
HIV/AIDS	External	Mid-term	Review		
Timor	Leste	

3-14	June	2019	

Richard	Steen	
John	Mathenge	
Bharat	Rewari	



Table of contents 

Executive summary	 4

Background	 6

Epidemiology	 8

Pillar 1: HIV and STI prevention to stop sexual transmission	 11

Pillar 2: HIV testing and access to treatment and care	 15

Pillar 3:  Elimination of mother-to-child transmission of HIV and syphilis	 21

Pillar 4: Creating an enabling environment for HIV/STI service delivery	 23

Pillar 5: Knowing our epidemic. Strategic information management	 25

Programme management and cross-cutting issues	 26

Annex	 27



Abbreviations
ART Antiretroviral treatment/therapy

BSP Basic service package

BSS Behavioural sentinel surveillance

DHS Demographic and health survey

DIC Drop-in centre

eMTCT Elimination of mother-to-child transmission

FSW Female sex worker

GFATM Global Fund for AIDS, Tuberculosis and Malaria

HIV/STI HIV/AIDS and STI

HMIS Health management and information system

HTC HIV testing and counseling

IEC Information, education and communication

KP Key populations (including FSW, MSM, TG, PWID)

M&E Monitoring and evaluation

MCH Maternal child health

MOH Ministry of Health

MSM Men who have sex with men

NAC National AIDS Commission

NAP National AIDS Programme, or National AIDS Control Programme (NACP)

NSP National strategic plan

NGO Non-governmental organisation

PITC Provider initiated testing and counseling

PLHIV People living with HIV

PMTCT Prevention of mother to child transmission

PPI Priority programme indicators

PWID People who inject drugs

SAMES Servisu Autonomo Medicamento Equipamento Saude (Autonomous body for 
procurement and logistics management)

SI Strategic information

STI Sexually transmitted infection

TG Transgender persons

UNAIDS Joint UN Programme on HIV/AIDS

UNFPA United Nations Population Fund

UNICEF United Nations Children’s Fund

WHO World Health Organization



Executive summary 

A mid-term review of the National AIDS and STI Program was conducted in Timor Leste from 3-14 
June. The TOR was to carry out a comprehension review of the National AIDS and STI Program. 
Methods included review of epidemiological and programmatic data, national strategic plan (NSP) 
and related guidelines, community and clinic-based visits for interactive discussions and 
observations, and assessments with programme staff focusing mainly on the five pillars of the 
NSP. Following is a summary of the main findings of the review.


Overall findings 

‣ HIV/STI epidemics are on the increase in Timor Leste. Parallels with neighbouring Indonesia 
argue for a stronger regional response in several areas. 


‣ Prevention is not keeping pace with the epidemics, which are currently concentrated among 
KP and bridge populations, but starting to spread more widely.


‣ The current response can be described as ‘one step forward, one step back’ – some progress 
scaling up testing, PMTCT and treatment programmes, but shrinking/weakening of the key 
population (KP) programme.


Pillar 1 

‣ KP programme is very weak – no incentives for peer educators, lack of trust and confidence in 
programme by KP community, most KP avoiding drop-in centre (DIC), missed by outreach.


‣ Existing population size estimates for KP are outdated and unrealistic, which distorts 
programme targets and monitoring.


Pillar 2 

‣ Progress has been made in scaling up testing, PMTCT and treatment programmes to CHC 
level but more needs to be done to improve uptake, linkage, retention and quality of services.


‣ HIV testing, mainly provider-initiated, has been scaled up to CHC level but counselling is 
weak. HTC/PITC accounts for 60% of all HIV testing and likely includes many KP and male 
bridge populations (lack of risk data limits analysis however).


‣ HIV cascades could be improved – linkage to treatment is patchy due to limited counselling 
and lack of support services, as well as high stigma.


‣ ART services are poorly documented, systems weak, avoidable stock-outs occur.


‣ ART outcomes are poor, including drop-outs, treatment failure and high mortality.


Pillar 3 

‣ Timor Leste has the opportunity to build on a strong PHC network to eliminate mother-to-child 
transmission (eMTCT) of HIV and syphilis, if HIV/STI services are strengthened and ANC 
screening scaled up to >95%.


‣ Syphilis/STI control is currently neglected, screening intermittent due to reagent stock-outs. 


Pillar 4 

‣ Multiple structural factors create vulnerability and limit access to services, yet structural 
interventions are missing or weak.




Pillar 5 

‣ Basic data systems are in place but weak recording and reporting gaps lead to medication 
stockouts, treatment interruptions and poor prevention and treatment outcomes.


‣ SI is currently too narrowly focused on donor reporting, multiple gaps and weaknesses are 
apparent. 


‣ Data are not being used optimally to guide programmes.


Main recommendations 

‣ Boost National Response to HIV/STI with a 3-prong approach consistent with NSP.


‣ Interrupt transmission with effective KP interventions


‣ Provide essential HIV/STI services for all who need them


‣ Ensure reliable data to guide the response


Pillar 1 

‣ Restore and redouble KP efforts, strengthening community-based interventions to build trust, 
boost outreach/prevention, streamline linkage to counselling, testing, treatment and related 
services.


‣ Strengthen data-guided programming with hotspot mapping, better KP estimates and 
microplanning.


Pillar 2 

‣ Strengthen counselling and support services linked to HIV testing.


‣ Improve ART and related services in line with current WHO recommendations.


Pillar 3 

‣ Scale up ANC screening and strengthen STI services with the aim of applying for eMTCT of 
HIV and syphilis within 3-5 years.


Pillar 4 

‣ Support KP and PLHIV – through community mobilisation and microplanning – to address 
widespread violence, stigma and discrimination, while supporting service uptake and 
utilisation.


Pillar 5 

‣ Review/introduce priority programme indicators across programme areas, achievable 
population-based targets and regular dashboard reviews to guide programme decision-
making.


General recommendations 

‣ Capacity building and support is needed in all areas including programme management.


‣ Experience of TSU (technical support unit), or equivalent mechanism (individuals with 
implementation experience covering 5 Pillars of NSP), for sustained technical support should 
be studied.


‣ Greater integration across several collaborative programme areas – TB/HIV, eMTCT/STI/CxCA 
– would be mutually beneficial.




Background 

The national HIV/AIDS and STI Control Program started in Timor-Leste in 2003, soon after the 
detection of first case of HIV in Dili, the capital city. It is supported by National Commission to 
Combat HIV/AIDS (NAC), established in 2012. The role of NAC is to advocate with the 
Parliamentarians, Religious Leaders, and Line ministries for HIV/AIDS. They also support many 
activities in prevention of HIV/AIDS among the general population. The HIV/AIDS program is 
functional in all 12 municipalities and Oecusse Special Administrative Region and has been 
supported by the Global Fund for AIDS, Tuberculosis and Malaria (GFATM) for the past ten years. 
The GFATM grant has been approved for the 2018-2020 cycle. The national program provides a 
continuum of prevention to care services specifically prioritising key populations, based on “Asian 
Epidemic Model” for low and focal concentrated epidemics and high ‘value for money’ 
programming. Service delivery is through governmental and non-governmental agencies, which 
allow diverse populations to be served and reached as required.  


The program has been consistently maintaining or achieving its desired outcomes as per GFATM’s 
performance update. Despite that there is sharp rise in the number of new HIV infections mainly 
among general population, MSM and transgendered people while the number of FSW tested 
positive for HIV in the program remains low. In 2018, the total number of new infections detected 
was 148 and 121 initiated the treatment. This raises a fundamental question ‘is the program 
reaching the right people for prevention?’ In addition, the program managed to test 130 people 
who are on ART for VL count and 39 were detected with VL > 1000 copies, raising questions 
about adherence, resistance, quality of counselling etc.


To address these and other questions, a mid-term review of the National AIDS and STI Program 
was conducted in Timor Leste from 3-14 June.


The TOR was to carry out a comprehension review of the National AIDS and STI Program in order 
to critically analyse the response, review implementation of the national response to HIV/AIDS 
epidemic and STIs. and provide recommendations for the program leading to development of 
concept note for GFATM post 2020. The specific objectives guiding the review were: 


‣ To assess progress made towards achieving the goals, objectives and targets set out in the 
National Strategic Plan (2013-2017) and outcomes and impact committed to GFATM


‣ To examine the impact and outcome of the national response achieved based on the available 
data 


‣ To evaluate whether the process is on track with adequate coverage and quality with the 
current NSP 


‣ Assess the continued relevance of key result areas and strategic approaches of the NSP in 
light of any changes in the global and national HIV response context


‣ To document lessons learnt and challenges to inform future planning and implementation 


‣ To identify specific areas requiring improvements and prioritise them based on national needs.


‣ To propose recommendations based on the priority indicating high impact interventions.




Cross-cutting themes such as greater involvement of affected communities and people living with 
HIV and issues of human rights and gender were addressed.


The review team included international experts with specific expertise on


‣ HIV/STI prevention, epidemiology, surveillance and evaluation


‣ HIV treatment and care services, procurement 


‣ Community involvement and engagement, community capacity building, enabling environment 


Methods included review of epidemiological and programmatic data, national strategic plan (NSP) 
and related guidelines, community and clinic-based visits for interactive discussions and 
observations, and assessments with programme staff focusing mainly on the five pillars of the 
NSP. 


Different methods will be deployed to collect the data. Desk review and analysis were conducted 
to synthesise available information and data. Field visits enabled the review team to make on-site 
observations and collection of information. These involved a range of activities including briefing, 
meeting with key stakeholders, interviews with the members of key populations, PLHIV, service 
providers, field workers and observation of various processes. Sites will be chosen by NAP.


The aim of the review and analyses were to provide a factual and objective basis for assessing the 
performance of the programme, identifying challenges and making recommendations for moving 
forward. Analyses also considered limitations of the review and the extent to which findings can 
be generalised to the whole programme. Critical questions considered included: 


‣ Is the program making a difference? 


‣ Are the right people being reached?


‣ Is the program adequately scaled up to make a difference in peoples’ lives?


‣ Are there systems for governance, management and coordination in place?


‣ Are resources being optimised in the most strategic and efficient manner?




Epidemiology 

Timor-Leste is classified as a low HIV prevalence country, with highly concentrated HIV and STI 
epidemics. As in other Asian countries, transmission among key populations (KP) – including 
female sex workers (FSW), men who have sex with men (MSM), and transgender persons (TG) – 
and bridge groups (male clients and partners of KP) drives epidemics. High partner/client 
numbers and inconsistent condom use fuel transmission within KP/bridge networks, which then 
spills over to the general population as bridge groups pass infection on to lower risk partners 
(Figure 1).


Figure 1. HIV/STI transmission dynamics  1
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The national prevalence of HIV in Timor-Leste remains below 1% but is steadily increasing. Table 
1 summarises available data from surveys conducted among pregnant women, key populations 
and uniformed services during the past decade. The 2011 HIV Integrated Biological and 
Behavioral Surveillance (IBBS) surveys conducted in Dili, Ainaro, Baucau, Bobonaro, Covalima, 
and Oecusse found HIV prevalence to be 1.6% among MSM and 1.3% among FSW. Prevalence 
rates reported in the 2016 IBBS for Dili and Baucau were significantly lower than in 2011 although 
different sampling methods were used. Preliminary analysis of 2019 HSS results suggests that 
both HIV and syphilis continue to spread unabated among KP, with prevalence also rising among 
the general population.


 Model adapted from one developed in Thailand 30 years ago, which guided the first successful 1

response to HIV and other STIs in the Region. It was subsequently used to illustrate the 3-prong 
WHO/SEARO Regional STI Strategy 2007-2015



Summary of HIV/STI epidemiological data, Timor Leste  

*Note: 2018 HSS results pending final analysis


Key population size estimates are not well established, A 2015 study estimated that there were 
1,688 (95% CI: 1333, 2044) FSW living in Timor-Leste, representing 0.71% (95% CI: 0.56%, 
0.86%) of females aged 15 to 49. The combined population size of men who have sex with men 
(MSM) and transgender (TG) persons was estimated to be 8,703 (95% CI: 7,821, 9,585). 
Programme data and other surveys suggest that the sex worker population may be 2-4 times 
higher than this estimate, while MSM estimates probably overestimate the number of higher risk 
MSM who are reachable with interventions.


Programme data also provide evidence that epidemics are growing. Figure 3 shows the number of 
HIV tests conducted by year since 2015 (with first quarter data for 2019 extrapolated to the full 
year). Not only has testing increased but the positivity rate among those tested has almost 
doubled over five years. Unfortunately, no information on risk behaviours is collected either from 
those tested or those HIV+. We assume that these data show a mix of key populations and male 
bridge groups as well as some people at lower risk in the general population.   


Figure 3. Increasing number of HIV tests and increasing HIV positivity 
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HIV Syphilis HBV Source Sites

ANC 2013 0.04% 1.1% HSS

FSW 2011 1.3% 9.8% 8.3% IBBS Dili, Ainaro, Baucau, Bobonaro, Covalima, Oecusse

2016 0% 2.6% IBBS Dili, Baucau

MSM 2011 1.6% 7.1% 10.2% IBBS Dili, Ainaro, Baucau, Bobonaro, Covalima, Oecusse

2016 0.3% 3.6% IBBS Dili, Baucau

UP 2011 13.9% 14.8% IBBS Dili, Ainaro, Baucau, Bobonaro, Covalima, Oecusse



Figure 4 summarises data since 2003 in new and cumulative HIV+ detected, number who have 
died and number known to be living with HIV. It is important to note that the number of HIV+ 
detected has already surpassed UNAIDS spectrum  modelling estimates (806), worrying evidence 2

that the HIV epidemic is spreading faster than anticipated. 


Figure 4. HIV trends over time 
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Main findings 

‣ HIV/STI epidemics are on the increase in Timor Leste. Parallels with neighbouring Indonesia 
argue for a stronger regional response in several areas. 


‣ Prevention is not keeping pace with the epidemics, which are currently concentrated among 
KP and bridge populations, but starting to spread more widely.


‣ The current response can be described as ‘one step forward, one step back’ – some progress 
scaling up testing, PMTCT and treatment programmes to CHC level, but shrinking/weakening 
of the key population (KP) programme.


Programme strengths, gaps and weaknesses 

The main findings of the review are presented below following the five pillars of the National 
Strategic Plan (NSP).


 Note that Spectrum estimates are recognised to be unreliable in low-level HIV epidemics2



Pillar 1: HIV and STI prevention to stop sexual transmission  

There are worrying signs that the HIV and STI epidemics in Timor Leste are continuing to grow. As 
seen in Figure 3, HIV-positivity of those tested has doubled over the last 5 years, despite 
increased numbers of tests performed. This contrasts with the experience of countries with 
stabilising epidemics where high early positivity rates decrease over time as transmission slows 
and testing expands to lower risk populations. In fact, Timor Leste has already detected more 
PLHIV through limited testing than the 806 that UNAIDS has estimated for the entire country. 
Preliminary 2019 HSS results confirm these increasing trends, following the pattern of a low-level 
but expanding and highly concentrated epidemic. Available syphilis data showing high prevalence 
rates provide addition evidence that prevention efforts are failing to effectively control sexual 
transmission.


The most apparent weakness of the prevention response is the current lack of effective 
interventions with key populations (KP). Sex workers, MSM and TG are at high risk of HIV/STI 
acquisition and transmission, yet often face stigma and have limited access to health services. 


There is some limited evidence that early KP programming may have improved prevention efforts 
somewhat. However, these were disrupted two years ago when KP programme activities were 
shifted from an NGO sub-recipient to the NAP. At that time, incentives for peer educators were 
eliminated and outreach staff salaries reduced leaving the programme with only limited and 
intermittent ‘volunteer’ peer interventions at KP hotspots. Even before these changes, however, 
KP programme coverage was apparently low. The 2016/17 IBBS  found that only one in four to 
five FSW and MSM received any prevention services or commodities in the previous twelve 
months (see Fig 5).


Figure 5. IBBS 2016/7 data showing limited coverage of KP program outreach 

�  



This low coverage has apparently slipped considerably during the last two years. Without peer 
educators to regularly contact KPs, interventions now appear to be limited to 6-monthly testing. 
Figure 6 shows data for the basic service package and HIV testing reported by the programme 
along with programme targets. One would expect BSP numbers to be much higher than testing 
numbers since outreach contacts with BSP should be made at least monthly while testing is 
recommended only twice per year. 


Figure 6. 2019 KP programme data on Basic Service Package (BSP) and HTC 

!  
The second problem evident in Fig 6 concerns targets and population size estimates (PSE). As 
mentioned earlier, the 2015 PSE were 1,688 for FSW and 8,703 MSM&TG. PUDR data suggest 
that nearly all sex workers, but only one in two TG and one in four MSM were being reached. 
Adjusting the the low coverage reported in the last IBBS, the true PSE for sex workers may be two 
to four times higher (at least 3500). The PSE for MSM was calculated differently and may be an 
overestimate of overt, higher-risk MSM who can be reached by programmes. 
KP programmes require reliable PSE in order to set feasible targets for reaching sex workers, 
MSM and TG with outreach and services. Programmes should also monitor several priority 
programme indicators (PPIs) related to uptake and ongoing utilisation of both community-based 
interventions (outreach) and clinic-based services (regular checkups). As shown in Table 2, there 
are currently no data available on basic indicators for outreach and clinic visits.  
KP programmes driven by HIV testing targets typically face several problems including low uptake 
and weak prevention outcomes. Uptake is low because KP have legitimate fears about learning 
their status, and will avoid the programme if HIV testing is pushed too aggressively, or if their other 
needs are not addressed. During the review, informal interviews and group discussions with KP at 
hotspots revealed low trust in the programme, which is seen to be too narrowly focused. The drop-
in centre (DIC) is seen as a testing centre and office space for programme staff rather than a safe 
space where community can congregate, rest and avail a range of services (see also Pillar 4). 



Table 2. Availability of data on standard KP priority programme indicators (PPIs) 

Table 3 provides an overview of KP programme gaps and weaknesses. 
Table 3. Status and availability of standard KP programme activities and services 

PPI Availability Target/notes

Estimated number of KP 
(disaggregated FSW/MSM/TG)

Outdated population size 
estimates do not reflect 
situation on the ground

Need to revise

(provisional 2xFSW, 0.5xMSM)

Outreach Uptake: Number KP 
reached by PE at least once 
during outreach 

Not Available Targets should be set >80-100% of 
PSE (cumulative)

Outreach Frequency: Number KP 
reached monthly/quarterly by PE

Not Available All KP should be reached at least 
monthly by outreach

Clinic Uptake: Number KP 
attending clinic for first time

Not Available Targets should be set >80-100% of 
PSE (cumulative)

Clinic Frequency: Number KP 
reached monthly/quarterly by PE

Not Available All KP should be attend clinic 
quarterly

Basic Service Package (BSP) Currently collected but 
methods cumbersome and 
results poor

Use Outreach Frequency PPI and 
include those who received 
information, condoms and referral)

HIV Testing Currently collected as only 
clinical service indicator, 
which distorts programming 

Use Clinic Frequency PPI and monitor 
specific services (HIV testing, STI 
screening, etc) as specific services 
(secondary indicators)

KP programme activity Availability Target/notes

Mapping/PSE with gap analysis No hotspot mapping, outdated 
PSE

Conduct participatory hotspot 
mapping and validation with PSE

Peer-based outreach No longer exists, no peer 
incentives

Restore and redouble

Continuous hotspot presence Absent Restore PE incentives, recruit PEs 
with hotspot focus

Microplanning introduced Absent Develop/adapt operational 
manual, conduct PE training

Risk assessment with questions 
on CCU, age, time in sex work, 
alcohol/drug use

Absent Adapt and introduce

condom demand and distribution 
assessed

Absent Adapt and introduce

Regular medical checkups Absent Adapt and introduce

Structural interventions 
addressing CU facilitators, 
barriers, violence

Absent Adapt and introduce

Dashboards with priority 
programme indicators (PPI)

Absent Adapt and introduce

Data triangulation (STIs, new HIV) Absent Adapt and introduce



In summary, a number of major gaps and weaknesses of current KP programming were identified. 
Unless they are addressed, high transmission in KP and bridge networks will continue to drive HIV/
STI epidemics in Timor Leste. Summary findings and recommendations for Pillar 1 follow. 

Pillar 1: Key points  

‣ Prevention not keeping pace with epidemic. 

‣ KP programme very weak, low coverage 

‣ No incentives for Peer Educators 

‣ Low level of trust among KP community, low uptake of services 

‣ Most KP avoiding drop-in centre (DIC), missed by outreach 

‣ Highest risk KP may use general services, or none at all 

‣ Existing population size estimates for KP are outdated and unrealistic, which distorts 
programme targets and monitoring. 

Pillar 1: Main recommendations  

‣ Restore and redouble KP efforts, strengthening community-based interventions to build trust, 
boost outreach, strengthen prevention, and streamline linkage to counselling, testing, treatment 
and related services. 

‣ Strengthen data-guided programming with participatory hotspot mapping, revised population 
size estimates, and updated targets. 

‣ Introduce microplanning with community mobilisation and regular medical checkups (RMC) to 
maximise prevention, service uptake and utilisation.  

‣ Initial focus (demonstration) of KP programme strengthening should be in Dili, then move to 5 
municipalities, then wider scale as needed (guided by high-level mapping exercise). 

Pillar 1: Detailed recommendations  

‣ Operational guidelines developed for KP program based on international guidance 

‣ Hot spot mapping and enumeration updated using participatory site assessment (PSA) 

‣ Peer educators incentives to be restored, retraining on operational guidelines  

‣ Microplanning adapted to local context, with targets (at least monthly contacts) 

‣ Regular medical check-ups (quarterly) promoted, ideally provided at DIC and including 
speculum exam, 6-monthly HTC, syphilis and cervical cancer screening.  

‣ Active condom distribution based on estimated demand 

‣ Start making the program community-led (capacity building) 

‣ Bottom-up data collection, analysis and use supported, data used at DIC level 



Pillar 2: HIV testing and access to treatment and care  

Timor Leste has a well-developed network of primary health care services, which provides a strong 
foundation for providing essential HIV/STI services to the entire population. Some important 
progress has been made in recent years scaling up testing, treatment and support services. 
Yet, despite these advances, gaps remain. HIV testing, mainly provider-initiated, is available at 
CHC level but counselling remains weak. Without pre-test counselling in most cases, it is 
impossible to asses risk of those tested – which likely includes many KP and male bridge 
populations – and offer appropriate prevention support. 
Gaps were also identified along the HIV treatment cascade. Linkage to treatment was found to be 
patchy due to limited counselling and support services, as well as high stigma. ART services are 
poorly documented and systems are weak, which results in avoidable stock-outs and patients lost 
to follow-up. As a result, ART outcomes are generally poor, including drop-outs, treatment failures 
and high mortality. Gaps and weaknesses were also identified for TB/HIV and STI services. 

HIV counselling and testing 
As mentioned under Pillar 1, HIV testing is being pushed too narrowly for KP. HIV and syphilis 
testing for pregnant women is covered under Pillar 3. For other persons, testing services are widely 
available but counselling could be improved. Figure 7 shows the number of HIV tests performed in 
2018 and HIV-positivity by source of testing. While the largest number of tests were performed for 
pregnant women, the greatest number of positives were identified through HTC/PITC.  
We can use these data to propose programme targets and recommendations for testing: 

‣ Appropriate targets for KP (twice per year), pregnant women (at first ANC visit), TB, STI and 
blood bank (100%) should be monitored regularly.  

‣ No targets can be set for HTC/PITC (testing is either requested by individual or advised by 
clinician based on risk or symptoms) but pre-test counselling with simple risk assessment 
should be introduced to inform programme and guide prevention efforts. 

Figure 7. HIV testing and positivity, 2018 (all sources) 

!  



HIV Care support and treatment 
Gaps were also identified along the HIV treatment cascade. Linkage to treatment was found to be 
patchy due to limited counselling and support services, as well as high stigma. ART services are 
poorly documented and systems are weak, which results in avoidable stock-outs and patients lost 
to follow-up. As a result, ART outcomes are generally poor, including drop-outs, treatment failures 
and high case mortality. 
Figure 8 illustrates the large gap between the number of persons known to be living with HIV and 
the number on ART. Figure 9 shows that 136 of 148 (92%) of those testing HIV+ during 2018 were 
started on treatment. The challenge for the programme is thus to reach those who were tested 
earlier and link them to treatment. 

Key observations and gaps Recommendation

There has been significant expansion of HIV testing 
services across the country to all 69 CHC, 5 referral 
hospitals and the National hospital, a very positive step 
to reach those infected. However, programme coverage 
among key populations needs to increase as most new 
infections come from KPs and their clients/partners.

Consider innovations like community-led testing 
at sites other than DIC as part of comprehensive 
KP interventions. Community views on HIV self-
testing among KPs.

The knowledge of counselors seems to be adequate on 
key issues but they were trained a long time back in 
2007 (ART doctors also underwent training in 2007).

Regular refresher training for all health care 
providers at all VCCT and ART centres.

HIV testing algorithms are in line with WHO 
recommended strategies and WHO pre-qualified kits 
are used for testing. Internal and external quality 
assurance of HIV test kits is done only at National 
Laboratory and national hospital laboratory but not at 
69 CHC and 5 referral hospitals. 

Urgently expand the quality assurance for HIV 
testing to all sites with prioritization to referral 
hospitals and later to all CHCs. 


Patients coming to hospital OPD and advised HIV 
testing by their doctor as well as those coming for 
general check ups are sent to the hospital laboratory 
for HIV testing. They go to VCCT only if found HIV or 
HBsAg positive. This deprives them of an opportunity 
to be evaluated for risk behaviours and misses an 
opportunity to raise awareness about HIV.

All persons advised to have an HIV test should 
go to a VCCT where they can be undergo pre-
test counselling before having blood drawn for 
HIV testing.

The VCCT does not collect information on risk 
behaviour of clients and the VCCT register does not 
follow WHO recording/reporting tools. Data extraction 
from formats used is cumbersome and leads to errors. 

Standardized printed recording registers, log 
books and reporting formats should be used 
both at VCCT and ART centres. 

Linkages between HIV testing sites and ART centre are 
not strong enough – almost 376 positive cases have 
not been linked to ART centres.

Provide a unique identification code (UIC) for 
each person found positive at VCCT, and 
accompanied referral for all positives from 
VCCT to ART as numbers are not too many.

Workload of counsellors at VCCT is too low. Counselors can receive additional training in 
hepatitis as the hepatitis programme rolls out.



Figure 8. HIV+ started on ART compared to number known living with HIV (note to M&E… can we 
complete data for earlier years? at least from 2010?) 

!  

PPIs for treatment can also be viewed as cascades (Fig 9), with separate analyses done for 
cumulative cases and new cases during last year. Here we can see clearly the good performance 
on linking to ART for 2018 as well as the remaining challenge to link to ART almost 400 people who 
tested HIV+ before ‘test and treat’ policy was adopted.  

Figure 9. HIV treatment cascade

!  



Key observations and Gap Recommendation

WHO guidelines for test and treat and preferred first 
regimen are being implemented at all ART sites.  
However, there are major gaps in terms of monitoring 
patients on ART, both in terms of CD4 as well as viral 
load testing. Only 30% of patients get 6 monthly CD4 
tests and only half of all patients on ART got annual 
viral load. 

Scale up viral load testing as this informs earlier 
about failure. National lab has the required 
machine and only VL cartridge supplies needs 
to be streamlined. Also, until viral load is 
available for all patients, extra efforts should be 
made by clinicians in scheduling for CD4

Mortality rates are quite high as patients are presenting 
late with low CD4 counts and advanced disease.	
VCCT and ART sites should use standardised WHO 
recording and reporting tools, and develop software to 
move away from paper-based recording and reporting.

Raise awareness among the general public 
about HIV, and among health care providers for 
a high index of suspicion. Outreach activities 
should be strengthened to track patients not 
linked to care and those lost to follow up. 

Lost-to-follow-up (LFU) tracking mechanisms need 
strengthening. In 2018 only 2 of 11 LFU were tracked. 
Counselors at ART centres should also do outreach.

Outreach activities should be strengthened to 
track patients not linked to care and those lost 
to follow up. 

The ART register at ART centers is very basic and does 
not capture the information needed for follow-up in one 
place. The patient file needs to be referred each time 
for details of CD4 tests etc. Patients do not receive any 
written instructions on regimens or general instructions. 

ART sites should use standardised WHO 
recording and reporting tools and develop 
software using DHIS2 to move away from 
paper-based recording and reporting.

WHO standard patient information books should 
be used for all patients.

The percentage of patients failing on first line ART is 
above 20%, likely due to insufficient attention to timely 
drug pick-up every month, and adherence monitoring 
of patient through pill count. 

Ensure that patients who miss appointments are 
contacted immediately to come for drugs rather 
than waiting for 3 months until they are labeled 
as Drop Out and only then contacted by 
CARITAS peer counsellor.

39 patients among 139 tested had high VL (treatment 
failure) and required repeat VL after 3 months (July to 
Sept 2018), but only 6 out of these had repeat testing. 
These patients are likely on a failing regimens for a year 
or more and will have developed drug resistance with 
adverse outcomes. 

All remaining 33 patients who have shown 
failure to first line ART need to have urgent 
repeat viral load testing and switch to an 
appropriate Dolutegravir containing regimen if 
failure is confirmed. This is high priority.

The main regimen as of now is tenofovir plus 
lamivudine plus efavirenz as per 2016 WHO guidelines. 
As per latest WHO recommendations (Dec 2018), a 
regimen consisting of dolutegravir in first line ART is 
more robust with high genetic barrier to resistance, and 
lower chances of failure. This can be introduced in a 
phased manner starting with all new patients, those 
already failing on first line and those on Nevirapine, 
which is a comparatively weaker drug. TWG on ART 
has already recommended this.

Strongly recommended to adopt the 
introduction of dolutegravir at ART centers as 
per recommendations of TWG 

Patients are provided ARV drugs for one month at a 
time, which increases travel costs every month and 
loss of wages. It also affects treatment adherence. 

WHO recommendations on multi-month 
dispensing, for 2-3 months at a time, should be 
implemented, especially for stable ART patients.

The process of drug procurement from national 
pharmacy and SAMES is too long and cumbersome 
requiring many days or even weeks some times. All this 
is done manually and often stocks run out at centres 
although available at SAMES. 

Supply chain management should be simplified 
using excel-based inventory management 
systems at ART sites and at SAMES, providing 
updated information on stocks and 
consumption patterns.

All ART centre should have at least 3 months 
buffer stocks at all times.



One particularly urgent issue requires immediate attention – all 33 patients who have shown failure 
to first line ART in 2018 and 27 failing in viral load done in 2019 need to have urgent repeat 
confirmatory viral load testing and switch to an appropriate dolutegravir containing regimen if 
failure is confirmed. This is high priority. 

HIV and TB 
Gaps and weaknesses were also identified for TB/HIV and STI services. 

Key points: 

‣ HIV testing, mainly provider-initiated, scaled up to CHC level but counselling weak. Likely 
includes many KP and male bridge populations (but no risk assessment data collected). 

‣ HIV cascades could be improved – linkage to treatment patchy due to limited counselling and 
support services, as well as high stigma. 

‣ Duplication of work among SRs. Role of each SR not well defined (overlap and duplication).  

‣ ART services poorly documented, systems weak, avoidable stock-outs occur. 

‣ ART outcomes poor, including drop-outs, treatment failures and high mortality. 

Appointment information is not used at the centre and 
data is not available on which and how many patients 
are scheduled to come for drug collection, CD4 etc.

Each ART centre should have “daily due list” for 
patients scheduled to come for drug collection 
or for CD4 testing. Those missing appointments 
need to be followed up. SMS alerts for due date 
can also facilitate timely drug pick-up.

Most of ART centre staff are aware of their own duties 
but there is no supervision as to timely and efficient 
performance of assigned work

The concept of team work should be built 
among staff at centres, with MO in role of team 
lead. Regular weekly meetings of staff should 
improve coordination.

Key observations and Gap Recommendation

HIV TB mechanisms exist at national, district and 
municipality level but is mostly nonfunctional. Joint 
reviews and joint visits are not happening due to lack of 
funds. 

The HIV TB coordination should be 
strengthened with regular meetings and joint 
visits 

HIV testing among TB patients is around 80%, with 
challenges in terms of non-availability of HIV tests kits 
for TB patients, as pregnant women and STI patients 
are prioritised for HIV testing if kits are not sufficient. 

Consider TB patients when quantification for 
HIV testing is done at municipality level.

 

The TB symptom screening for HIV patients is reported 
as nearly 90-95% but is not documented. Around 8% 
PLHIV were found to have TB, which seems low 
considering TL has high TB prevalence. 

TB screening for HIV patients should be 
documented at ART centre and a line list made 
for all referrals to TB for follow-up. Improve data 
sharing between programmes.

The provision of IPT is done for patients who do not 
have active TB after symptom screening. This is not 
reported to TB programme, despite IPT drugs coming 
from TB programme. 

Issues of screening PLHIV for LTBI and 
provision of IPT need to be jointed discussed 
and implementation monitored on monthly 
basis.



Pillar 2: HCT Recommendations 

‣ Strengthen community-based interventions to build trust and streamline linkage to services. 

‣ Raise public awareness about HIV, also among health care providers for high index of 
suspicion. 

‣ Strengthen counselling and support services linked to HIV testing including regular refresher 
training for all health care providers at all VCCT and ART centres. 

‣ Expand quality assurance for HIV testing to all sites, prioritising referral hospitals, then CHCs. 

‣ Anyone advised to have an HIV test should undergo pre-test counselling before blood is drawn 
and sent to lab for HIV testing. 

‣ Unique Identification codes should be given at VCCT to those testing positive, and 
accompanied referral provided from VCCT to ART. 

Pillar 2: ART Recommendations 

‣ Minimise drop outs by developing follow-up protocol and mechanisms. Contact patients who 
miss one appointment immediately rather than waiting for 3 months.  

‣ Streamline/demarcate SR activities Estrela+, Caritas, Esperanza (which should be coordinated 
by NAP). 

‣ Implement WHO recommendation on dispensing for 2-3 months at a time, especially for 
patients stable on ART. 

‣ ART sites should use standardised WHO recording and reporting tools, and compatible 
software. 

‣ Introduce dolutegravir as per TWG recommendations.  

‣ Simplify supply chain with excel-based inventory management at ART sites and SAMES. 

‣ All ART centres should have at least 3 months buffer stock at all times. 

‣ Concept of ‘team work’ with weekly staff meetings for coordination. ART centres should have 
‘daily due list’ for patients due for drug collection or CD4, missed appointments, etc. 

‣ Scale up viral load testing to inform earlier about the failure. Before VL available for all patients, 
extra effort should be made by clinicians in scheduling patients for CD4. 

Pillar 2: HIV/TB Recommendations 

‣ HIV/TB coordination should be strengthened with regular meetings and joint visits.  

‣ Consider TB patients (in addition to pregnant women and STI patients) in quantification at 
municipality level for HIV testing. 

‣ Ensure universal testing of all TB patients for HIV, maintaining a line listing of those tested.    

‣ TB screening for HIV patients should be documented at ART centre and a line list made for all 
referrals to TB for follow up. 

‣ The issue of screening PLHIV for LTBI and provision of IPT should be jointly discussed, and 
implementation monitored on monthly basis. 



Pillar 3:  Elimination of mother-to-child transmission of HIV and 
syphilis  

Progress has been made scaling up prevention of mother to child transmission (PMTCT) services 
for HIV to six municipalities, with plans to extend to remaining municipalities in the coming year. 
Figure 10 shows ANC HIV screening cascade data for 2018. With almost 80% of pregnant women 
registered for antenatal care (at least one ANC visit), about 41% of them received an HIV test and 
8 were found to be HIV-positive.    
Figure 10. ANC screening cascade 

!  
Screening for syphilis during pregnancy is less well documented. Figure 11 shows data on all 
syphilis testing (laboratory reporting) for 2018. Syphilis positivity (rapid test) ranged from 3-12% 
(30-120 times as high as HIV). Screening interruptions due to reagent stock-outs are common. 
Figure 11. Syphilis screening and positivity data 2018 

!  



These data illustrate both the feasibility as well as challenges of eliminating mother to child 
transmission (eMTCT) of HIV and/or syphilis in Timor Leste.   

‣ For HIV, both ANC registration/attendance and HIV testing would need to increase to greater 
than 95%.  

‣ For syphilis, the challenges are somewhat greater due to current lower levels of screening, 
periodic reagent stock-outs and much higher positivity, requiring more treatment. 

‣ For both HIV and syphilis, treatment of the mother and correct management of newborns would 
need to be well documented. 

‣ For eMTCT, progress would also need to be shown in preventing HIV and syphilis among 
adults (eMTCT Prong-1). In Timor Leste, NSP Pillar 1 addresses HIV prevention with focus on 
KP. For prevention of infectious syphilis, screening KPs six-monthly for syphilis (same timing as 
HIV testing) and strengthening STI case management for symptomatic patients would be 
required. 

The main problem with syphilis screening is shortage of reagents with periodic stock-outs. This 
could be partly addressed by switching from rapid tests to RPR, which is much cheaper and can be 
performed at CHC level. 

Key points: 

‣ Potential to build on strong PHC network to scale up ANC screening and eliminate mother-to-
child transmission. 

‣ Important progress made scaling up HIV testing in ANC, but need to continue to close gaps. 

‣ Syphilis/STI control currently neglected, screening intermittent due to reagent stock-outs.  

Pillar 3: Recommendations 

‣ Scale up ANC screening and strengthen STI services with aim of reaching eMTCT of HIV and 
syphilis in 3-5 years. 

‣ Feasibility of eMTCT for both syphilis and HIV if ANC screening plus improved STI control. 

‣ STI guidelines should include 6-monthly KP syphilis screening and enhanced syndromic case 
management. 

‣ STI services need to reach more men (mostly women currently attending, most with RTIs not 
STIs) requiring some refocus and capacity building. 



Pillar 4: Creating an enabling environment for HIV/STI service 
delivery  

During the review, numerous accounts of stigma, discrimination and violence were heard, 
particularly from KP and PLHIV. Community mobilisation and engagement in the national response 
is minimal, and examples of structural interventions to improve existing conditions are few. 
Key populations (KP) 
The following observations are drawn from interactions with KPs at various hotspots and drop-in 
centres (DICs in Dili and Maliana) using participatory ethnographic methods.  
Broadly speaking, the program lacks community engagement. Community mobilisation is limited to 
bringing people to the DIC (which functions more like a KP office) mainly during studies or visits 
(like this review). KPs do not feel that the DIC belongs to them as the space is tightly controlled by 
the project team. In Maliana, KPs can’t come to visit the DIC unless called for some reason. What 
is called DIC is an office space in reality. Various forms of coercive practices were reported and 
there was a palpable undertone of (covert) discrimination to them. Several instances were 
reported, a few of them listed below> 

‣ Staff privileges do not extend to KP. Air conditioned room, tea, coffee available to staff, not to 
KP when they visit the office. 

‣ There’s huge push to get KP tested for HIV without addressing their other concerns, no time 
with clinician to address health concerns. 

‣ Most of them felt very disappointed the way they are being treated. “We are humans first,” was 
a theme that came up repeatedly during the interactions. 

KPs also spoke of conditions that increase vulnerability and risk. The client load of KPs is quite 
high with most having at least 5 clients per day, Yet, instead of active condom distribution, 
condoms are only provided through dispensers and during clinic visits for testing (24 pieces in 6 
months).  
It was clear that many MSM provide sexual services in exchange of cash or kind. Many MSM 
provide services to TG which is quite unique. Most TG and MSM do not have houses and often 
spend the night at the client’s house. 
Many MSM and FSW operate in risky environments and often face violence. Some HIV+ KP 
informed that their status was disclosed to outsiders in the field resulting in violence. No security or 
crisis management/response systems are in place. Sign outside DICs mentioning ‘key populations’ 
is likely stigmatising. 
People living with HIV (PLHIV) 
The review team heard several times that when someone first learns they are HIV+ and are offered 
referral to support services (Estrella+, Esperanza, CARITAS), they almost always refuse, as they 
are reluctant to disclose their status to other people. There also appears to be considerable 
overlap in the roles of these three organisations. There are no targets and monitoring of activities is 
weak. These observations may partly explain the low numbers of PLHIV who receive support 
services as well as low rates of linkage to ART and subsequent retention on treatment.  



Estrella+ was recently awarded a GFATM regional grant to strengthen work in this area. There is 
an opportunity to coordinate these activities with NAP and NAC in order to address several gaps 
and weaknesses identified during this review. 

Key points: 

‣ Multiple structural factors create vulnerability and limit access to services, yet structural 
interventions and support services are missing or weak. 

Pillar 4: Recommendations 

‣ Support KP and PLHIV – through community mobilisation and microplanning – to address 
widespread violence, stigma and discrimination, while supporting service uptake and utilisation. 

‣ Initial steps should be taken to encourage development of community-based organisations 
(CBO) that are KP-led. 

‣ Crisis response system to be developed, with incidents documented and monitored. 

‣ More attention to programme indicators for creating enabling environment – addressing 
violence, discrimination, etc. 

‣ There are opportunities for NAC to be more involved in supporting community-based and 
structural interventions particularly for KP and PLHIV who are most affected. 



Pillar 5: Knowing our epidemic. Strategic information 
management  

Strategic information was looked at during this review mainly in relation to programme needs for 
timely and reliable data to monitor progress and identify problems that require attention. The 
review team included M&E staff (along with responsible programme staff for each area) when 
reviewing programme activities under each of the preceding Pillars.  
Currently programme data is maintained mainly in aggregate forms on spreadsheets, which are 
used to produce quarterly and annual reports. There appears to be little review of data with 
responsible programme staff who do not appear to use data to guide their work. Recommendations 
for improving strategic information were highlighted in the last review (2013), specifically to; 
Build capacity for programme staff (national and regional/district) on basic data management, and 
monitoring of their programmes. Basic data management should include understanding the uses of 
routine data. 
More work is clearly needed in this area. The recommendations below are meant to promote 
greater involvement of M&E in programme decision making through regular ‘dashboard’ reviews of 
priority programme indicators (PPIs). Some PPIs have been identified in earlier sections. Examples 
are the cascades for Pillars 2 and 3, and the outreach and clinic indicators for KPs. 

Key points: 

‣ SI efforts are currently too narrowly focused on donor reporting, with many gaps and 
weaknesses apparent. 

‣ Data are not being used optimally to guide programmes. 

Pillar 5: Recommendations 

‣ Review/introduce priority programme indicators (PPIs) across programme areas, set 
achievable population-based targets and conduct regular dashboard reviews to guide 
programme decision-making. 

‣ M&E team should closely monitor and document completeness and timeliness of reporting, and 
follow up with reminders. 

‣ Migrate from aggregate data (excel) to individual-based records (like DHIS-2).  

‣ Hands-on TA should be closely linked to implementation (involving both M&E and programme 
technical staff) to support data-driven programming. 



Programme management and cross-cutting issues 

In conducting this review, much time was spent with NAP staff responsible for work under each 
NSP Pillar, together with the programme manager and M&E staff. This was done as a kind of mock 
‘dashboard review’ with discussion of data and trends for key indicators with respect to programme 
targets. Similar questions were also raised with coordinators during site visits to better understand 
how systems work and how they are guided by data. The following observations identify several 
broad gaps and weaknesses that should be addressed.  

‣ Significant lack of capacity (understanding programme planning, implementation methods, 
monitoring, use of simple management tools, etc.) and lack of clarity on expected programme 
performance with respect to targets were observed. 

‣ Overall, staff tend to focus reactively on day-to-day issues, less proactively on progress against 
targets. 

‣ Data are not used well to monitor progress and improve performance (see also Pillar 5). 

‣ The NAP organogram appears to include positions with overlapping and/or minimal 
responsibilities, and unclear accountabilities. Staff performance appraisals, internal monitoring 
systems and reporting lines are also unclear. 

‣ In the field, coordinators often do not anticipate problems (outreach coverage, stock shortages, 
loss to follow-up, etc) resulting in stagnant performance and service interruptions. 

In order to implement the recommendations proposed above under the five Pillars of the NSP, the 
NAP should review its current structure and procedures from a functional perspective. Continuing 
management, technical and capacity building support is critical along with exposure to good field 
programmess. The experience of a technical support unit (TSU), or equivalent mechanism or 
individual, for sustained technical support adapted to Timor Leste, is worth studying. Several 
recommendations for the medium term (18 months) are listed below. 

General Recommendations 

‣ Review NAP organogram and consider restructuring team with attention to functional 
responsibilities and accountability with respect to NSP Pillars and targets.  

‣ Capacity building and support are needed in all areas including programme management. 
Ideally, a prevention expert would support HIV/STI prevention interventions (Pillars 1, 3 and 4), 
involving programme technical staff, M&E and the programme manager as a collaborative team 
to regularly review dashboard indicator data and make programme corrections. Similarly, a 
treatment expert would work with programme technical staff for HIV testing, linkage to 
treatment, ART, TB/HIV (Pillars 2 and 4), together with M&E and management. 

‣ Greater integration across several collaborative programme areas – TB/HIV, eMTCT/STI/CxCA 
– would be mutually beneficial. 
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