PO
LICY
POL

Policy response has improved as the country gained better understanding of the dynamics of
HIV/AIDS in the Philippines, progressing from the limited view of HIV/AIDS as a communicable
disease to a social development problem that demanded multi-sectoral and inter-agency action.
Guided by the World Health Organization’s (WHO) Global Programme on AIDS in the mid-1980s,
the first policy on HIV/AIDS was formulated, followed by the establishment of the National AIDS
and STD Prevention and Control Program (NASPCP) under the Department of Health (DOH).
With the passage of Republic Act 8504 in 1998, key government agencies formulated policies in
support of a comprehensive national HIV/AIDS response embodied in RA 8504:
·
·
·
·

Policy Guidelines on HIV/AIDS Prevention and Control
Policy and Strategies for STD/HIV/AIDS in the Workplace
Integration of HIV/AIDS Education In All Schools Nationwide
Guidelines on the Entry of People with HIV/AIDS to the Philippines
9
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· Policy Guidelines on HIV/AIDS Testing Among Children
· Memorandum circular enjoining all Local Government Units (LGUs) to implement RA 8504

In some LGUs, there is strong support from both the executive and legislative branches for local
HIV/AIDS response. Local AIDS Councils (LACs) were created and local budgets were allocated
for HIV/AIDS programs.
Though RA 8504 provided a clear, legal basis for action, various national government agencies have
not yet operationalized their mandates through concrete HIV/AIDS-related programs and services.
This implies that further articulation of the law is needed. In the regional consultations, several areas
reported that the law has not been well disseminated and fully understood by key stakeholders.

PR
EVE
NTI
ON
PREVE
EVENTI
NTIO

Information, Education & Communication (I
EC). Through the ASEP (1993-2003), various IEC
(IEC).
initiatives of non-government organizations (NGOs) proved effective in reaching groups most at
risk of HIV infection. Utilizing Behavior Change Communication (BCC) as an overarching
framework, these strategies employed one-on-one risk reduction counseling, community outreach
and peer education complemented with IEC materials, and mass media campaigns.
Integration of HIV/AIDS into the elementary, secondary and vocational curricula is continuously
being pursued, with teaching modules being revised to be life-skills based. Breakthroughs have
been achieved in targeting the workforce. The tripartite partnership of the DOLE, employers and
labor groups is an effective strategy in the promotion and adoption of HIV/AIDS programs in the
workplace. Seminars among fisher folks, drivers, men and women in uniform and human resource
groups have also been done. Media, legislators, Parents-Teachers Associations and in-school
youth were also provided with STI/HIV/AIDS orientation.
The current response has been adequate in programmatic scope, but inadequate in terms of
coverage. This is especially true with IEC. A national communication plan exists but this has not
been utilized such that there remain many missed opportunities in improving their overall costeffectiveness. A number of IEC initiatives have been undertaken but evaluating the effectiveness
of these initiatives to help in further sharpening key messages and identifying the most costeffective media mix has not been consistently pursued. There is also the absence of an inventory
and clearinghouse of STI/HIV/AIDS materials to facilitate adaptation across areas.
Advocacy
Advocacy.. Since the first prominent case (Dolzura Cortez) in 1992, more HIV infected Filipinos
have come out into the open and volunteered personal testimonies about their condition. These
efforts put a human face to the disease and made advocacy work gain momentum. For its part,
PNAC has done internal advocacy, resulting in the adoption and institutionalization of HIV/AIDSrelated programs by some of its member-agencies. Advocacy efforts aimed at the media were
significant, with training/orientation given to members of various associations of media practitioners,
resulting in more sensitive and responsible reporting of HIV/AIDS cases. A “Media Manual for
HIV/AIDS Reporting” and “Popularizing the IRR of RA 8504” was developed in 2001 to help
bring about a clearer understanding of the disease among media practitioners and make them
effective partners in HIV/AIDS prevention.

10

However, advocacy activities aimed at mobilizing support from various agencies and sectors have not
been creatively sustained at the national, sub-national and local levels. The participation of the private
sector in HIV/AIDS efforts also remains minimal. The religious sector (e.g. CARITAS, Salvation Army),
which has a strategic value for care and support, have not been optimally tapped even as opportunities
exist for their participation. Best practices have not been fully documented and disseminated.
Training. Capability building efforts had been strengthened over the years as the necessity for
prevention efforts became increasingly felt. For service providers that also include the HIV/AIDS Core
Teams (HACTs), training on comprehensive and syndromic STI management had been conducted.
For the labor sector, there is Occupational Safety and Health Training (AIDS 101) for key regional
implementors that include DOLE and TUCP trainors. There were also efforts to promote HIV/AIDS
prevention among specific occupational groups considered exposed to higher levels of risks (e.g.,
tattoo artists and embalmers). Initial efforts targeting men and women in uniform were pioneered in
1999 and again in 2002, building the capacities on HIV/AIDS prevention among enlisted personnel
in the Armed Forces of the Philippines (AFP) and Philippine National Police (PNP).
For the education sector, the Department of Education (DepEd) is scaling-up the reach of its
School-based AIDS Education Program (SAEP) through curriculum integration and training of
Subject Area Supervisors at the district and division (provincial or city) levels. For those working
with families and communities, the Department of Social Welfare and Development (DSWD)
produced and disseminated, through capability-building workshops for social workers, a userfriendly guidebook for community volunteers and leaders on HIV/AIDS which covers both
prevention and care and support. It also has a peer-counseling project that trains peer facilitators
on HIV/AIDS prevention information and counseling. More effective means of mainstreaming
HIV/AIDS into the counseling and pre-departure services are being enhanced. For OFWs, a
training module on HIV/AIDS and migration has been developed and administered to an initial
batch of trainees which include Foreign Service Institute (FSI) personnel deployed abroad, and
representatives from other agencies like the Overseas Workers Welfare Administration (OWWA),
the Philippine Overseas Employment Administration (POEA), DSWD and DOH.
Owing to limited financial resources, the reach of these training initiatives has been likewise limited. Manuals
have not been produced in adequate quantities and dissemination through training has been selective.
Prevention Services. The implementation of the STI Prevention and Control Program has been intensified.
Social marketing on STI treatment and care using the syndromic management approach was piloted in
eight sites with very promising results. In most cities, the capacity to provide services, such as diagnosis
and treatment of STI, counseling and referral system exists. Parallel efforts were also undertaken to
develop the capacity of the San Lazaro Hospital’s (SLH) STI/AIDS Cooperative Central Laboratory
(SACCL) and Research Institute for Tropical Medicine (RITM) in conducting HIV testing.
Condom use promotion has been done aggressively through the ASEP and program initiatives of
NGOs in partnership with DKT International. Selected LGUs also piloted the 100% Condom Use
Program (CUP) initiated by the WHO in 2000. The 100% CUP seeks to reduce the spread of
HIV infection by increasing condom use among PIPs. Program interventions have consisted of
providing PIPs with information and condom supplies. With regards to IDUs, small-scale harm
reduction efforts have been initiated in two cities - Cebu and General Santos.
However, efforts like condom use promotion, harm reduction and provision of social hygiene
services, which are aimed directly at preventing transmission of the virus among HRGs have
produced unclear results, implying inadequacies in both the quantity and quality of interventions.
11
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Services from most social hygiene clinics (SHCs) are lacking in quality due to lack of adequately
trained personnel and insufficient logistics like reagents. Also, the location and layout of many
SHCs negate stigma reduction and discourage health-seeking behavior.

TR
EA
TM
E NT
E AN
D SU
P PO
RT
TREA
EATM
TME
NT,, CAR
CARE
AND
SUP
PORT

Care and support services have been and are now being provided, although to a limited number of
PLWHAs. Care and support services have been extended to PLWHAs seeking services from RITM
and SLH. Other institutions offering support services include the (a) Pinoy Plus Association, Inc.; (b)
Remedios AIDS Foundation; (c) Positive Action Foundation Philippines, Inc.; and (d) Bahay Lingap,
a halfway home for HIV positive individuals. Other significant work include the development of HIV/
AIDS clinical management guidelines for hospitals, the training and establishment of HACTs in 56
DOH-retained hospitals and about 40 provincial hospitals, incorporation of antiretroviral (ARV)
drugs into the National Drug Formulary, development of Care and Support Manual for Social Workers,
and training of 103 social workers for community-based care and support.
Current financing relies primarily on donations and personal expense of PLWHAs themselves. Aside
from the prohibitive cost of ARV drugs, there is also the inaccessibility of basic drugs like painrelievers and medicines for opportunistic infections. It is also possible that the low coverage of drug
treatment is caused by the reluctance of PLWHAs to seek services for fear of stigma and discrimination.
Treatment, care and support (TCS) are also geographically inaccessible as these services are available
only in DOH medical centers (SLH, RITM and other government-retained hospitals) and the Philippine
General Hospital (PGH). The travel time and the additional transportation costs make it difficult for a
number of PLWHAs to access them. The quality of laboratory services in some facilities is also
deteriorating due to old equipment, fast turnover of personnel and limited reagents and other supplies.
The establishment of HACTs in public hospitals has not resulted to clear improvements in the quality
of care given to PLWHAs. Based on a study, majority of the complaints about insensitive and
discriminatory care of PLWHAs were directed at health service providers themselves.
LGUs reported that several hospitals do not have TCS systems in place. While members of the
HACTs have undergone training in support systems, they seldom function as such. Although a
manual on care and treatment of HIV/AIDS has been developed, this has not been thoroughly
disseminated. There is also no assurance that these protocols are adhered to, due to lack of
monitoring. The capability of private hospitals to manage PLWHAs is also inadequate since training
has been confined mainly to public hospitals.
Community support systems have been initiated by NGOs and the DSWD, but limited resources
(e.g., trained social workers, limited funds for training and monitoring) impinge on their capacity
to strengthen and expand. There is also no care and support program focusing on children.

LOCAL RESPONSE

Institutionalizing local response to HIV/AIDS has been recognized as vital in bringing about substantive
and sustainable progress in the fight against HIV/AIDS. PNAC undertook a rapid situational
assessment in 2002, which identified 48 areas as highly vulnerable to an AIDS epidemic.
Local response is present in at least 18 sites of donor-assisted projects (ASEP and The Policy
12

Project of The Futures Group). In these LGUs, local AIDS ordinances had been enacted for the
establishment of LACs and allocation of budget for an HIV/AIDS program. An additional 11
LGUs have started to develop HIV/AIDS prevention programs through the Global Fund to Fight
AIDS, Tuberculosis and Malaria (GFATM) project.
While the criteria for determining high-risk areas have been developed, and high-risk zones and
localities have been identified, the political and fiscal barriers at the local government level had
limited the reach of resources from the national level (both from GOP and donors). This has made
the sustainability of the gains uncertain in at least 18 sites where local response initiatives had been
implemented. The consolidation and packaging of the various definitions and categories of risk
areas into an official issuance by PNAC, is also absent or at best, unclear. Such issuance can serve
as a guide for localities to mount a local response. Questions were also raised as to the
appropriateness of the criteria and the process in assessing the LGUs’ degree of risk to HIV/AIDS.

SU
RVE
C E AN
D RES
EAR
CH
SURVE
RVEII LLAN
LANC
AND
RESEAR
EARC

The early establishment of the surveillance system, particularly the conduct of sero-prevalence surveys
among most-at-risk groups starting the mid-1980s, the establishment of the HIV/AIDS Registry in
1991, and the NHSSS in 1993 gave decision-makers and program planners a better understanding
of the common modes of HIV transmission in the country, the age range and sex of people infected
and the groups most-at-risk to the virus. The NHSSS-BSS introduced in 1997, continues to provide
vital information on the knowledge and trend of sexual behavior of groups most-at-risk. This has been
institutionalized in 10 sites where pre-disposing conditions exists for the prevalence of high-risk behavior.
Though in operation since 1993, the NHSSS covers very limited number of sites as well as limited sample
size and may, therefore, not be representative of the true picture in newly emerging high-risk localities. Also,
the HIV/AIDS Registry is constrained by under-reporting, delayed reporting and multiple reporting of cases.
At the local level, the problem is more serious with a number of provinces having no functional STI surveillance
mechanisms. This is especially true in poor, rural provinces, including tourist-destinations.
Outside of sentinel surveillance, a good number of important studies had been undertaken in the
last 10 years, but the findings have not been fully disseminated. More recently, groundbreaking
research had been undertaken to learn more about the disease, the socio-demographics of people
infected, the burden of the disease and the reasons why it is spreading. A research agenda has
been formulated, but due to resource constraints, most of the proposed studies were not pursued.

MO
N IT
O R I N G AN
D EV
AL
UATI
ON
MON
ITO
AND
EVAL
ALU
TIO

Monitoring and evaluating the thrusts of the national response has been inadequate. Efforts
have been limited to partial assessments that do not provide the complete picture. No evaluation
has been done to ascertain compliance with the provisions of RA 8504. For example, the
establishment of an HIV/AIDS program in the workplace is not enforced due to inadequate
number of personnel in the DOLE. Furthermore, there is no data on whether curriculum integration
in learning institutions at various levels is actually being pursued. There is also no definitive
information on whether hospitals are following the protocols for treatment, care and support.
An HIV/AIDS monitoring and evaluation (M & E) system has recently been developed by the
PNAC. However, operationalization of the M and E system requires substantive resources.
13
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RES
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Resources for HIV/AIDS in the Philippines were mobilized mainly from the following sources: (1)
the government’s annual budget allocation through the DOH, (2) local public financing and (3)
external funding from multi-lateral and bilateral agencies. Since the first case was officially
reported in 1984, external resources were mobilized to implement special projects as follows:
· WHO-assisted surveillance program through the Naval AIDS Medical Research Unit
(NAMRU) in 1986
· USAID-funded ASEP starting 1996
· European Union Support for HIV/AIDS and STD in the Philippines,
· AusAID-funded “Model Community Health/STD Facilities in Commercial Sex Areas in
the Philippines”,
· Provision of technical and equipment assistance by the Japan International Cooperation
Agency (JICA) for the development of SACCL as center for HIV testing and for the
Prevention and Control of STD,
· Southeast Asian Ministers of Education Organization (SEAMEO) – GTZ’s Control of HIV/
AIDS/STD Partnership Project in the Asian Region (CHASPPAR),
· Development of strategic plans, establishment of M&E system on HIV/AIDS and various
catalytic projects funded through the Programme Acceleration Funds of the Joint United
Nations Programme on HIV/AIDS (UNAIDS), as well as various activities of other UN
agencies such as WHO, United Nations Population Fund (UNFPA), United Nations
Children’s Fund (UNICEF) and the International Labour Organization (ILO).
The country has likewise started tapping the private sector. In a few areas, resources of LGUs are
now being mobilized thru LACs. Initial efforts have also been done to reach inter-faith coalitions
whose support can be mobilized particularly for treatment, care and support.

NATIONAL RESPONSE COORDINATION
The PNAC was created to oversee an integrated and comprehensive approach to HIV/AIDS
prevention and control in the Philippines. Despite the limited staffing of the PNAC secretariat
and inadequate financial resources, PNAC was able to accelerate the national response in various
aspects, particularly in the areas of local response, education and workplace initiatives.
There had been attempts to establish sub-national coordination mechanisms to consolidate regional
and local responses. At the sectoral level, the DOLE has created an inter-agency committee. At
the LGU level, LACs had been established, although in limited areas.
The creation of PNAC, while commendable, has created expectations that have not been fulfilled.
Other factors that have impinged on its ability to perform its tasks are the unclear delineation of
roles and functions between the secretariat and the PNAC members and working committees,
and the absence of staff with multi-disciplinary expertise that the national response requires.
Due to the aforementioned weaknesses, the Council has not been spared from communication,
reporting and relational problems. Regular feedback or updates to NGOs, LGUs and other members,
and submission of accomplishment reports by member agencies on HIV/AIDS is not a regular practice.
14
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Par
artt 2 The AMTP IV Strategic Plan
A.

GUIDING PRINCIPLES

The formulation of the AMTP IV was guided by the following principles:
1. The formulation and implementation of socio-economic development policies and programs
should include consideration of the impact of HIV/AIDS infection. Responses to STI/HIV/
AIDS should be mainstreamed in national and local development plans. Resources should
be equitably allocated taking into consideration the needs of different populations;
2. Multi-sectoral involvement is essential to the planning, execution and monitoring of the
national and local responses to HIV infection. People should be empowered to prevent
further STI/HIV transmission in all settings and situations;
3. Mainstreaming of treatment, care and support services for the infected and affected into
existing health and social services should likewise be pursued;
4. The dignity and rights of persons infected and affected by HIV/AIDS and that of health
care providers must, at all times, be promoted and respected;
5. All efforts should be harnessed to ensure the genuine and meaningful involvement of
persons infected and affected by HIV/AIDS at all levels of policy-making, project design,
implementation, monitoring and evaluation;
6. HIV interventions should be voluntary with quality information and guaranteed with utmost
confidentiality; and,
7. Efforts should be made to constantly improve HIV-related programs and adopt genderresponsive and rights-based approaches.

B.

POLICY DIRECTIONS

The directions of AMTP IV for 2005-2010 will be geared towards the following:
1. Efforts must be geared towards the prevention of the further spread of HIV infection and
to reduce the impact of the disease on individuals, families and communities;
2. It must ensure that measures and programs undertaken are responsive to the identified
needs of concerned sectors, individuals and groups;
3. Priority must be given to the infected and affected as well as to existing and emergent
highly-vulnerable groups, especially those not covered in the AMTP III, which include
OFWs, youth, infected and affected children;
4. Quality improvement in the design and implementation of STI/HIV/AIDS interventions
must be given due attention. Systems to monitor and measure quality of every intervention
must be put in place;
5. Scaling-up and expansion of effective intervention measures must be pursued and given
ample resource support;
6. It shall embody all on-going assisted projects and programs on HIV/AIDS to ensure
integration, harmony of purpose and direction and avoid overlaps;
7. It must include mechanisms to ensure a protected level of funding support to pursue its
goals and objectives;
8. The implementation, coordination, monitoring and evaluation mechanisms of the AMTP
IV should build on existing structures and systems, particularly those provided by the
Local Government Code; and
9. The directions and goals shall be aligned with the vision, goals and purposes of the
Medium Term Philippine Development Plan (MTPDP), the Millennium Development Goals
17
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(MDGs), UNGASS Declaration -of Commitment on HIV/AIDS, and the ASEAN Joint Ministerial
Statement and other international commitments that are considered relevant to the country.

C.

VISION

HIV/AIDS 2010: Greater access to holistic response

D.

GOAL

To prevent the further spread of HIV/AIDS infection and reduce the impact of the disease on
individuals, families and communities

E.

OBJECTIVES
1. To increase the proportion of the population with risk-free practices;
2. To increase the access of people infected and affected by HIV/AIDS to quality information,
treatment, care and support services;
3. To improve accepting attitudes towards people infected and affected by HIV/AIDS; and,
4. To improve the efficiency and quality of management systems in support of HIV/AIDS
programs and services.

F.

TARGET GROUPS & SECTORS

The AMTP IV shall take into consideration the different population groups and sectors in mounting
the national response against HIV/AIDS in the next six years. It will continue to focus interventions
on: (a) the sex workers, both registered and non-registered, including their clients, (b) the IDUs
and (c) MSMs. Equal consideration will be provided to PLWHAs and those affected by the disease.
Providing HIV prevention information and services will continue among the workforce, in-school
youth and the general public. The AMTP IV will give ample attention to emerging population
groups becoming more vulnerable to STI/HIV/AIDS – the OFWs, young people and children.
Considering that everyone is susceptible to HIV/AIDS and differs in their degree of vulnerability to
the infection, the various sectors of women, men, youth, children and the workforce must be equally
mobilized to take into account the vulnerability of their respective focal sector(s) to HIV infection.

G.

KEY STRATEGIES

The AMTP IV will pursue the following key strategies:
Strategy 1: Scaling-up and quality improvement of preventive interventions targeted to
identified highly vulnerable groups (sex workers and their clients, IDUs, MSMs and OFWs)
Strategy 2: Strengthening institutional and general public preventive interventions
Strategy 3: Scaling up and quality improvement of treatment, care and support (TCS)
services for people infected and affected with HIV/AIDS
Strategy 4: Integrate stigma reduction measures in the preventive treatment, care and
support services and in the design of management systems
Strategy 5: Strengthening and institutionalization of management systems in support of
the delivery of HIV/AIDS information and preventive services
18

H.

OPERATIONAL STRATEGIES, KEY RESULT AREAS & MAJOR ACTIVITIES
S
trategy 1
Strategy
Scaling-up and quality improvement of preventive interventions targeted at population
segments with risk behaviors and those identified as highly vulnerable.
Epidemiological studies have identified risk behaviors and vulnerability factors that facilitate the
transmission of HIV/AIDS like unprotected sex as frequently practiced by MSMs, sex workers and their
clients and the use of infected needles among IDUs. Specific population groups like OFWs are also
identified as vulnerable to infection. These groups are rendered highly vulnerable to HIV infection
because of the socio-economic and occupational contexts they are in. Though the country lacks solid
data on the number of highly vulnerable populations, studies show an increased prevalence of unprotected
sex among them, and some occupational groups are emerging as more vulnerable than others.

OP
E R ATI
O NAL STR
ATEG
OPE
TIO
STRA
TEGII ES

Improving the quality of prevention interventions among HRGs and expanding coverage would
contribute significantly to halting the further spread of HIV. There is an urgent need to assess
existing interventions in terms of their responsiveness and quality. Due attention will be given to
the promotion of 100 % CUP while BCC will be made inherent in every prevention effort. The
Harm Reduction Program will be expanded to other areas where the number of IDUs is increasing.
Aside from strengthening the existing health facilities as providers of STI/HIV/AIDS information
and services, efforts will be undertaken to widen the outreach network that will proactively reach
and serve the vulnerable groups. This would require intensive mobilization and organization of
the target groups as well as capacity building of outreach workers and other stakeholders.
In support, the criteria and process for identifying high-risk areas (See Annex 1) will be refined and
reapplied. The AMTP IV aims to cover all the 43 identified areas, phasing coverage from 2005 to 2010.
Partnerships between the local governments and NGOs will be strongly advocated while the establishment
of LACs will be fully encouraged. Efforts will be undertaken to mobilize resources to support local
response in the identified high-risk areas. Particular attention will be devoted to enhancing existing
programs for OFWs while establishing new measures to facilitate their access to services abroad.

KEY RES
U LT AR
EA
S
RESU
AREA
EAS

KRA 1: All migrant workers are provided with STI/HIV/AIDS preventive information and services.
KRA 2: PIPs are provided with focused STI/HIV/AIDS preventive education, skills and services
KRA 3: Clients of PIPs are provided with STI/HIV/AIDS preventive information and services.
KRA 4: MSMs are provided with focused preventive information, skills and services
KRA 5: IDUs are provided with focused STI/HIV/AIDS preventive education and skills and services
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Strategy 2
Strengthening institutional and general public preventive interventions.

Prevention interventions apply not only to HRGs but to everyone since every individual is vulnerable to the
infection. Unsafe sexual behavior, particularly unprotected sex, is reportedly increasing especially among
young people. Substance and sexual abuse among children and youth is also on the rise. Majority of HIV
recorded infections were among the age groups 20-49, considered the most economically productive
segment of the population. Awareness of the correct ways of preventing HIV transmission among the
general public remains low. The extent of coverage of STI/HIV/AIDS prevention interventions, given the
large population size of target groups, is still limited. Quality of service requires further improvement.

OP
E R ATI
O NAL STR
ATEG
OPE
TIO
STRA
TEGII ES

Prevention interventions among the general public is an integral part of the national response in
line with the thrust of laying a strong foundation for long-term impact. It complements the thrust
to engender a non-discriminatory environment for persons living with HIV/AIDS. The AMTP IV
will support the scaling up of STI/HIV/AIDS prevention information and service delivery in the
workplace. It will be expanded to cater to those employed in the public or government service and
to those working in the informal sector. This would entail mobilizing the Civil Service Commission
for government workers and other stakeholders for the informal sector.
The extent and quality of previous interventions will be assessed, the results of which will serve as basis in
developing an integrated approach in reaching young people, both in-and-out-of-school. Efforts to reach
young people in schools will be doubled and partnership with community-based organizations involved in
out-of-school youth programs will be established. Existing networks of young people (e.g. SK) and other
youth-oriented organizations will be tapped to integrate STI/HIV/AIDS prevention information and services.
On the other hand, STI/HIV/AIDS prevention for children will be given equal attention, with focus
on those who are in high-risk situations. A more specific program for preventing mother to child
transmission will be developed. Strategic key messages will be communicated to the general public
through the mobilization of media practitioners, media network and conduct of tri-media campaigns
and other information/promotional activities. These will be based on the enhanced Communications
Plan. Coverage will follow the priority areas of the concerned institutions but will consider realigning
with the targets of the other strategic interventions for convergence of efforts and impact.

KEY RES
U LT AR
EA
RESU
AREA

KRA 1: Children in risky situations are provided with appropriate STI/HIV/AIDS preventive
information, life skills and services
KRA 2: Children and young people in school (formal, non-formal, alternative learning systems)
are provided with appropriate STI/HIV/AIDS preventive information, life skills and services
KRA 3: Children and young people out of school provided with appropriate information and services
on STI/HIV/AIDS
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KRA 4: Local (public, private and informal) employees provided with appropriate information
and services on STI/HIV/AIDS
KRA 5: Other relevant sectors/groups (outside identified sectors) provided with basic HIV/
AIDS information on prevention and control
MAJ
O R AC
TIVITI
ES
MAJO
ACTIVITI
TIVITIES
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Strategy 3
Scaling-up and improving the quality of treatment, care and support services
targeted at those infected and affected

Access to health services is a basic human right, and empowering citizens to be productive is a basic duty
of the state. Providing care and support services will enable PLWHAs to lead positive and productive lives.
The country recognizes that TCS services, as articulated in the MDGs, UNGASS Declaration, and ASEAN
Joint Ministerial Statement as well as in RA 8504, are just as necessary as prevention interventions.
These are to be given equal priority as integral parts of the national response while placing the HIVpositive community at the core of the response. Access, however, to good quality TCS is limited. Only a few
tertiary government and private hospitals in major urban centers offer institutional care. While community
care and support programs exist to address the diverse needs of PLWHAs, these are still limited.

OP
E R ATI
O NAL STR
ATEG
OPE
TIO
STRA
TEGII ES

The AMTP IV will endeavor to make TCS more accessible to the infected and affected. It will continue
to support the establishment of three sub-national STI/HIV/AIDS centers in Luzon, Visayas and
Mindanao. The procurement scheme for ARV drugs and medicines for opportunistic infections will
be reviewed and redefined. Options to be pursued in procurement will be brought to the PNAC
leadership. Quality of care, treatment and support being provided by hospital facilities and other
institutions will be assessed and further improved. Ways to inculcate respect for PLWHAs and gender
sensitivity in serving them will be a continuing effort among service providers. The turn-around time of
confirmatory test/results will be reviewed and necessary improvement in protocols will be employed.
Continuous training/retraining of the core hospital teams will be judiciously prioritized.
Working with affected families who are also in need of care and support services is essential to
engendering a culture of care for PLWHAs. In this regard, capacities of affected families to cope
with their situation will be strengthened. Community-based support will be expanded while the
network of NGOs, the local government and community volunteers or outreach workers will be
mobilized and capacitated to provide quality and timely care. Critical in all these efforts is a welldefined and strengthened referral scheme that would allow HIV positive individuals to seek and
avail of necessary care. Advocacy for the involvement of NGOs, church and local governments
will be undertaken. Policies necessary to create a more conducive support environment will be
developed and promoted for adoption at the local level. The participation of the PLWHAs will be
consciously pursued at every opportunity.

KEY RES
U LT AR
EA
RESU
AREA

K R A 1: High quality diagnostic, treatment and care are provided to HIV infected and affected
persons
KRA 2: PLWHAs are provided with support services and referred for further intervention.
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MAJ
OR AC
TIVITI
ES
MAJO
ACTIVITI
TIVITIES
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Strategy 4
Integrate stigma reduction measures in preventive, treatment, care and support
services and in the design and installation of management support systems

HIV/AIDS stigma is defined as “prejudice, discounting, discrediting, and discrimination directed at
people perceived to have AIDS or HIV and at individuals, groups, and communities with whom they
are associated.” (1996 Herek, G.M., et. al, 1996). Stigma and the discrimination that accompanies it
negate efforts to combat HIV/AIDS. It drives the epidemic by blocking the public’s understanding of
its causes and makes it more difficult for men and women, especially those infected and affected, to
adopt preventive behaviors such as condom use, and voluntary counseling and testing (VCT). It also
affects the quality of care given and the perception of PLWHAs by communities, families and partners.
In the health care setting, stigma and discrimination happens because, more often than not, health
workers themselves have not been prepared to come to terms with their fears, anxieties and prejudices.

OP
E R ATI
O NAL STR
ATEG
OPE
TIO
STRA
TEGII ES

Reducing stigma is essential in making care, treatment and support more readily accessible to
those who are infected and affected. While it may be unrealistic to think that stigma and
discrimination can be eliminated, it can be reduced through a mix of interventions that include
supportive policies as well as information, education and counseling, among others. The AMTP IV
will support the continuous conduct of gender and development workshops/training among service
providers, policy-makers and the general public. Gender responsiveness of policies, standards
and protocols including training modules, IEC materials and advocacy documents will be inherent
in their design and dissemination. Management support systems such as planning, monitoring
and evaluation, surveillance and reporting could significantly reduce the stigma against PLWHAs
if properly designed and with gender perspective in mind.
Having adequate and correct information about HIV transmission is key to understanding PLWHAs
and appreciating their conditions and needs. Identifying credible individuals as champions in the cause
of the PLWHAs is essential in propagating accepting behaviors and attitudes towards PLWHAs. Engaging
PLWHAs themselves in the campaign and other HIV/AIDS-related work will help demystify and correct
misconceptions about them. Note that the following key result areas and activities are already integrated
in the other key strategies and interventions. They are only presented here to emphasize and to
highlight that stigma reduction efforts must be relentlessly pursued.

KEY RES
U LT AR
EA
RESU
AREA

KRA 1: Supportive non-discriminatory policies, guidelines and systems are developed and
enforced at the national, sub-national and local levels.
KRA 2: Service providers, key stakeholders and the general public are educated regarding stigma
and discrimination.
KRA 3: PLWHAs are empowered as effective advocates and educators
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MAJ
OR AC
TIVITI
ES
MAJO
ACTIVITI
TIVITIES
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Strategic Area 5:
Strengthening and institutionalization of management systems in support of the
delivery of information and preventive services, treatment, care and support

Effective governance is now acknowledged as a result of the capability to generate and utilize
information, make evidence-based decisions and exert influence or effect social mobilization for
development. Exercising these three key functions is dependent on the existence of functional
management systems (e.g., information, planning and policy-making, financing, coordinating, monitoring
and evaluation). These systems hold together the various component thrusts of the national response,
and hopefully propel the national response to a higher and sustainable level.
OP
E R ATI
O NAL STR
ATEG
OPE
TIO
STRA
TEGII ES

In view of the multi-faceted nature of the infection, there is a need to strengthen the coordination of the
response at the national, sub-national and local levels. For this purpose, efforts will be undertaken to
further strengthen PNAC as a coordinating body and the PNAC secretariat as its support. An organizational
development process will be undertaken, including a reorientation of mandates among member agencies,
role clarification and team building exercises. More proactive functioning of the committees should take
place along a clear delineation of areas and scope of responsibilities relative to the components of AMTP
IV. Critical to this strengthening is the strong support by the top PNAC leadership and the commitment of
respective heads of the member agencies. Restructuring PNAC and placing it outside the DOH will be
explored. Further consultations with key players for the sub-national level will be undertaken using the
three options of coordination mechanisms in Annex 2 as a start. Sub-national level coordination will be
piloted and expansion will be pursued towards the latter part of AMTP IV. Support to local level coordination
will be given due consideration in streamlining the functions of the various committees.
Enhancement of the surveillance system will continue and expansion of its implementation to other
high-risk areas will be supported. Review of the reporting system on STI/HIV/AIDS will be undertaken
and necessary improvements need to be instituted. The development of the M & E system which
started under AMTP III will be completed and further refined. Resources will be mobilized to establish
key indicators and set the target levels. A research agenda will be developed anew and efforts to
institutionalize a 2% allocation of total budget will be done. Review of policies affecting the provision
of TCS and prevention information and services especially among children, young people and
OFWs will be carried out. After almost two decades from its passage, the RA 8504 will be reviewed
and amended as needed. Resource mobilization is critical to the implementation of AMTP IV. A
more coherent and purposive resource generation campaign will be pushed.

KEY RES
U LT AR
EA
RESU
AREA

KRA 1: National-sub-national-local coordination mechanisms are rationalized, established and functioning
KRA 2: Supportive and more responsive policies and guidelines are formulated and enforced at
the national and local levels
KRA 3: Management systems in support of evidence-based advocacy, planning, policy formulation
and decision-making are installed and operational
KRA 4: Funds for strategic interventions are generated, appropriately allocated and effectively utilized
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MAJ
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I.

IMPLEMENTATION ARRANGEMENTS

The PNAC shall serve as the overall coordinator in the execution of the AMTP IV with the support
of the PNAC secretariat. Member agencies shall carry out their respective mandates with respect
to the AMTP IV. Existing committee structure will be reviewed and modified given the emerging
needs for focused interventions. An organizational cum planning meeting will be held at the start
of every year to translate the AMTP IV into an annual operational plan where the locus of
responsibility for each major activity will be identified and agreed upon by the whole body. A subnational coordination task force will be established and equipped to strengthen coordination of
efforts at the local level and to facilitate the flow of information, technical assistance and resources.

PO
LICY
POL

Policies and guidelines that will chart the directions in the implementation of the AMTP IV will be
formulated at the national level with due consultation among various stakeholders including those
involved in implementing programs at the local level. Each member agency of PNAC has its own
policy concerns, and each one is therefore expected to develop their respective policies and guidelines
following a consultative process. Issuance and adequate dissemination of these guidelines shall also
follow the formal route of the agency concerned. All policies and guidelines developed shall be subject
to the review by the Council. The LGUs, on the other hand, are expected to also formulate ordinances
that support HIV/AIDS prevention, treatment, care and support in their respective localities. They are
to adapt or localize national policies and guidelines as appropriate to their respective situations and
needs. Both the national government and LGUs are expected to enforce them.

TR
AI
N I N G AN
D OTH
E R FO
R MS O
F TEC
H N I CAL AS
S I STAN
CE
TRAI
AIN
AND
OTHE
FOR
OF
TECH
ASS
ANC

Training and other forms of technical assistance needed at the local level shall be provided by the
concerned agencies and partner NGOs. The PNAC secretariat will facilitate the infusion (NGO to
NGO, NGO to LGU, LGU to NGO, LGU to other donors, and NGO to other donors) and wider
application of appropriate technology, by coordinating with those who have the expertise and
those who need them. It will establish a directory of resource persons at various levels who will be
tapped to address the training requirements of stakeholders. PNAC will ensure the quality of
training given by developing and disseminating standards and reviewing the training modules of
institution-based programs. Should there be a need to mobilize expertise from the international
community, the PNAC shall take the lead in mobilizing said experts to help in the implementation.

AD
VOCACY
ADV

The AMTP IV requires the development of an overall advocacy plan to harmonize advocacy efforts,
purpose and messages and to focus these on identified target groups or audiences. It is incumbent
on PNAC to take this initiative in consultation with concerned stakeholders at all levels.
Stakeholders at the local level have been doing their respective advocacies and shall continue to
do so, guided by a national advocacy plan.
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The PNAC shall endeavor to make an inventory of IEC efforts with support from the local levels,
NGOs, the donor community and other stakeholders and undertake an assessment of their
effectiveness. It shall enhance the existing Communication Plan and ensure that each concerned
member agency implement and monitor the communication activities as designed and planned.
The local level stakeholders shall parlay of this overall plan in developing, expanding and adapting
IEC strategies and interventions in their locality. Each member agency of PNAC has been mandated
to undertake HIV/AIDS related information, education and communication activities for the various
sector groups they are to reach and serve. These mandates should be articulated to their regional
or local counterparts to ensure wider coverage and reach.
TR
EA
TM
E NT
E AN
D SU
P PO
RT
TREA
EATM
TME
NT,, CAR
CARE
AND
SUP
PORT

The provision of responsive treatment, care and support for those infected and affected by HIV/
AIDS requires the coordinated efforts of all concerned. These include hospitals, LGUs, national
agencies, NGOs and other concerned institutions and community groups. The DOH, in consultation
with the rest shall take the lead in reviewing and strengthening the referral system to ensure continuity
of care. The DSWD, together with their partner NGOs, will be responsible for establishing community
and home-based care systems. Policies and guidelines for TCS shall be reviewed and updated at
the national level. PNAC shall ensure that these are appropriately disseminated to all concerned.
LO
G I STI
CS
LOG
TICS

The procurement and acquisition of necessary treatment drugs and other medicines will not be costefficient and effective if these are done by LGUs or NGOs on an individual basis. The DOH is tasked
to coordinate said procurement and shall establish a procurement and distribution mechanism to
facilitate the easy access and availment of these supplies by those concerned. At the local level, the
LGUs shall take the prime responsibility for procuring drugs, supplies and reagents for their SHCs.

SU
RVE
C E AN
D RES
EAR
CH
SURVE
RVEII LLAN
LANC
AND
RESEAR
EARC

The DOH shall be mainly responsible for providing technical assistance to LGUs in establishing
their surveillance systems, which the latter shall be responsible for operating and maintaining.
Surveillance data will follow the routine flow from the LGU and hospitals to the DOH-Center for
Health Development (CHD) and DOH-national level. The DOH shall be responsible for
disseminating reports to all concerned. In research, the PNAC shall review and update the research
agenda for the next six years which shall serve as a guide in the review and approval of research
studies to be undertaken. The local level stakeholders are encouraged to undertake their own
researches on concerns applicable to their area.

RES
O U R C E MO
B I LI ZA
TI
ON
RESO
MOB
ZATI
TIO

Given the huge amount of resources to implement the AMTP IV, the PNAC Chair with support
from the Secretariat shall spearhead the mobilization of resources. The PNAC must also take an
active stance in coordinating and mobilizing donor assistance to further increase resources and
ensure their appropriate utilization and prioritization. It shall establish a mechanism by which the
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technical expertise of donor agencies, NGOs and concerned national agencies can be transferred
and expanded to other areas needing technical support. Furthermore, the PNAC shall document
various mechanisms and initiatives in order to promote the sustainability of programs and
interventions for HIV/AIDS prevention, treatment, care and support. As to the wealth of nonfiscal resources which the country has accumulated in implementing a national response, the
need to maximize their value will be addressed by the establishment of a dynamic resource
center that will act as a central repository of training modules, research studies, IEC templates
and materials, and information on agencies, organizations and individuals with expertise in these
areas. With the timely matching between needs and the resources present, the mobilization of
these resources is facilitated.
Refer to Annex 3 for the detailed delineation of scope and area of responsibility between the
national and local levels.

J.

MONITORING AND EVALUATION

The implementation of the AMTP IV will be monitored and evaluated using the sets of indicators
as defined and established by the Ad Hoc Committee on Monitoring and Evaluation. Please see
Annex 4. Specific targets for each indicator will be established once the baseline data have been
collected. The collection of baseline data is a priority activity to be undertaken during the first year
of AMTP IV implementation.
As designed, the monitoring and evaluation will be operationalized through the various agencies
as part of their mandate. Each database will generate a set of information which will be centrally
collected by DOH, particularly through the National Epidemiology Center (NEC). NEC in turn will
be responsible for consolidating and disseminating this information on a regular basis. Information
from the LGUs will be coursed through the Department of Interior and Local Government (DILG).
NGOs both at the local and national levels will be linked to the M and E System through an NGO
data clearinghouse.
The M and E system calls for various methodologies in collecting data. These include populationbased surveys, program monitoring, surveillance, special surveys and routine reporting.
Monitoring visits to local areas implementing their respective local response against HIV/AIDS
will be conducted. The PNAC, with DILG taking the lead will organize monitoring teams to make
the necessary visits to the local areas. A mid-term evaluation will be conducted to determine the
progress of implementation and the potential result of the activities and other inputs.

34

35

Par
artt 3 Indicative Resource Requirement
The following table provides an estimate of total resources required to implement the AMTP IV. The
amounts were based on the list of major activities identified under each strategic area and in consideration
of targeted number of areas to be covered and estimated number of population to be served.
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Option 1: PNAC – Regional Office/s – Local Level (SARS Scheme)

Functions
Functions::
(1)
(2)
(3)
(4)
(5)
(6)

organize planning and budgeting among concerned LGUs
advocate adoption of national laws at the local level
monitoring and evaluation
mobilize technical assistance
mobilize resources
strengthen the network

Legal Instrument
Instrument:: Joint Circular between DOH and DILG
Notes
Notes:: Structure already exists; fund releases may be coursed thru existing structures; regional
offices would require capability building
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Option 2: LGU Cluster Coordination

Criteria
Criteria::
(1)
the primary consideration for cluster coordination is access of the LGUs to services
(2)
presence of a strong NGO
(3)
the willingness of a government agency (DILG, DOH, etc.) to serve as secretariat
Functions
Functions::
(a)
coordinate cluster HIV/AIDS-related activities (quarterly meetings or as needed)
(b)
link PNAC to the area
(c) monitoring and documentation
Structure
Structure::
Chair (preferably an NGO)
Co-chair (the LGU)
Members: other government office representative (PNAC) and NGOs
Support Needed
Needed::
capability building and finances to sustain coordination activities
Process
Process::
rational clustering of LGUs and participatory decision-making among involved LGUs and clusters
Legal Instrument
Instrument::
MOA among participating LGUs and NGOs
Notes
Notes::
Contiguous LGUs’ response more cohesive; referral network strengthened; more
accessible services; containment measures of HIV beyond LGU/political jurisdictions; clustering
can strengthen PNAC
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Option 3: Use the existing Regional Office structures as the sub-national coordinating body,
mobilize active NGOs working within the region and coordinate directly with the cities or
municipalities
Option 3 is similar to Option 1, except that the Regional AIDS Task Force shall coordinate
directly with the cities/municipalities; initially those that have been identified as high risk.

Features:
(1) Regional offices of the PNAC national government member agencies shall be organized
to form the Regional AIDS Task Force (RATF). Active NGOs working within the region
and representing different sectoral groups shall be mobilized to become members of the
RATF (similar to the NGO representation at the national level).
(2) The RATF shall coordinate directly with the cities and municipalities, initially categorized
as high risk. Going through the provincial offices will only be an option particularly when
tackling special cases that demand the participation of provincial level stakeholders.
(3) The RATF can be chaired by the DOH and co-chaired by the DILG, which also follows the
national scheme.
(4) A regional office will have to be identified and willing to serve as the secretariat, with the
capacity to allocate extra resources within their budget, for coordinating HIV/AIDS response.
(5) Strengths of the scheme:
z
coordinating team will not be floating; it can be institutionalized in an existing
regional office; at the national level, this may have to be DOH or the DILG;
z
any regional office can take the lead;
z
fund releases to strengthen capability may be coursed through the usual transfer/
sub-allotment of funds (from the DOH);
z
Regional Health Offices may be mobilized to provide additional funding for HIV/
AIDS coordination from their own budget;
z
Regional team has the option to prioritize LGUs (high risk) they should coordinate with.
44

(6) Weaknesses:
z
there may be no representative NGOs;
z
may be far from the regional base (if locally-based at present-province/city);
z
process and criteria for selecting NGO representatives need to be defined clearly;
z
may need to allot 6 slots for NGO representatives.
Suggested Process:
(1) PNAC to convene and consult regions about the plan to establish regional coordinating
teams on HIV/AIDS; PNAC may have to come up with a generic template for coordination
mechanism based on the initial consultation;
(2) Regional government agencies to meet first and decide, on their own, how they should
organize themselves, taking into consideration the template (generic);
(3) Regional government agencies may meet with NGOs to mobilize their participation;
(4) Funds for their operations/administration may come initially from PNAC (estimated at
about Php 300,000 per region per year);
(5) Lead agency can be DOH or DILG;
(6) Regional Task Force can coordinate with the cities; may start coordination first with the
identified high risk cities and then expand to other areas;
(7) May want to start in regions where there are high risk areas (coordination team in other
regions may commence in year 2 or 3 of the AMTP 4).
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A. Preventive Interventions Focused on Highly Vulnerable Groups
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B. Institutional & General Public Preventive Interventions
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C. Treatment, Care & Support for the Infected & Affected with HIV/AIDS
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D. MANAGEMENT SUPPORT SYSTEM
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Goal: To prevent the further spread of HIV/AIDS infection and reduce the impact of the disease
on individuals, families and communities
Indicator/T
arget:
Indicator/Target:
HIV prevalence maintained below 1% of the general population
Objectives:
(1)

To increase the proportion of population with risk-free practices
Indicators/T
argets:
Indicators/Targets:
1.1
1.2
1.3
1.4
1.5
1.6
1.7

(2)

decrease in prevalence of STIs among OFWs, MSMs, IDUs and PIPs
increase in the proportion of OFWs, MSMs, IDUs and PIPs consistently using
condoms during their three latest sexual encounters
decrease in the number of sexual partners of OFWs, MSMs, IDUs and PIPs
% of IDUs with safe injecting practices
increase in the percentage of young people, aged 15-24 reporting the use of
condoms during sexual intercourse with a non-regular partner
increase in the percentage of youth who used condoms during their last encounter
with a PIP
increase in the percentage of OFWs who used condoms during their last encounter
with a PIP

To increase the access of people infected and affected with HIV/AIDS to quality
information, treatment, care and support services
Indicators/T
argets:
Indicators/Targets:
2.1
2.2
2.3
2.4
2.5

(3)

decrease in the proportion of AIDS/deaths over the total population of
HIV positives
increase in the percentage of people with advanced HIV infection receiving ARV
combination therapy
increase in the percentage of HIV-infected pregnant women receiving a
complete course of ARV prophylaxis to reduce the risk of MTCT
decrease on the percentage of HIV-infected infants born to HIV-infected mothers
increase in the number of PLHWAs visited at home

To improve accepting attitudes towards people infected and affected by HIV/AIDS
Indicators/T
argets:
Indicators/Targets:
3.1
3.2
3.3
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increase in the number of PLHWAs integrated and accepted by the community
increase in the percentage of general public with accepting attitudes towards PLWHAs
increase in the percentage of employers with accepting attitudes towards PLWHAs

(4)

To improve the efficiency and quality of management systems in support of HIV/AIDS
programs and services
Indicators/T
argets:
Indicators/Targets:
4.1
4.2
4.3

increase in government spending for STI/HIV/AIDS
increase in the National Composite Index
increase in the percentage of functional local AIDS councils

KEY STR
ATEG
STRA
TEGII ES

Strategy 1:
Scaling-up and quality improvement of preventive interventions targeted to
identified highly vulnerable groups (sex workers and their clients, IDUs, MSMs and OFWs)
Indicators/T
argets:
Indicators/Targets:
1.1
1.2
1.3
1.4
Strategy 2:

Increase in the proportion of OFWs, MSMs, IDUs and PIPs with appropriate
knowledge on HIV prevention
increase in the percentage of patients with STIs at health care facilities who are
appropriately diagnosed, treated and counseled
increase in the number of STD clinics where VCT services for HIV are provided
and/or referred to other facilities
increase in the percentage of OFWs tested positive for HIV
Strengthening institutional and general public preventive interventions

Indicators/T
argets:
Indicators/Targets:
2.1
2.2

2.3
2.4
2.5
2.6

increase in the proportion of the general public with appropriate knowledge on
HIV prevention
increase in the percentage of young people aged 15-24 who both correctly identify
ways of preventing the sexual transmission of HIV and who reject major misconceptions
about HIV transmission
increase in the percentage of schools with HIV/AIDS integrated in curriculum
increase in the percentage of schools with teachers who have been trained in lifeskills-based HIV/AIDS education and who taught it during the last academic year
increase in the percentage of primary and secondary schools where life-skillsbased HIV/AIDS education is taught
increase in the percentage of 30 largest employers (25 private and 5 public sector)
and 100 medium and 100 small scale enterprises that have HIV/AIDS workplace
policies and programs

Strategy 3:
Scaling up and quality improvement of treatment, care and support services for
people infected and affected with HIV/AIDS
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Indicators/T
argets:
Indicators/Targets:
3.1
3.2
3.3
3.4

increase in the number of health facilities offering services for PLHWAs
increase in the percentage of hospitals with functional HAC Teams
increase in the ratio of current school attendance among orphans to that
among non-orphans aged 10-14
increase in the number of community-based organizations doing care and
support for PLWHAs

Strategy 4:
Integrate stigma reduction measures in the preventive, treatment, care and support
services and in the design of management systems
Indicators/T
argets:
Indicators/Targets:
4.1
4.2
4.3

increase in the proportion of policies, protocols, training modules, IEC materials
and guides that are gender-sensitive and rights-based
increase in the number of files filed and won in support of HIV positives
increase in the percentage of health facilities (hospitals and STD clinics) rated
gender-sensitive and high quality through client satisfaction survey

Strategy 5:
Strengthening and institutionalization of management systems in support of the
delivery of HIV/AIDS information and preventive services, treatment, care and support
Indicators/T
argets:
Indicators/Targets:
5.1
5.2
5.3
5.4
5.5
5.6

52

increase in the number of national agencies allocating portion of regular budget
for HIV/AIDS
sub-national coordinating mechanism established and functional in all regions
scientific risk mapping designed and implemented
monitoring and evaluation system established and functional
policies and guidelines formulated, issued and complied with
training network for HIV/AIDS established and functional

