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Foreword

A National HIV Strategic Plan should provide clarity on how to achieve results, recognizing that
results can only be achieved through a multi-sectoral approach.

As the Minister of Health, | reaffirm the multi-stakeholder inclusion of government, civil society,
the private sector and key populations in governance, planning and implementation of Guyana’s
National HIV Strategic Plan 2013 to 2020: HIVision2020.

Accountability for this National HIV Strategic Plan and its implementation resides within the
National AIDS Programme Secretariat of the Ministry of Health that has authority to demand
accountability and drive multi-stakeholder Collaboration through functioning mechanisms

defined in this Strategic Plan.

HIVision2020 is fully aligned with both our national development and health sector strategies. In
this time of limited resources, prioritization will be critical for good resource allocation. Guyana
is committed to continuously identify capacity gaps and build capacity of multiple stakeholders
to develop and implement strategies and implementation plans, with appropriate support from

our development partners.

HIVison2020 is underpinned by the principles of Human Rights, Gender Equality,
Inclusiveness, Accountability, Value for Money and Sustainability.
| wish to call on all Guyanese and all our friends and partners to jointly make the vision of “Zero

New HIV Infections, Zero Discrimination and Zero AIDS-Related Deaths” come true.

Dr. Bheri Ramsaran
Minister of Health
Guyana.

February 2013
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Executive Summary

The aim of HIVision2020 the new National Strategic Plan for HIV of Guyana 2013-2020 is to
fully fund Guyana’s HIV response through country ownership and shared responsibility, to put
knowledge, experience, lessons learnt and innovation forward to make effective programme
decisions and to invest resources wisely to obtain optimal results for all the people of Guyana. It
is designed to place Guyana on a trajectory to eliminate HIV. This strategic plan succeeds
the previous plan of 2007 -2011 and addresses the issues and challenges of the epidemic in
Guyana today. This plan takes into consideration the priorities for national development and
specifically for the prevention and control of HIV, the regional priorities as guided by the
Caribbean Regional Strategic Framework (CRSF) and the international commitments to the
Political Declaration on HIV and AIDS and the Millennium Development Goals (MDGSs).

The development of the HIVision 2020 was led by a steering committee, chaired by the Minister
of Health and involved a wide cross section of stakeholders. The steering committee was
supported by technical working groups for each priority area. Information for the development of
the HIVision 2020 was gathered through desk review, key informant interviews, national

consultations and focus groups with key populations at higher risk.

Situation Analysis

Since the first reported case of AIDS in 1987, there has been a progressive increase in the
number of reported cases over the years. A cumulative total of 9,598 cases of HIV and 2,439
cases of AIDS were reported to the Ministry of Health for the period 2003-2012. The most
recent estimation exercise conducted for 2011 revealed HIV prevalence among adults 15-49
years of 1.1% (Spectrum/EPP 4.47). This represented a decrease from 2.4% in 2004 and 1.2%
in 2009 (UNAIDS Estimates). HIV prevalence among pregnant women was maintained around
1% between 2009 and 2011. Mother to child transmission of HIV continues to decline with the
absolute number of babies being infected reducing each year. In 2011, 5 babies were born
positive and the Mother to Child Transmission (MTCT) rate was 2.5%. HIV prevalence among
blood donors has also remained below one percent in the last five years, moving from 0.5% in
2008 to 0.3% in 2012. The 2009 Biologic Behavioral Surveillance Survey (BBSS) showed a

sharp decrease (38%) in the HIV prevalence among female sex workers (FSWs), from 26.6%
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(BBSS, 2005) to 16.6% (BBSS, 2009). In contrast only a slight decrease was observed among
MSM, from 21.2% (BBSS, 2005) to 19.4% (BBSS, 2009).

The male to female ratio for HIV cases has been fluctuating over the past four years. While HIV
appears to have initially been most prevalent among males, data indicates that there are an

increasing number of women becoming infected.

Whilst there are variations within the specific age groups, consistently more than three quarters
of HIV cases are reported in the combined age group of 20-49, which is considered the
productive workforce. Notable increases were observed among the age-groups 15-19 and 20-
24 (in and out of school youth) in 2010 but there was a marked reduction in cases within these
cohorts in 2011.

Among Guyana’s 10 administrative regions, Region 4 continues to account for the largest
proportion of notified HIV cases; reaching over 70% by 2011. There have been fluctuations
across the other regions over the past six years. However, the coastal regions (2, 3, 5, 6 and
part of 10) have stood out in terms of the proportion of reported HIV cases which may be
attributed mainly to the better access of the prevention programme in these regions as
compared to the hinterland regions where there are challenges as a consequent of the difficult
terrain associated with these locations. Preliminary mortality data for 2010 show the proportion
of all deaths attributable to AIDS steadily declining from 9.5% in 2002 to 3.2% in 2010.

The Response

Preventing new HIV infections has been a mainstay of the National Response and this is
outlined in the “Guyana National HIV Prevention Principles, Standards and Guidelines, 2010.”
This stipulates and guarantees that the minimum standards required in achieving HIV
prevention are being met and maintained nationwide. In scaling up HIV prevention, an
intensified prevention programme had been implemented and includes access to Voluntary
Counseling and Testing (VCT); Prevention of Mother to Child Transmission (PMTCT);
comprehensive Sexually Transmitted Infection (STI) services and Information, Education and
Communication (IEC) on Stigma and Discrimination (S&D) reduction and HIV prevention-related
issues. Importantly, targeted interventions were scaled up to impact on some of the Key
populations at Higher Risk, particularly the Men who have sex with men (MSM) and the Female

Commercial Sex Worker (FCSW) populations, now termed Key Populations at Higher Risks.
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The national care and treatment programme has expanded over the past four years with a
steady annual increase of persons enrolled into treatment and managed according to national
guidelines. Monitoring of Quality of Care (QoC) introduced in the last five years through the
HEALTQUAL initiative and Client Satisfaction Survey (CSS) showed ongoing improvement in
this area. Success was noted in the provision of nutritional and psycho-social support provided
to persons infected and affected with HIV (PLHIVs). Referrals between TB treatment sites and
Antiretroviral (ARV) treatment sites have been strengthened with the integration of tuberculin
skin testing in the package of services provided at Antiretroviral Treatment (ART) sites. There
has been high uptake of HIV testing among the TB patients and a steady increase in the
proportions of TB/HIV co-infected patients being treated for both diseases simultaneously.

In order to understand the epidemic and effectively develop and implement programmes that
achieve universal access to prevention, treatment, care and support, Guyana has put in place
systems of surveillance, research, and monitoring and evaluation which provided essential
information on the progress in responding to the HIV. These have been guided by a National
M&E Plan and an Operational Plan. Several studies were undertaken and included the
Biological /and Behavioral Surveillance Surveys (BSS and BBSS) for the MSM, FCSW, In
School Youth (ISY), Out of School Youth (OSY), and the Armed Forces.

Some of the main challenges being faced by the HIV response remain:- attrition rate of health
workers; continued existence of some degrees of stigma and discrimination; limited
understanding of the epidemic in key populations at higher risk; the relative inadequacy of
cohesive data collection system; limited access to services in remote areas; inadequate
infection control in the health sector; social factors impacting negatively on treatment outcomes;
and the transition of HIV as a chronic disease and the evolving nature of the global economic
and political architecture which demands greater focus be placed on the understanding of the

financial requirements of the National Response..

HIVision2020

The new strategic plan with its vision of eliminating HIV in Guyana has outlined the goal,
guiding principles and strategic objectives to achieve this and to honour Guyana’s commitment
“To achieve Zero new HIV Infections, Zero Discrimination and Zero AIDS-related Deaths” by
2015. The goal is to reduce the social and economic impact of HIV and AIDS on

individuals and communities and ultimately the development of the country, and the
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overall strategic objectives of reducing the spread of HIV and improving the quality of life
of PLHIV

Several factors will influence HIVision2020 and include but not limited to the importance of
continued political commitment; the fact that there is definitive evidence that treatment is
prevention and therefore the need to refocus on consolidating the gains made in the treatment
programme; the emergence of HIV as a chronic disease and no longer an emergency; HIV must
continue to be based on Human Rights with equity in the provision of culturally appropriate
services: and the global financial constrains and the need therefore for shared responsibility.

HIVision2020 includes, strong prioritised, strategic statements of how effective country
ownership, commitment and actions, will bring about better control of the epidemic in Guyana,
while scaling up the integration of HIV into the health sector and improving access to care and

treatment to all in need.

HIVision2020 will be guided by several key principles ensuring that the HIV response is
coordinated; that there is rights based approach to the response: that there is equity in services
with consideration for the local and cultural contexts, and the response is strategic and based

on evidence.

The Strategic Plan will address the HIV response using the social determinants of public health
as its foundation. HIVision2020 strives to achieve a more targeted and strategic approach to
investment in the response to the HIV epidemic in Guyana that will yield long-term dividends.
This approach will monitor the mobilization of resources and efforts made to maximize scaling

up of the response and health systems strengthening.

Stigma and Discrimination and Human Resource issues are considered cross cutting and are

addressed throughout the document in all priority areas.

Priority Areas

HIVision2020 encompasses five priority areas that will be the focus for implementation from
2013-2020. These areas provide strategic objectives and the expected and intermediate results

that will determine the activities to be undertaken during the period. Built into Guyana’s
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HIVision2020, will be M&E framework to measure its progress of implementation. This, with the

support of operational plans will provide markers of progress along the life of the plan.

1. Coordination

Aligned to the principles of the three ones, HIVision2020 adheres to the principle of “one
overarching coordination mechanism of the national HIV response,” One agreed programme
that serves to align all partners and stakeholders working jointly to accomplish the results of
the National Strategic Plan2013 to 2020. With the changing dynamics of the HIV epidemic
and its response, a review of the current coordinating mechanisms, its roles and
responsibilities is critical in ensuring that this remains relevant and current. In facilitating the
effective functioning of the coordinating agencies, all technical working groups will be
strengthened and supported in their effective functioning. The Coordination Committees will
ensure continued strategic engagement of the donors, technical agencies and
developmental partners and Civil Society Organisations. The coordination of civil society
organisations, non-health line Ministries, the business and the faith community, the PLHIV
will be essential elements in this NSP2013-2020

2. Prevention

To achieve zero new HIV infections, zero discrimination and zero AIDS-related deaths,
HIVision2020 will facilitate an enabling social, economic, legal and institutional environment
for unhindered HIV prevention for all, including support to community initiatives for
prevention of HIV and mitigation of its impact. Established programmes will be expanded
with a focus on universal access and quality of care. These programmes will include
PMTCT, Blood Screening, HIV testing and Orphans and Vulnerable Children (OVC). An
intensified focus would be placed on addressing the epidemic at its core; among key
populations at higher risks. These will include MSM, SW, prisoners and communities linked
to these populations. The youth and women identified as priority groups for action will also
be targeted in significant ways and information will be gathered on the migrant populations
(miners and loggers) and adjacent communities to understand their vulnerabilities with
accompanying strategic programming. Linked to strategic Information, key populations will
continue to be defined through Modes of Transmission Studies (MOT). Overarching to
these populations, behaviours and vulnerabilities will be addressed to reduce the risk for

HIV and to increase their protective factors.
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3. Treatment, Care and Support

The goal is to improve the quality of life and reduce morbidity and mortality for PLHIV. While,
the overall aim of this priority area is to strengthen the health system to create the conditions
necessary for universal access through the simplification of high-quality treatment and
improve the efficiency and effectiveness of treatment and care delivery, the long term goal is
to transform the response of programmes from an emergency phase to long-term
sustainability. Through HIVision2020, appropriate and equitable health care will be provided
to PLHIV. The treatment programme, a critical component of HIV prevention will ensure
universal access to Antiretroviral (ARV) therapy. First and Second line therapy for adults will
continue and strategies for third line therapy would be put in place. Adherence, loss to follow
up and drop rates negatively affecting treatment outcomes will be strategically addressed.
TB/HIV co-infection would be priortised with strategic actions focused on reducing TB/HIV
comorbidity and mortality. HIVision2020 will ensure that the idiosyncrasies of dealing with
the adolescents, the ageing HIV population and key populations at higher risk (MSM, SW,
prisoners) and other priority groups are addressed. Care services will be expanded to
ensure that chronic diseases are integrated within the HIV management. Nutritional and
psychosocial and other forms of support to PLHIVs and their families will be increased and,
importantly, to enable the PLHIV to become economically independent. In order to enhance
and facilitate the availability and use of real time information, the Health Information System

would be strengthened.

4. Integration
The gains attained by the Guyana HIV programme over the past decade have the potential
to benefit key areas beyond HIV. HIV is closely linked and interconnected with a wide range
of health and public health issues such as: prevention, early diagnosis and treatment of STI;
maternal, newborn and child health; sexual and reproductive health, and blood safety.
HIVision2020, therefore, brings about the necessary integration at both the coordination
and the implementation level, of HIV with other national primary health care and public
health programmes. Inherent with integration at the coordination level, is strengthening of
the health system while results of integration at the implementation level are reflected as

improved and sustained care, treatment, support and prevention outcomes.
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5. Strategic Information

The goal of this priority area is to strengthen HIV and AIDS Surveillance, Monitoring and
Evaluation Systems, and Research towards the use of strategic information for decision-
making. Guyana has made tremendous strides in collecting, generating, analysing,
disseminating and using relevant data. HIVision2020 supports the strengthening of capacity
to translate data into strategic information, to be used as the basis for action. HIVision2020
supports the National Programme to optimally measure the results of its efforts in reducing
the incidence of HIV and its social and economic impact. To this end, the National AIDS
Programme will continue to coordinate and manage its HIV-related M&E functions,
technically supported by the Monitoring and Evaluation Reference Group (MERG). The
strategies will be guided by an HIV M&E Plan and will hinge on maintaining proficient and
stable M&E capabilities at the central level and supporting same at the regional and facility

levels.

The strengthening actions identified for the current strategic period will be guided by the

twelve essential components of a functional M&E System.
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Chapter 1: Introduction

HIVision2020 is designed to place Guyana on a trajectory to eliminate HIV. This strategic plan
succeeds the previous plan of 2007 -2011 and addresses the issues and challenges of the
epidemic in Guyana today. The priority areas of focus are: Coordination, Prevention, Care,
Treatment and Support, Integration and Strategic Information. The plan was developed through
extensive consultations with the key stakeholders from government and non-government
sectors and agencies, civil society organizations, the private sector, the faith community, PLHIV,
members of key populations at higher risk, MSM and FCSW. The goal of the NSP 2013 — 2020
is “To reduce the social and economic impact of HIV and AIDS on individuals and communities

and ultimately the development of the country.”

The Government of Guyana (GoG) has declared from the inception of the local epidemic that
HIV and AIDS is a National Priority. The GoG has demonstrated through its local response,
regional and international commitments to an accelerated, comprehensive, multi-sector, multi-
level approach, achievable through a well-coordinated partnership with local, regional,

international, technical and others partners and all stakeholders.

The National HIV and AIDS Programme therefore find its basis in a number of national, regional
and international frameworks. The National Strategic Plan 2013-2020 (HIVision2020) takes into
consideration the priorities for national development and specifically for the prevention and
control of HIV, the regional priorities as guided by the Caribbean Regional Strategic Framework
(CRSF) and the international commitments to the Political Declaration on HIV and AIDS and the
Millennium Development Goals (MDGS).

Guyana is a Caribbean Country and functions within the context of CARICOM. The
HIVision2020 has therefore considered in its development the CRSF 2008-2012, at the same
time recognizing its time limitations. The HIVision2020 considered that the CRSF supports
national level programmes which are based on multi-sectoral approaches within the priority
areas as follows (1) An enabling environment that fosters universal access to HIV and AIDS
prevention, treatment, care, and support services; (2) An expanded and coordinated

intersectoral response to the HIV/AIDS epidemic; (3)Prevention of HIV transmission; (4)
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Treatment, care, and support; (5)Capacity development for HIV/AIDS services; and

(6)Monitoring, evaluation and research.

At the Global Level, Guyana has committed to the declaration of Commitment on HIV and AIDS,
“Global Crisis, Global Action” in June 2001. The pillars of this declaration served as an integral
tool in guiding the national response. More recently in June 2011, Guyana once more endorsed
the Political Declaration of HIV and AIDS: Intensifying Our Efforts to Eliminate HIV and AIDS.

1.1 Country Profile — Social Context

Guyana has a population of 751,223, according to the last population census of 2002. The sex
ratio indicates that males narrowly outnumber females - with 50.1% of the population being
male and 49.9% female. The four main nationality sub-groups of Guyana are East Indians
comprising the largest proportion of the population (43.5%); followed by persons of African
heritage (30.2%). The third are those of Mixed Heritage (16.7%), while the Amerindians are
fourth with 9.2%.

The single largest religious group is the Hindus, whose membership represents almost 28% of
the population. The largest Christian religious group is the Pentecostal faith (16.8%). With an
increase within the Pentecostal religious groups, the Anglican and Roman Catholic churches
have experienced a decrease  within those populations, which currently represents
approximately 7% and 8% of the population respectively. Muslims account for 7% of the

population.

In education, at the national and regional levels, gross enrolment rates at the primary level
exceed 100% with net enrolment ratios topping 96%. Access to secondary education is also on
the rise with more than 65% of that cohort being enrolled. Reduction in overcrowding,
introduction of nutrition programmes, and implementation of other support programmes
extended to students in difficult situations may have contributed to the increased access in

secondary education particularly in rural coastal and hinterland areas.

Poverty, particularly extreme poverty, in Guyana declined substantively during 1992 to 1999,
when growth rates averaged 5.6% per annum. Throughout the first half of the new decade
however, growth slowed and with it, the rate of poverty reduction also declined. The 2006
Household Income and Expenditure Survey (HIES) measured moderate poverty at 36.1% of the

population while 18.6% of the population continued to live in extreme poverty, that is, on less
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US$1.25 per day. Despite the initial slowdown in the reduction in poverty early in the decade,

Guyana is still on track to meet the Millennium Development Goal of halving poverty by 2015.

Approximately 28% of Guyanese live in urban areas with a poverty rate is 18.7%, which is about
half the national average and significantly lower than the Millennium Development target of
21.6%. Six out of ten people live in rural coastal areas and they register a poverty rate slightly
above the national average, at 37%. In the rural interior region where Amerindians are
concentrated, three out of four people are poor. Considering the respective population shares,
more than 62% of indigent Guyanese live in the rural coastal regions, 22.6% live in the rural
interior regions, and 14.7% live in urban areas. In all three areas, except the rural interior, there
have been significant improvements in poverty rates since 1992.

Reported HIV cases increased from 400 cases in 2001 to 1356 in 2006. A decline was observed
in 2008 where 959 cases were reported. AIDS reported cases decreased from 435 in 2001 to
less than 24 in 2008, indicating the benefits of the investment by the Government and its
partners in providing care and treatment with Anti-Retroviral (ARV) medication in responding to
the HIV epidemic. Prevalence for HIV as measured by ante-natal testing done in 1995 and three
serial Ante Natal Clinic (ANC) surveys in 2000, 2004 and 2006 indicates steady decline from
5.6% (2000) to 1.5% (2006). HIV remains concentrated in the more populated urbanized
Regions (4 and 10) and less prevalent in the hinterland Regions of 1, 7, 8 and 9. Other diseases

such as tuberculosis and malaria also showed marked declines.

1.2 Economic Context

Guyana’s economy continues to show resilience in spite of the global financial crises and
downturn in the global economy. While most economies in the region contracted during the
crisis years (2008-2009) the economy in 2008 and 2009 generated an average growth rate of
4.6%. In 2011, growth was estimated at 4.8% of Gross Domestic Product (GDP), up from 3.4%
in 2010 and 3.3% in 2009 (World Bank). The Guyanese economy based largely on agriculture
and extractive industries, was mainly affected by the global crisis through the sectors where

foreign income is generated.

Guyana is ranked as a medium development country and in 2010 was ranked 117 (out of 187
countries) on the Human Development Index (HDI). This ranking is based on a GDP per capita

of US$2,948; life expectancy at birth of 69.9 years; and a 96.5% adult literacy rate (Human
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Development Report, 2006). Guyana’s GDP is approximately US$2.23 billion a year (World
Bank 2010).

1.3 Rationale

The reduction of HIV and AIDS is a critical component in the Guyana Poverty Reduction
Strategy (GPRS) Programme, recognizing the social and economic impact of communicable
diseases including HIV and AIDS and other STIs. The GPRS identifies priority areas for action
and includes (i) increasing access to voluntary counseling and testing services in all regions; (ii)
expanding the programme for reduction of mother-to-child transmission to all regions (iii)
improving and expanding the availability of services for diagnosis, treatment and care of HIV
and other STlIs; (iv) increasing access to condoms; and (v) increasing school programs on
sexual and reproductive health.

Designed in 1993, the National Development Strategy (NDS) provides a framework for
sustainable growth and poverty reduction in Guyana over a 25-year period. The NDS endorses
the objectives of the health sector to increase the healthy status for all Guyanese and to reduce
health disparities among social groups. Moreover, there is specific reference to addressing the
incidence of HIV and AIDS and STIs considering the impact on the productivity of individuals,
the population as a whole, and the social development impact of the economy, and the nation.
While the HIVision2020 plan is focused on the HIV related MDGs, it is cognizant that all of the
MDGs are interrelated and progress in one goal potentially supports progress in others and

more growth in overall health and national development.

Combating major communicable diseases including HIV and AIDS is a major priority of the
Ministry of Health, and is also reflected in the National Health Strategy 2008-2012 (NHS). The
Strategy places emphasis on prevention efforts and treatment, care and support services being
fully integrated into the health services delivery system and social services provided by both the

government and non-governmental sectors.

! The Guyana Poverty Reduction Strategy Paper
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1.4 Process for the development of HIVision2020

The development of HIVision2020 was completed through a national consultative process led
by the National Strategic Plan Steering Committee. This committee was chaired by the Minister
of Health and comprised of representatives from CSO, PLHIV, donors and technical partners,
Non Health Line Ministries and other key stakeholders.

This overall development was guided by a number of activities and included input from a wide
cross section of stakeholders including:

Governmental Sectors

Non- governmental organizations

Civil Society Organizations

Service Providers

Members of Key Populations at Higher Risk
Developmental Partners

The Private Sector

© N o g s~ w DN E

Policy Makers

The process for the development of HIVision 2020 included the following:

1. A comprehensive review of the previous National HIV strategic Plan NSP) 2007-2011
laid the foundation and commenced the process of development of HIVision2020. The
review of the NSP 2007-2011 was conducted with the main objectives of determining the
degree of implementation of the plan and to identify any gaps in implementation. A
structured questionnaire was administered to 34 key stakeholders not only on the review
of the NSP 2007- 2011 but importantly on defining priority areas for action in the new
HIVision 2020.

- Review of Key documents including but not limited to NAPS annual reports 2007, 2008,
2009, 2010 and 2011.

- The Universal Access and UNGASS reports,

- Annual reports for PMTCT, Blood Banking, National TB and other relevant departments.

- Report of the midterm review of the NSP and the end of term review
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WHO strategy, UNAIDS strategy, UNESCO strategy and a number of other key
Strategic Directions were considered by the National Steering Committee in meetings
and feedback on the various drafts of the document.

Consultations with stakeholders in smaller targeted sessions were held on many
occasions with the following committees as they served as the technical working and
writing group:-

NSP Steering Committee.

Coordination working group
National Prevention Reference Group
National Care and Treatment Technical Working Group

Monitoring and Evaluation Reference Group

4. Four national consultations were convened to provide stakeholders with an opportunity to

identify priority areas and provide feedback on the content of the NSP. This allowed for several

drafts to be reviewed before the final draft was completed.

5. Written submissions on the HIVision were received from several organizations and were

considered in the various iterations of the document.

6. Feedback from all of these processes were reviewed and considered in the document.

7. The final document was submitted to and approved by the Minister of Health.
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Chapter 2: The Status of the Epidemic in Guyana

Adult HIV Prevalence has been on a steady decline over the past eight years. The most recent

estimation exercise conducted for 2011 revealed HIV prevalence among adults 15-49 of 1.1%
(Spectrum/EPP 4.47). This represented a decrease from 2.4% in 2004 and 1.2% in 2009
(UNAIDS Estimates).

According to the Prevention of Mother to Child Transmission (PMTCT) programme data, HIV
prevalence among pregnant women was maintained around 1% between 2009 and 2011.
Fewer babies are being born infected with HIV as Mother to Child Transmission of HIV
continues to decline. In 2011 the transmission rate was 2.5 % or 5 babies infected out of 201
HIV positive women who delivered. HIV prevalence among blood donors has been maintained
below 0.5% between 2009-12.

The 2009 Biologic Behavioural Surveillance Survey (BBSS) showed a sharp decrease (38%) in
the HIV prevalence among female sex workers (FSWSs), from 26.6% (BBSS, 2005) to 16.6%
(BBSS, 2009). In contrast only a slight decrease was observed among MSM, from 21.2%
(BBSS, 2005) to 19.4% (BBSS, 2009). Figure 1 shows the most recent prevalence rates among

key populations.

Figurel: HIV Prevalence among various populations
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Year of prevalence: 2012: TB patients, Blood donors, 2011: Pregnant women, Adult Prevalence; 2009: FSW and MSM; 2004:

Security Guards and 2003: Prisoners, Miners

There is a pattern of decreasing prevalence among key populations (Table 1). The significant
increase in the proportion of voluntary blood donors and improved screening of potential donors
is the catalyst to the decreasing pattern observed among this group. The trend over the last
eight years shows that the co-infection prevalence among TB-HIV patients is decreasing. In

2012 however, there was a notable increase in co-infection among TB patients.

Table 1: HIV Prevalence among Key Populations in Guyana

Pregnant Women Female 2004 2.3%
5006 To% ANC surveys
Pregnant Women Female 2008 1.2 PMTCT Programme
2009 11 Reports
2010 1.0
2011 0.9
Blood Donors All 2008 0.5 Blood Bank Programme
2009 0.2 Reports
2010 0.2
2011 0.1
2012 0.3
Sex Workers Female 1997 45.0 Special Survey
2005 26.6 BBSS
2009 16.6 BBSS
MSM Male 2005 21.3 BBSS
2009 19.4 BBSS
TB Patients All 2008 22.0 Chest Clinic Records
2009 28.0
2010 26.0
2011 234
2012 31.0
Miners Male 2000 6.5 Special Survey -One mine
study
2003 3.9 Special Survey- 22 mine
study
Security Guards All 2008 2.7 BBSS
Prisoners All 2008 5.2 BBSS

Source: National AIDS Programme Secretariat, 2011
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Since the first reported case of AIDS in 1987, there has been a progressive increase in the
number of reported cases over the years. A cumulative total of 9,598 cases of HIV and 2,439
cases of AIDS were reported to the Ministry of Health for the period 2003-2012. The number of
new AIDS cases has declined by 25% at the end of the last 10 years. (Figure 2).

Figure 2: Annual Cases of HIV and AIDS, 2003-2012
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2.1 Sex Distribution of HIV and AIDS Cases
The male to female ratio for HIV cases has been fluctuating over the past four years. While HIV

appears to have initially been most prevalent among males, data indicates that there are an
increasing number of women becoming infected. By 2003, the annual number of reported
cases of HIV was higher among females and continued until 2008 when the male female ratio
was 0.9. The situation was again reversed in 2010-2012 when more females were diagnosed

with HIV, with a male to female ratio remaining below 1.0 for these three years (Table 2).

Table 2: Trends in Reported Cases of HIV and AIDS by Sex, 2008-12

CLASSIFICATION \ 2008 \ 2009 \ 2010
HIV Male 446 600 449 432 393
Female 490 567 547 517 424
Unknown 23 9 43 23 3
Total 959 | 1,176 | 1,039 972 820
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Sex 0.9 1.1 0.8 0.8
Ratio 0.9
AIDS Male 14 21 86 41 61
Female 8 21 58 21 42
Unknown 2 1 2 0 2
Total 24 43 146 62 105
Sex 1.8 1 1.5 2
Ratio 1.5
TOTAL HIV 983 1,219 1,185 1,034 925
&AIDS

Source: Ministry of Health Statistics Unit and NAPS

2.2 Age Distribution of HIV Cases

Whilst there are variations within the specific age groups, consistently more than three quarters
of HIV cases are reported in the combined age group of 20-49, which is considered the
productive workforce. Notable increases were observed among the age-groups 15-19 and 20-
24 (in and out of school youth) in 2010, but there was a marked reduction in cases within these
cohorts in 2011. There was also an increase in cases among the 30-34 age group in 2010 and
2011. The highest proportion of reported cases of HIV has been occurring in the 30-34 age-
group (Table 3).

Table 3: Distribution of HIV Cases by Age-group 2008 — 2012

Age Group 2008 2009 2010

Under 1 0 1 1 4 3
1—4 5 9 5 5 10
5—14 15 14 9 9 11
15-19 28 71 71 39 48
20-24 110 136 182 133 98
25-29 166 161 133 129 125
30-34 173 204 193 176 139
35-39 157 198 142 148 141
40-44 106 143 124 112 91
45-49 70 105 68 83 55
50-54 48 48 42 55 41
55-59 21 30 27 40 22
60+ 33 25 21 21 21
Unknown 27 31 21 18 15
Total 959 1176 1,039 972 820
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The reported cases of HIV remained relatively stable for most of the recorded years at
approximately 5% for the 15-19 age group and 12% in the 20-24 age group, however within

both age groups there was an increase in 2010 at 7% and 18% respectively (Figure 3).

Figure 3: Proportion of HIV Cases among Youth, 2008 — 2012
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2.3 Spatial Distribution of HIV and AIDS
Guyana is divided into 10 Regions (numbered 1-10) and among these, Region 4 continues to

account for the largest proportion of notified HIV cases; reaching over 70% by 2011. There have
been fluctuations across the other regions over the past six years. However, the coastal regions
(2, 3, 5, 6 and part of 10) have stood out in terms of the proportion of reported HIV cases which
may be attributed mainly to the better access of the prevention programme in these regions as
compared to the hinterland regions where there are challenges as a consequent of the difficult
terrain associated with these locations (Table 4).

Table 4: Proportion of HIV Cases by Region 2008 — 2012
Region Total % pop 2008 2009 2010 2011 2012

population
Region 1 24,275 3.2 0.5 0.9 0.6 0.8 15
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Region 2 49,253 6.6 3.9 2.6 1.3 2.7 2.2
Region 3 103,061 13.7 8.3 10.6 10.7 9.0 15.9
Region4 310,320 41.3 59.1 56.3 715 70.8 63.3
Region 5 52,428 7.0 1.7 2.7 2.6 2.8 2.7
Region 6 123,695 16.6 9.7 9.9 7.4 4.9 6.0
Region 7 17,597 2.3 1.6 2.5 1.6 1.1 1.2
Region 8 10,095 1.3 0.1 0.5 0.3 0.4 0.4
Region 9 19,387 2.6 0.3 0.0 0.3 0.1 0.4
Region 10 41,112 5.5 3.7 3.1 2.5 4.1 2.1
Unknown 0 0.0 11.2 10.8 1.3 3.3 4.5
Total 751,223 100 100.0 100.0 100.0 100.0 100.0

2.4 AIDS-Related Mortality

The proportion of all deaths attributable to AIDS has declined from 9.5% in 2002 to 4.7% in
2008 and 4.2% in 2009. The actual number of AIDS-related deaths has also generally declined
( Figure 4). According to the Ministry of Health’s 2008 Statistical Bulletin, AIDS-related deaths

have been among the top ten causes of deaths in Guyana, ranking at number 5 in 2006 and

moving to number 6 at the end of 2008.

Figure 4: Annual Number and Proportion of AIDS-Related Deaths
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Chapter 3: HIV Financing

Over the years, Guyana has benefited from a significant amount of donor funding, primarily from
the World Bank, the President’'s Emergency Fund for AIDS Relief (PEPFAR) programme and
the Global Fund for AIDS, Tuberculosis and Malaria (GFATM). The major sources of HIV
funding at the conclusion of the NSP 2007-2011 were the Global Fund and PEPFAR. At the
end of 2012, Guyana’s HIV budget was estimated at US$29 million with PEPFAR providing
approximately 65%, while 25% was provided by the Global Fund. It is unclear as to the future
projections of the PEPFAR contribution to the HIV budget; however it is anticipated to decrease

over the years.

The Global Fund has granted preliminary approval for six years of funding totalling
US$16,157,119 in the first phase covering the period of March 2010 to March 2013.  The
Global Fund Project has performed well and has been invited to submit a continuation
application for phase two of the Grant for a maximum ceiling funding of US$ 23, 981,116
covering the period of April 2013 to March 2016. While this is the maximum funding ceiling, the
actual approved sums for phase 2 would only be known at the conclusion of the proposal

review.

Based on the information garnered during the HIV and AIDS Programme Sustainability Analysis
Tool (HAPSAT) exercise, it is evident that Guyana’s annual HIV budget is projected to decrease
over a five year period as much as 55%, with the transition of services being gradually
undertaken by the GoG. The projected GoG contribution is expected to increase by at least
61%, from US$2.3 million in 2010 to US$3.7 million in 2015.

In fiscal year (FY) 2009 (October 2008 to September 2009), PEPFAR allocated 31% of its
funding to treatment, 30% to prevention, and 16% to care. The amount of U.S. government
funding allocated through the United States Agency for International Development (USAID) was
55%, while 41% was distributed through the Centers for Disease Control (CDC). In FY 2009,
CDC invested US$3.6 million on HIV AND AIDS treatment in Guyana, whereas USAID allocated
$2.6 million; however, USAID was the main financial agent for prevention and care in 2009
(Figure 6).
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Figure 5: USA Government’s HIV Budget for Fiscal Year 2009, by Agency and Service
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Guyana’s AIDS program, with the MoH as principal recipient, received US$24.5 million from the
Global Fund from the first disbursement in 2005 through March 2011. Approximately US$7.3
million was budgeted for 2010, increasing to US$8.4 million in 2011, and peaking at US$10.4
million in 2014. The Global Fund is from four different grants with the primary grant being the
Round 3 HIV grant. The other three grants include health system strengthening (Round 8 grant)
and two TB grants (Rounds 3 and 8). Guyana’s Rolling Continuation Channel (RCC) proposal
for March 2010 to March 2016 includes US$14 million through March 2013. Depending on grant
performance and funding availability, the country is expected to apply for an additional
estimated US$27 million through March 2016 from the Global Fund.(Country Coordinating
Mechanism Guyana 2009).

Global Fund expenditure data from March 2008 to April 2009 revealed that 42% of the funding
of the Round 3 HIV grant was invested in Antiretroviral medications (ART), 21% was allocated
for care and support of Orphans and Vulnerable Children (OVC), 14% for care and support of
People Living with HIV (PLHIV), and 8.1% was spent on Behaviour Change Communications
(BCC), mainly on mass media. Round 3 HIV grant budget for 2010-2016 reduced the
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treatment, care and support allocation from 75% of the total funds in 2008 to 47% of the total
funds. Prevention is increased from 9% to 35%. The second largest Global Fund investment in
Guyana’s HIV response is the health system strengthening which is the Round 8 grant of
US$10 million for 2010-2014, but was discontinued after phase 1. Two TB grants (Rounds 3
and 8) allocated US$610,000 for HIV/TB activities between 2009 and 2015 (Figure 9), (Country
Coordinating Mechanism Guyana 2008b); 2009 Enhanced Financial Reporting (EFR) of Global
Fund grant (GYA-405-G03-T).

Figure 6: Expenditure of Global Fund Financing by Service Delivery Areas, April 2008’
March 2009
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Chapter 4: The Response Analysis

At the conclusion of the National HIV Strategic Plan 2007-2011, the end of term review was
conducted to determine the degree of its implementation, provide a clear understanding of the
HIV situation in Guyana at the end of 2011, and to describe lessons learnt and document best
practices. One of the main reasons for this exercise was to inform the new strategic plan;
HIVision2020.

4.1 Coordination

In 2004, in order to strengthen the implementation and coordination of the multi-sectorial
response on HIV/AIDS, the Presidential Commission on HIV and AIDS(PCHA) under the aegis
of the Office of the President was established. The commission is chaired by His Excellency, the
President of Guyana. The composition of the PCHA include key Ministries, the Attorney
General, the Chair of the United Nations Theme group (UNTG) on HIV/AIDS, and the Head of
the Presidential Secretariat.

The GOG response to HIV/AIDS is supported by the activities of numerous NGOs, CBOs,
FBOs, the private sector, and civic organizations. The primary responsibility of the PCHA is
to coordinate, oversee, and support the national response to HIV/AIDS. Key functions of the
PCHA include the following:

e Supporting the implementation of the National Strategic Plan;

e Mobilising multi-sector support for the national response;

e Coordinating, preparing and assisting in the implementation of the line ministries’ work

programme;
e Advising the Cabinet on HIV/AIDS policies and strategies;
e Mobilizing resources (national and international) for HIV/AIDS programming;

e Presenting annual and quarterly reports on the progress of the national response;
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The Ministry of Health continued to play a pivotal role with the National AIDS Programme
Secretariat by providing technical leadership for the response and the Project Implementation
Unit, coordinating the fiduciary arrangements for donor funded projects and serving as the
Secretariat to the PCHA. Non Health, Line Ministries continued to implement work place
programmes and Civil Society Organisations impacted at the community levels reaching the
difficult populations. People living with HIV were actively engaged in policy, decision making and
implementation of programmes.

Figure 7: Coordinating Mechanism for the HIV response
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The roles of the HIV coordinating mechanisms were strengthened with the National Programme
building capacity in leadership and public health among key cadres. The multi-sectoral response
was rolled out to key Line Ministries of Government, impacting specific constituents and
increasing the number of civil society and community-based organisations engaged in reaching
the most-at -risk populations. The National Programme adhered to the “Three Ones” principles
and international, regional and national reporting commitments which were derived from

stakeholder consultative midterm and end of term review processes.

Findings from focus group sessions and key informant interviews, suggest that access to HIV

prevention, care and treatment services is limited for the indigenous populations and the mobile
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communities of Administrative Regions 1, 7, 8 and 9. This indicates that more work needs to be
done in those areas of the country. Education of in-school youth, through Health and Family Life
Education (HFLE) is currently on-going, through the Ministry of Education. However, there is a
need to scale up and intensify this program. Specifically in the area of legislation and policy, the
National HIV Policy was revised and draft HIV legislation was crafted and is currently under
review. Attempts to collect incidents of criminalization of HIV for willful transmission were
averted through active engagement of the Guyana National Assembly. Coordination of national
sectors has been achieved; however, there is a need for regular AIDS-spending assessments to
be conducted and for better coordination of donor resources.

Attrition of health workers, largely due to migration, both internal and external, continues to
affect implementation. This issue affects not only the HIV response, but also the wider health
sector. In recognition of this, the Ministry has developed a human resources strategy, and
strides were made to increase the number of health care workers. More nurses are being
trained than in previous years. The scholarship programme with the Cuban Government has
resulted (during the period 2008-2011) in more than 100 trained medical doctors serving the
Government of Guyana for a five-year contractual period. Medexes (Physician Assistants) were
also trained, and are also on five-year contracts. Additionally, postgraduate and specialty
programmes were developed by Guyana’s tertiary clinical institution, the Georgetown Public
Hospital Corporation, in the areas of surgery and emergency medicine, among others, in

collaboration with the University of Guyana.

4.2 Intensifying prevention efforts

Preventing new HIV infections has been a mainstay of the

National Response and this is outlined in the “Guyana

Treatment/
antiretroviral/STI/
antiviral

Behavioural
change

National HIV  Prevention Principles, Standards and

Guidelines, 2010. This stipulates and guarantees that the T

HIV prevention

minimum standards required in achieving HIV prevention are

Biomedical
strategies

Social justice
and human
rights

being met and maintained nationwide. In scaling up HIV
prevention, an intensified prevention programme has been
implemented and includes access to Voluntary Counseling
and Testing (VCT); PMTCT; comprehensive STI services; distribution of free condoms; and

Information, Education and Communication (IEC) on HIV prevention-related issues. Specific
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youth prevention programmes are being conducted by the Ministries of Education and Culture,
Youth and Sports, various NGOs, and the MOH Adolescent Health Unit. These include the
establishment of Youth Friendly Spaces throughout the country and implementation of the
Health and Family Life Education (HFLE) as a curriculum subject in over fifty secondary

schools.

4.3 Knowledge and Behaviour

Data suggests that there are high levels of correct knowledge on HIV and prevention
transmission in Guyana. Compared to 2005, knowledge levels on the four safe sexual
behaviours: abstaining from sex, being faithful, reducing the number of sexual partners, and
consistent and correct condom use, remained consistent with slight decreases. Notably, in 2009
Demographic Health Survey (DHS), fewer men and women perceived abstinence as a means to
reduce the risk of being infected by HIV than they had in 2005 AIDS Indicator Survey (AIS). This
can be interpreted as increased understanding of the determinants of HIV prevention beyond
the traditional "ABC” (Abstinence, Be Faithful and Consist and Correct Condom use) which is
also articulated in the ‘Guyana National HIV Prevention Principles’ highlighting the importance

of combination prevention.

Examination of the trend of three sexual behaviors (ABC) further reveals no significant changes.
A notable change was the percentage of sexually active males (12.8) who had two or more sex
partners in the past 12 months compared to 9.4% in 2005. Overall, the levels of reported safe
sex are high. Among sexually active females, 1.8% reported having two or more partners in the
past 12 months. Among males this proportion was much higher, yet 71.5 % reported using
condoms when they last engaged in higher-risk intercourse (with a non-marital, non-cohabiting

partner).

The promotion of consistent condom use was an integral part of the HIV Strategy. This strategy
has been supported through the free distribution of male and female condoms. Male condoms
are also made available at a lower cost through non-traditional outlets. Over 10.5 million

condoms have been distributed for the period 2007 - 2011 across the ten administrative regions.

The 2009 Bio Behavioural Sero Survey (BBSS 2009) reveals that a high percentage of
respondents (average 90%) felt that consistent condom use can prevent HIV transmission.

However, this belief does not appear to translate into behaviour where among the groups
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surveyed, an average of 50% reported consistently using a condom with their regular partners
and 65% with clients/paying partners. Consistent condom use among youth, especially those in
school (age 15-19) was alarmingly low, reporting at 47.7% with regular partners and 39.3% with

transactional partners (BSS 2009)

Sexual behaviour among youth, in terms of condom use and the low average age of sexual
debut, is characterized as high risk. Contrastingly there is a widely held perception among
young Guyanese of being low risk in becoming infected with HIV.

4.4 Reducing HIV-related Stigma and Discrimination

In tandem with increasing knowledge of HIV, is the need to promote accepting attitudes towards
People living with HIV (PLHIV). HIV-related discrimination negatively affects uptake in the HIV
care and treatment programme, and other HIV services. A comparison of the two rounds of the
BBSS (2005 and 2009) indicates that the general attitude of the Guyanese population is

accepting of PLHIV as part of the general society.

There is greater acceptance of PLHIV among out-of-school youth, while within the MSM and
FSWs population, and to a lesser degree in-school youth there seem to be lower levels of
tolerance. Continued support through the workplace programme and key agencies such as the
Guyana Business Coalition on HIV and AIDS and the Guyana Faith-and-HIV Coalition will be

critical to addressing this issue over the next few years.

4.5 Blood Screening

In line with the National Blood Safety Policy, 100% of donated blood is screened for infectious
markers, including HIV, Hepatitis B and C. The proportion of persons testing positive for HIV
among all persons screened was 0.2% in 2010 and 0.3% in 2012.There has been an increasing
trend with regard to the proportion of voluntary blood donations over recent years, moving from
55% in 2008 to 90% in 2012.

The National Public Health Reference Laboratory (NPHRL) and the National Blood Transfusion
Services have implemented a quality management programme that is managed by the Quality
Assurance Department of the NPHRL. Both institutions operate in accordance with international
standards 1SO 15189 and Caribbean Blood Banking Standards respectively. Moreover, the
NPHRL is certified with the Guyana Standard GYS170:2003 General requirements for the

operation of a Laboratory.
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4.6 Expansion of Treatment

The national care and treatment programme has expanded over the past four years with a
steady annual increase of persons enrolled into treatment. At the end of 2011 there were 3,432
persons receiving ARVs, of which 3,231 (94.1%) were adults and 201 (5.9%) children. This
represents 77% of the estimated HIV population in Guyana in 2011. Persons on second line
treatment represent 10% of the adult patient population and 10% of the pediatric patient
population. There are an additional 1,180 persons receiving pre-ART services (Figure 8).

Figure 8: Number of Persons Receiving Treatment, 2008 - 2011
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Quality of HIV care and treatment services is important and is monitored and improved through
the implementation of the patient monitoring system (PMS) and the HIV quality management
programme, HEALTHQUAL, at all treatment sites.

4.7 Care & Support

The national programme has recorded success in the nutritional and psycho-social support

provided to persons infected and affected with HIV under the Home Based Care (HBC) and
Food Bank initiatives. Enormous support has been received from the private sector and NGO
community in sustaining these programmes. The number of beneficiaries of nutritional hampers
has steadily increased, reaching 952 in 2007 to 4540 in 2011. The number of private sector
agencies contributing to this initiative increased from 10 in 2007 to 30 in 2011. At the end of
2011 the private sector contribution accounted for 25% of the nutritional support through this
initiative. Almost one thousand PLHIVs continue to access Home Base Care (HBC services) on

an annual basis, with 1,189 new persons enrolled in HBC programme, at the end of 2011.
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4.8 Collaborative TB/HIV management

HIV care and treatment in Guyana is provided through a network of 18 fixed care and
treatments sites and one mobile unit which covers 4 hinterland regions of Guyana. The
programme is standardized based on internationally recommended treatment guidelines that
are periodically reviewed. HIV training for doctors, nurses and medexes is likewise standardized
and follow the Guyana'’s National Care and Treatment Guidelines, last updated in 2011.

Between 2008- 2012 a total of 3,004 new TB cases were tested for HIV which represents 90%
of the new TB cases. There were 799 TB/HIV co-infected cases over this period, representing
an average of 26% HIV sero-prevalence among TB patients over the period. Figure 9 illustrates
the increasing proportion of new TB cases tested for HIV with a reduction in TB/HIV co-infection
recorded from 2009.

Figure 9: Percentage of New TB cases tested for HIV and HIV sero-
prevalence among TB patients, 2008-12
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These trends are as a result of continued collaboration between the national HIV and TB

programmes with a view towards expansion in screening for the two infections at all HIV
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treatments sites and the TB clinic, reducing co-infection and ultimately a decline in TB/HIV
related mortality. Referrals between TB treatment sites and ARV treatment sites have been
strengthened with the integration of tuberculin skin testing in the package of services provided
at ART sites. This is done by trained nurses, counselor-testers and Direct Observed Treatment
Short-course (DOTS) workers.

National guidelines for the management of TB and HIV co-infections are clearly established in
the guidelines of the HIV programme and vice versa. The most recently revised guidelines
(2010/2011) recommend early initiation of ARVs for patients being managed for TB. Some
88.4% of TB/HIV co-infected patients received ART during TB treatment in 2011.

A continuous Quality Improvement programme (HEALTHQUAL) linked to the HIV Quality
programme to monitor and document the quality of TB-HIV co-infection care and treatment

services has also been implemented.

4.9 Strategic Information
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system is supported by an HIV surveillance database, established and

functional at the central MoH.
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The Ministry of Health has invested in human resource capacity to undertake research, conduct
analyses, and disseminate findings. Training was conducted in areas such as basic research
skills, advanced research skills, sampling methodologies, Epi-Info and Statistical Package for
the Social Sciences (SPSS). This contributed to the successful implementation of the second
round of BSS/BBSS among at risk groups. Several special studies, surveys, and operations
research were conducted over the past five years, with the data generated being used to inform

programme planning and resource allocation.

The Country Response Information System (CRIS) database is being implemented at the M&E
Unit of NAPS as a national database for the HIV programme. There are a number of other
primary databases for specific sub-programmes, including VCT, Care and Treatment, and
Condom Distribution, which are housed at the NAPS and are routinely maintained by the
Management Information System Unit, in the central Ministry of Health.

4.10 Summary of Achievements

Key achievements were noted in all areas of the HIV response over the last strategic plan.
Selected key achievements as per the priority areas within the NSP2007-2011 are highlighted

below.

Coordination

1. The Presidential Commission on HIV and AIDS coordinated the timely submission of key
global reports and included the UN Country progress and the Universal Access Reports

2. Thirteen Non Health line Ministries implemented HIV work-plans and several integrated
HIV within their sector budgets.

3. The Guyana Business Coalition on HIV and AIDS was established with a current
membership of 45 major companies with HIV workplace policies and programmes.

4. The Guyana Faith Coalition on HIV and AIDS was established.
ILO Workplace policy adapted
The HIV policy revised.

Reducing New Infections

1. The Guyana Principles, Standards and Guidelines were developed and disseminated.
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The Most at Risk Populations (MARPS) Guidelines developed and implemented.
HIV policy for health care facilities developed and training conducted at all HIV treatment
sites for HCW.
CSOs engaged and implemented community based interventions targeting the MARPS.
Several BCC campaigns developed and disseminated and included campaigns on early
HIV testing, correct and consistent condom use, STIs, adherence, TB/HIV, aimed at men
and boys, women and girls among others.
Community opinion leaders were trained in S&D reduction.
HIV testing rolled out across the country at 78 testing sites with several hundreds of
thousands HIV test conducted over the five years according to National Algorithm.
VCT guidelines and curriculum were revised and training done.
PMTCT services well integrated into ANC services with high uptake of HIV testing of
pregnant women (>90%) and high coverage of ARV among the population (>90%).

10. Mother to Child transmission rates reduced over the years with a report of 2.5% at the
end of 2012 (5 babies).

11. STl strategic Plan Developed 2011-2020 and implementation commenced.

12. All blood screened for HIV and other infectious markers.

Care, Treatment and Support.

1. Universal coverage for ARVs was achieved as reported in the two previous UNGASS
reports
Access available to first and paediatric first and second line therapy.

3. Guidelines for the management of HIV infected adults and children developed with
subsequent revisions.

A patient Monitoring System developed and rolled out at all treatment sites.
Quiality of Care (QoC) system, HEALTHQUAL implemented and QoC monitored.
The National Public Health Institute housing the National Public Health Reference
laboratory and the National Care and Treatment Center was established.

7. TB/HIV coordinating Committee established with progress made in TB/HIV collaborative
work. High uptake of HIV testing among the TB population. INH prophylaxis now being
offered at HIV treatment sites.

8. The NPHRL conducted specialised testing including CD 4, Viral load, DNA PCR, TB

culture and others.
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9. An electronic warehouse management system with inventory management was
developed and implemented. The Logistics Management Information System was also
developed and introduced through the health sector. A new warehouse was constructed.

10. The network of support groups across treatment sites functioned with an active
membership of over 500 persons. Significant capacity building was done for PLHIVSs.

11. The Food Bank provided nutritional support to more than 1500 persons on a monthly
basis.

12. Home Base Care programme provided support to more than 1200 person per annum.
HBC strategy was developed. Training manual was developed and used for the training
of HCW.

Strategic Information
1. M&E plan and Operational Plan developed and rolled out. Target setting process
completed.
M&E unit for the National AIDS programme defined and staffed.
Second round of BBSS conducted for MSM and FCSW.
Second round of BSS conducted for ISY, OSY and the police.
BBSS conducted for the armed forces.

First Client Satisfaction Survey Conducted.

N o g > DN

HIV Natification to Surveillance revised and adapted from the WHO recommended case

surveillance to include HIV, Advance Disease, AIDS, and AIDS death notifications.

4.11 Challenges

It is evident that Guyana’s HIV and AIDS response has made progress over the years and more
so over the implementation period of the previous NSP 2007-2011. Several challenges have
been raised during the end of term review, some of which are highlighted below. In its continued

effort of responding to HIV, HIVision2020 articulates strategies to address these challenges.

e Attrition rate of health workers — This is largely due to migration, both internal and
external and continues to affect implementation. Although efforts have been made to
address this by the increased training of additional health care providers, it is still
recognized as a challenge in the effective implementation and success of Guyana’s

national response to HIV.
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e Stigma and Discrimination (S&D) — Although significant strides were made S&D
continues to challenge the response. Health care workers were trained, thereby
facilitating increased access to services among some Key Populations at Higher Risk

and improved services to PLHIV in non- stigmatizing and non- discriminatory manner.

¢ Inadequate information on Key Populations at Higher risk- As the National programme
aims to have a better understanding of the epidemic, it is evident that there are several
populations with higher HIV prevalence (MSM and FCSW), engaging in higher risks
behaviours placing them at a greater risk within an environment where there is
inadequate legislative support. Improved understanding of these through further
analyses including secondary data analysis, triangulation of data and other
methodologies are needed. Still unknown for Key Populations at Higher Risk is the
population size estimate which has become critical for programming. In addition to
these populations, there is evidence to suggest that other populations could be
determined as Key populations at higher Risk. It is therefore essential to gather
information on the migrant populations (miners and loggers) and adjacent communities.
The Modes of Transmission Study would more clearly define for Guyana the sources of

infections and thus allow for better targeting of the response.

e Data Collection System-There is an absence of a cohesive data collection system to
capture data through an electronic system. Most of the technical programme areas have
stand alone data bases, however this creates many challenges. With such a system,
there is the need for additional skilled human resource capacity. Currently the

information collected is analyzed in a “silo” or stand alone manner.

e Access to services in remote areas, mainly the interior is not adequate in meeting the
demands generated by the BCC program. HIV prevalence in the interior is low, however
there are significant numbers of vulnerable groups within these areas including: miners,
loggers, and the populations that live adjacent to these mines and forests. Infection
Control in the health sector continues to be a challenge and, importantly, as it relates to
TB control in the public, outpatient and inpatients settings. The relatively weak infection
control practices are noted as one of the key contributing factors to the high level of

TB/HIV co- infection rates.

e Social Issues impacting of treatment outcomes- Some PLHIVs are not adhering to
treatment so there are issues of loss to follow-up, dropout rates and other patient
monitoring challenges that impact the treatment outcomes and ultimately prevention.
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e There is the need for comprehensive dialogue on the possibilities and provisions of third
line therapy. The proportion of persons moving from first to second line therapy is within
acceptable international standards; however there are persons who may be indicated for
third line therapy. Drug resistant strains may emerge and the public health implications
of primary transmission of drug resistant HIV are a reality.

e Guyana has a strong primary health care (PHC) system with a wide network of
healthcare facilities and health care workers. Since HIV is now a Chronic disease, it is
important that it is integrated into the PHC system, for the management of co
morbidities associated with the ageing HIV population. Increase in life expectancy
means that the need has arisen to comprehensively manage PLHIV for other chronic
diseases such as diabetes, hypertension and other cardio vascular diseases. Children
born with HIV in the earlier days of the epidemic are now growing up to be adolescents,

teenagers and young adults.

e AIDS spending is affected by the evolving nature of the global economic and political
architecture which demands greater focus be placed on the understanding of the
financial requirements of the National Response. There needs to be better coordination

and donors and regular National AIDS Pending Assessment (NASA) conducted.
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Chapter 5: Achieving Global Targets

Globally countries are committed to achieving universal targets as set by UNAIDS and other
global indicators for HIV by the year 2015. Targets as endorsed at the United Nations General

Assembly Special Session on HIV and AIDS reiterate the need for a global response.

In June 2011, the member countries of the United Nations including Guyana committed to the
new declaration of the United Nations General Assembly Political Declaration on HIV and AIDS.

Within this declaration there are several targets aimed at the elimination of HIV by 2015.

These targets seek to focus countries on the key areas that need to be highlighted in their
response to the HIV epidemic. Thus, within HIVision2020 national targets have been aligned

with Global targets and are reflected in the priority areas of:

Prevention: The prevention response will focus on the el