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INTRODUCTION
I- Socioeconomic, Political, and Demographic Overview

Trinidad and Tobago is a 5,200 square kilometers twin-island State (of which Tobago accounts for 300 square kilometers) situated at the southern end of the Caribbean chain of islands. The islands came under British colony in the 19th century and gained independence in August 1962. The country is now a Republic (parliamentary democracy) within the British Commonwealth. Tobago is administered separately by the Tobago House of Assembly, which was established in 1980. Trinidad is currently organized into 13 administrative areas or Regional Corporations.
a) Economy 

The country is one of the most prosperous in the Caribbean thanks largely to petroleum and natural gas production and processing. Since the 1960s, the economy has been characterized by heavy dependence on the production and export of petroleum and gas.

The country is the leading Caribbean producer of oil and gas, and has earned reputation as an excellent investment site for international businesses. Tourism, mostly in Tobago is targeted for expansion and is growing, although not proportionately as important as in many other Caribbean Islands. The economy benefits from low inflation and growing trade status. Prospects for growth in 2004 are good as prices for oil, petrochemicals and liquified natural gas are expected to remain high, and foreign direct investment continues to grow to support expanded capacity in the energy sector. In 2004, per capita GDP is estimated to be $9,500 and the GDP growth rate, 3.7%.
The national economy has benefited from steady improvement over the past fifteen years – primarily due to measures of trade and currency liberalization; diversification strategies into agriculture, manufacturing (non-oil), and tourism; and restructuring, divestment, and liquidation of a number of State enterprises. In addition, a tax reform program introduced a 15% value-added tax and reduction of personal and corporate taxes, tighter control of public expenditure and reduction of the fiscal deficit, and increases in public utilities tariffs. 

The currency value is fairly stable since the floating of the dollar in 1993 (from TT$ 5.40 to TT$6.12=US$1). Inflation rate is quite stable at 3.8% (2004). In keeping with this economic progress, there has been a reversal of the unemployment trends because of increases in the non-oil sectors of tourism and other service industries. The labor force is growing (590,000 in 2004 from 521,000 in 1995) with declining unemployment rates (10.4% in 2004 from 17% in 1995). 
However, despite significant economic progress, estimates indicate that poverty levels remain high (20% of the population), with a further widening in the distribution of income. A significant number of these people are classified as extremely poor – those unable to afford the cost of a minimum food basket.

Furthermore, the Government has to cope with an increasing problem of crime and violent crime. And the country has become a transshipment point for South American illicit drugs destined for the United States and Europe. 
b) People

There has been a steady and significant improvement in the level of educational attainment in the population. In 1970, approximately 8% of the population had no education and by 1990, this had been reduced to about 3%. Between 1980 and 1990 there was a steady increase in the percentage of both men and women achieving secondary and tertiary education levels. The adult literacy rates testify to this sustained achievement (98.6% in 2003). 

According to the 2000 national census, the population was estimated to be 1.3 million, with an average annual growth rate of less than 1%. The male-to-female ratio is 1.05. The population grew at declining rates in the last three decades. The slowing of population growth is partly due to declines in the total fertility rate (1.77) and crude birth rate (12.75 in 2004, from 15.8 in 1995 and 19.7 in 1990), a stable crude death rate (9.02 in 2004 from 7.1 in 1995 and 6.7 in 1990), and significant emigration. 
These trends are also reflected in the population pyramid: 21.4% of the population is under 15 years of age, 70.6% is between 15-64 years of age and 8.1% are over 65. Nearly 72% of the population is considered urban.

Life expectancy increased continuously between the 70s and the new millennium. In 1990, the figure was 72.7 years for females and 69.3 for males. A major reason for the improvement in overall life expectancy over the last 30 years has been the drop in infant mortality from 110 per 1,000 live births in the 1940s to 18 per 1,000 live births in the 1990s. In addition, the mortality rate for the 1-4-year age group remained fairly stable over the 1985-1995 period, at around 4.8 per 100,000 population. Life expectancy today remains stable and is estimated to be 72.6. However, in 2010, it is projected to be 10 years less in Trinidad & Tobago than it would have been without AIDS
Heart disease is the leading cause of death in the country, followed by diabetes, cancers, external causes (primarily motor vehicle accidents; suicide; and homicide) and communicable diseases, including AIDS. 
II - Key issues and challenges relating to HIV/AIDS in Trinidad & Tobago 

According to UNAIDS, more than 440 000 people are living with HIV in the Caribbean, including 53 000 people who acquired the virus in 2004. With an average adult HIV prevalence of 2.3%, the Caribbean is the second-most affected region in the world. AIDS has now become the leading cause of death in the Caribbean among adults aged 15-44. Trinidad & Tobago is the second most affected country of the Caribbean. 
a) The epidemiology of HIV/AIDS in Trinidad & Tobago 

HIV/AIDS was first diagnosed in Trinidad & Tobago in 1983. According to UNAIDS, at the end of 2003, it was estimated that 29,000 people were living with HIV/AIDS in the country. The prevalence rate among adults aged 15-49 is 3.2%. In 2003 alone, the number AIDS-related death in the country reached 1 900 people, one of the highest annual HIV incidence rates in the Caribbean region. While the concentration of the epidemic remains worse in the island of Tobago and the northern county of St George, all geographical regions of the country have been progressively affected. This might suggest that tourism (migration) and urbanization play an important role in the spread of the HIV epidemic in the country.

The epidemic is most heavily concentrated in the young population aged 15-44, which accounts for two third of all cases. According to CAREC, in 2002, the majority of HIV cases were reported in the age group 25-49 which represented 57% of all reported cases, followed by the 15-24 age group (18%), 50 and over (9%), 0-4 year olds (5%) and the 5-14 year olds (1%). 

While the epidemic was initially identified as a disease of homosexual men, HIV/AIDS in the country quickly became rooted in the heterosexual population. Although the epidemic is still at a stage where the cumulative number of HIV-positive males continues to outstrip females, the gender pattern of HIV in Trinidad & Tobago follows the global patterns whereby women are increasingly becoming infected. The number of HIV cases accelerates within the female population much faster than in the male population. Furthermore, studies show that females are more frequently infected with the virus at a younger age than males. The Median age of infection is 34 years for males and 28 years for females.
Heterosexual contact is the predominant mode of transmission among adults (58.5%). Same-sex transmission in males and bi-sexual exposure also account for a significant number of cases (19.3%), while blood transfusion (0.17%) intravenous drug use (0.12%) and Haemophilia (0.08%) were reportedly very low (CAREC, 2002).  
b) Driving forces
Like in the rest of the Caribbean, the epidemic in Trinidad & Tobago is surrounded by a complex web of stigma, denial, taboos, socially rejected behavior, sexuality and fear. 

Many sensitive factors lay at the heart of the epidemic: religion, norms about gender equity and sexuality, sex trade, social inequities, and domestic violence. Several driving factors contribute to the spread of the epidemic in Trinidad & Tobago.  

Poverty and unemployment, gender inequality, as well as domestic violence are environmental factors that contribute to the vulnerability of people to HIV in the country, as much as in the rest of the world. High mobility, which is a typical characteristic of the Caribbean region is also a factor that stimulates the growth of the epidemic. The most pivotal and crippling factor fuelling the epidemic in Trinidad & Tobago is certainly stigma and discrimination against people living with HIV/AIDS, which is profoundly entrenched in the country. 

As a result or as a combined factor, some segments of the population are even more vulnerable to the infection. Condemning same sex partnering and denying bi-sexuality drive underground men who have sex with men. ‘Formal’, ‘informal’ or transactional sex work is not appropriately addressed because of the taboos that surround this activity. 

Behavioral issues that fuel the epidemic are closely related to society’s position on sex and sexuality. Multiple sex partnering is at the heart of the epidemic; combined with early initiation of sexual activity and myths and misinformation that surround key issues (such as condom use) they create an explosive mix that fuels the epidemic.  

Furthermore, emerging issues also contribute to fuelling the epidemic. Substance abuse is well known as contributing to impaired judgment and the need to support the individual’s addiction create vulnerability to commercial and unprotected, casual, and non-consented sex. According to CAREC, in 1999, 30% of the newly HIV infected persons were reportedly cocaine users. Increased cocaine and crack cocaine use in the country and illicit drug trafficking in Trinidad & Tobago therefore increase the vulnerability to the epidemic.   
In a nutshell, Trinidad and Tobago is facing a generalized epidemic which is taking its toll among young people, young females and the most sexually active population (25-49 years-old). From an initially homosexual epidemic, it has shifted to the general population, and is being fuelled by several factors, but mainly by multiple sex partnerships and substance abuse. The lack of safer sex practices such as condom use, and appropriate management of STI play a role in the spread of the epidemic. In addition the “hetero-sexualisation” of the epidemic has already put child health under serious threat.

Recognizing the magnitude of the epidemic and the urgency and importance of addressing it vigorously, in 2003, the Government of Trinidad & Tobago adopted a Five-Year National Strategic Plan (January 2004-December 2008). This Plan maps the way to reducing the incidence of HIV infection and mitigating the impact of the disease. It is designed to be comprehensive to strengthen ongoing efforts, mobilize new partners and coordinate and prioritize all activities. It sets out fundamental principles, broad tactical approaches, as well as detailed strategic activities necessary to move the country to an upscale response to HIV/AIDS. 

In order to oversee the national response to HIV/AIDS and the implementation of the National Strategic Plan, in March 2004, the Prime Minister established a National AIDS Coordinating Committee (NACC) in his Office. The leadership of the United Nations System, which was instrumental in supporting the development of the National Strategic Plan, also played a pivotal role in the establishment of the NACC, through the Expanded Theme Group on HIV/AIDS. The UN System pledged commitment and support to the newly established NACC in the implementation of the National Strategic Plan.   
III- Development process of the UN-ISP for Trinidad & Tobago
The UN-Implementation Support Plan for Trinidad & Tobago was reviewed, discussed and approved by the Heads of Agency operating in Trinidad & Tobago (UN-ECLAC, FAO, ILO, PAHO, UNAIDS, UNDP, UNIC, UNICEF, UNIFEM, and ITU), at their 2005 Retreat, in January 2005.  

The UN-ISP was elaborated with the contributions and input of the UN Technical Working Group on HIV/AIDS, composed of the HIV/AIDS Focal points of the UN organizations operating in Trinidad & Tobago (FAO, ILO, PAHO, UNAIDS, UNDP, and UNICEF) and coordinated and prepared by the Inter-Country Programme Development Adviser of UNAIDS. 

Based on the National Strategic Plan 2004-2008 of the Government of Trinidad & Tobago, the UN Country Team developed its UNDAF Results Matrix on HIV/AIDS (see below). This document was developed in the framework of the Expanded Theme Group on HIV/AIDS, which included representatives of the national government, international partners, bilateral agencies, and national stakeholders. 

Furthermore, the UN Theme Group on HIV/AIDS developed in November 2004, an Advocacy Strategy on HIV/AIDS. At their Advocacy Strategy meeting, the Heads of Agency agreed that the outcomes of the Advocacy Strategy would form an integral part of the UNDAF Results Matrix. This Strategy identified three key advocacy objectives which have been integrated in the UN-Implementation Support Plan. They are (i) strengthening gender-sensitive, holistic and participatory services for young people; (ii) withdrawing of the “criminalization” legislation”; and (iii) supporting the development of annual sectoral plans and resources allocated in all ministries through the establishment of AIDS Coordinating units/Focal points.      

In addition, the UN –ISP has been designed to reflect the five strategic objectives of UNAIDS and integrates major international initiatives, including the “Three Ones”, “Three by Five”, and the follow-up to UNGASS/HIV/AIDS. 
IV- UN Strategic objectives and priorities of the UN-ISP
The objectives/priorities of the UN-ISP are as follows:

1) Strengthening the National AIDS Coordinating Committee 

2) Improving the national capacity to mainstream HIV/AIDS into critical priority sectors – Health, energy, education, finance and labor

3) Creating an enabling environment for the adoption of safe behavior in the wider community (including the world of work)

4) Strengthening partnerships involving civil society and private sector and contributing to policy making

5) Strengthening support to the Government initiative on access to treatment, through WHO/UNAIDS ‘3x5’ initiative

6) Strengthening national HIV surveillance, and monitoring and evaluation systems

7) Strengthening strategic information on HIV/AIDS national situation and response

8) Implementation of the UN Learning Strategy on HIV/AIDS

9) Strengthening gender-sensitive services for young people to prevent the transmission of HIV/AIDS

V- Monitoring & evaluation of the UN- ISP for Trinidad & Tobago
As a result of the establishment of a National AIDS Coordinating Committee (NACC), in 2004, the Expanded Theme Group on HIV/AIDS was formally dismantled. Pursuant to discussions among the UN agencies who participated in the Expanded Theme Group, and based on feedback and input by the UN Resident Coordinator, the Chair of the Expanded Theme Group and the other UNAIDS Cosponsors in Trinidad & Tobago, new institutional arrangements for a new UN Theme Group on HIV/AIDS were developed by the UNAIDS Inter-Country Programme Development Adviser. These were reviewed and approved by the UN Country Team, in December 2004. 
Therefore, the newly established UN Theme Group on HIV/AIDS and its Technical Working Group will serve as a pivotal instrument for member organizations to jointly coordinate, monitor and evaluate progress on the implementation of the UN-ISP.  

The UN-Implementation Support Plan on HIV/AIDS for Trinidad & Tobago will be implemented as per the modalities contained in the UN Workplan. 
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