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IIRR - Integrating AIDS Competence Workshop
Dire Dawa
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	Country

Ethiopia
	Locations

Dire Dawa
	Team (Leader underlined)

April Foster (Constellation)
Mark Mutungwa (Constellation)

Hassan Hulufo (IIRR)

Zerihun Lemma (IIRR)

Sirinate Piyajitpirat (Constellation – Thailand)



	Purpose of Visit

· To draw together representatives from IIRR & Implementing Partners in Ethiopia for sharing experience and building capacity around AIDS Competence and a facilitation team approach

· To integrate CMDRR and Constellation tools/processes through experiential learning and facilitation together

· To harmonize Belief and Practice for facilitation teams

· To practice SALT through home/community visits

· To plan next steps and way forward for practice of the approach and ongoing support/accompaniment


	Date of Visit

November 2-6, 2009


	Summary of Visit:

IIRR and the Constellation for AIDS Competence embarked on a 1 ½ year partnership in September 2009, to strengthen and integrate the AIDS Competence approach into existing CMDRR work in Ethiopia.  

Implementation will take place with 5 Ethiopian Partners (AFD, SOS – Shale, JeCCDO, SSD,  and ACORD) focused in two local responses (Dire Dawa and Borana).   

Following the SALT visit in Kenya in September 2009, the first AIDS Competence training took place in Dire Dawa in November 2009.  Fifteen representatives from JeCCDO, ACORD, SSD, SOS - Sahel and IIRR met for a 5 day learning event on integrating AIDS Competence and CMDRR approaches.  HIV has been emerging as a major concern in both urban and rural areas of Ethiopia, with cultural practices and the local practice of chewing chat as some of the factors fueling the epidemic.  It was stressed that the purpose of the partnership between IIRR and The Constellation, was to see how to integrate the two approaches, so that simple, effective responses to HIV can be stimulated.
The learning together covered key areas including CMDRR overview, SALT, Facilitation Team Belief & Practice and introduction to building a dream and Self-Assessment.  The learning was greatly enhanced by 2 community visits to Guro Buticha and Addis Alem where JeCCDO is actively stimulating community response through CMDRR and other community processes.  These visits included house to house discussion to see strengths of local response and hear concerns, particularly around HIV.  This was followed on the second visit by a community meeting, where building a dream of an AIDS Competent community was facilitated. 
· ‘we have been focusing more on visible threats to communities, but now we see how we can use CMDRR and ACP to address the concern of HIV which is often invisible for a long time’

· ‘SALT helps us to think more consciously about what we believe & how we approach our communities’

· ‘even in mobile populations people are highly relational – although they may see ‘homes’ differently, family and community conversations are possible

· ‘solidarity building has been a challenge for us in the CMDRR process.  SALT can help us to revise our approach for interacting with communities’

Details of this visit are found in the report below, followed by a planning time-table for implementation by each organization.

	What was done? What process helped?
Prep meeting in Nairobi between Constellation and IIRR team to work out logistics and agree on the process for the training, followed by good email communication with the IIRR office in Addis to coordinate arrangements.     
Reflection on Identity – helped participants from the start of the workshop to think as people, family and community members and not only in their role or position in organizations 
Exploration of Concern and Vision for local neighbourhoods, particularly focused on HIV/AIDS was necessary to ground abstract concepts and theory in real-life experience.  There are deep concerns in Ethiopia about increasing rates of HIV,  mortality, orphans, access to testing & treatment, etc.
A review of response from each implementing organization (from January 2008 to present) was a helpful way to share experience, see achievements, challenges and hear what took place since the SALT visit in Kithituni.  
A review of CMDRR process providing a good starting point for the integration of the AIDS Competence Process.

It was helpful to have an opportunity for 2 community visits, hosted by 2 local communities (Guro Buticha and Addis Alem) for home visits and neighbourhood conversations.       
The visioning of level 5 of the Self-Assessment practices through participants’ reflection on examples from the home and community visits that illustrated each of the 10 practices, and defined their understanding of each practice. 

The Local Response Progression Diagram helped to consolidate the understanding of the local response approach, drawing on people’s experience, and the field visits.
Participants were given an opportunity to consider implications and applications of AIDS Competence to their local setting, how to integrate ACP into existing CMDRR methodologies and approaches and to name their vision/dream and a next step.    

The Facilitation team met daily – and throughout the day – to brief and debrief, assess progress, identify gaps, adjust strategy and plan.  
Reflections/debriefing with the participants at the close of each day, and at strategic moments during the process, helped to synthesize and consolidate learning.

       Planning of Next Steps by the IIRR and Constellation Team and by each implementing organization.

	Observations
.
*  The practice of systematic home visits was shown to be a critical step in stimulating and sustaining local responses.  The intimacy of the home, particularly around HIV concerns was noted as critical  and seen as relevant by each of the organizations.  Community discussions are equally important to ensure community response and ownership. 
*  The skill of the facilitation team is a critical factor in the success of the Competence Approach.  Strategic questions, linking home to neighbourhood conversations and understanding of various tools and how to apply them needs practice and accompaniment in order to build confidence among any team. In addition, understanding about HIV/AIDS and experiences on local responses will also be strengthened and shared throughout the process.  
*  CMDRR and ACP have many similar beliefs and tools/processes.  The opportunity to integrate ACP, particularly for stimulating community response and ownership around HIV concerns was seen as an opportunity for learning by both IIRR and The Constellation.  
*  The SALT approach was seen as equally relevant in both urban and rural settings.  As Borana primarily works with migrant pastoral communities, it will be an important learning ground for how to follow conversations, how to use the strength of family and ‘home’ as they are defined by these communities, how local leadership emerges to take the conversation forward, etc.  Recent work with mobile populations in GLIA will have some experience to share as well as learn with IIRR.



	Next steps
· Trip Report to be compiled by Constellation & IIRR Team and circulated.   
· Specific Next Steps can be found in the APPENDIX 

· Participants invited to Ning for sharing & learning with the wider Constellation family

· In addition to the combined support visits by the Constellation & IIRR to the 2 implementing communities, IIRR will use it’s normal visits to partners to follow-up and support he ACP process among partners
· IIRR will engage in organizational self-assessments both in Ethiopia (country office) and Nairobi (regional office) during the course of the partnership
· IIRR Regional Office will explore the possibility of including ACP as one of the regional training courses it offers to other organizations in 2010.

Follow-up/Support Process:

· Follow-up Visit #1 – End February 2010

· Follow-up Visit #2 – End May 2010

· Measurement/Documentation – Mid September 2010

· Knowledge Fair/Synthesis Meeting – November 2010
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Constellation CST
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Mark Mutungwa
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	Date distributed:

November 2009
	


Appendix I: Identity, Expectations, Concern & Vision
Participants had a chance to reflect on identity (Who am I?), Concerns, and Vision for their communities.     
	IDENTITY (Who am I?)

A Personal Reflection

People with passion for working in communities
Bone chewer

Like making friends

Entertainment

Watching tennis & football

Spending time with family

Interacting with people

Working with pastoralists

Supporting OVC’s

Mother, wife, happy women

Supporting orphans in our own families
Playing volleyball

Swimming, movies, reading

	CONCERNS (particularly around HIV)
Inadequate care/support for people with HIV

Cultural practices – multiple partners

Increased orphans as a result of HIV

Behaviour/attitudes not changing

Chat use among young people and increased sexual behaviour (happening within homes in ‘study’ rooms

Interventions don’t translate to behaviour change and are not appropriate to behaviours
Organizations not addressing HIV for themselves (policy & practice

Biggest challenge attitude/behaviour change
	VISION/HOPE

HIV mainstreamed into policy & practice

Increased community response to prevention, care/support (eg OVC’s)

Community change transformation

Communities appreciate cultural practices that spread HIV and ready to challenge themselves

Traditional community structures used as a strength for change

Interventions matching the real concerns

Decreased chat consumption among youth equally to decreased spread of HIV

Collaboration and partnerships that match the need leading to a scaled response

Improved community perception of HIV (eg pastoral areas)

Involvement of decision makers


What are we hoping to LEARN and SHARE during this workshop:  
SOS:  easy and practical approach to HIV

JeCCDO:  integrate HIV into CMDRR and the concept of AIDS Competence

SSD:  integrate HIV into CMDRR and practice it in our own communities

ACORD:  integrate new approach into CMDRR and a guideline for AIDS Competence
Appendix II:  Organization sharing
Each Organization shared what they are most proud of in their response, and what has been most challenging.  
	WHAT ARE WE MOST PROUD OF IN OUR RESPONSE?  
Dire Dawa – community early warning system including community mobile communication system between neighbouring communities to warn them of hazards (eg floods)
SSD – within 2 years we have achieved our vision – food security

SOS – community capacity exceeding our expectations (discovered during a CORDAID evaluation)

ACORD – CMDRR has become normalized as a process and community organizations have become strong.  We are seeing changes


	WHAT HAS BEEN MOST CHALLENGING?

Dire Dawa – impact of climate change
SSD – within a mobile population, the challenge of getting people to stay behind as labour for farming (food security)

SOS – time-frame in implementation is too short with pressure that does not match the community CMDRR process

ACORD – solidarity building in community resource mobilization


What has happened since the visit to Kithituni in September 2009?
Dire Dawa – informal sharing of the experience among the team
SSD – sharing about the visit in traditional ‘dagu’ or community meeting

SOS – informal sharing with staff and other organizations
ACORD – formal reporting to head office, project staff and community and action plan produced.  
Appendix III:  Local Response Progression
Drawing from the experience and stories implementing organizations, the group was taken through the Local Response Progression as a key process for building competence in communities.  The specific steps in the process were explained (1-6).  The steps of facilitation team preparation, leaving the building, home visits and community conversation were seen as part of the SALT visit exposure.
1. Team Preparation.  
Before going out, it is important for teams to prepare:  purpose of visit, strategy, key strategic questions, approach, etc.  This will be followed by debriefing after each visit for key learning, application, and assessing the behaviour of the facilitation team
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2. Getting out of the Building
Movement out of the building into the living environment of people, as teams with a strategy in mind of strategic engagement around Concerns, Vision/Hope, response and change
3. Home Visits

Our ‘buildings’ provide opportunities for us to go ‘out’ to visit and accompany people in their homes.  These visits are not primarily to educate, give information, raise awareness or provide ‘care’, but to learn, sit alongside and experience firsthand what the family is experiencing.  The home visit becomes the place of private sharing, where concerns, loss, grief and hope are expressed.  This key practice, although simple is a necessary foundation for building relationship and a sustained response within a community.  It is the building-block of a community-wide counseling process, starting from the ‘safe’, discrete, private environment of the home.  It is a natural first-step for every responding congregation – we visit people in their homes.

4. Neighbourhood Conversations

The conversations taking place in homes quickly expand to include other households, through relationship connections between local people.  Neighbours are watching and are curious about visits.  Or jealous – why are they not being visited.  One family may introduce another.  What was once ‘private’ and ‘secret’ becomes increasingly shared (at first subtly, then more explicitly) through relationships that recognize common experience and mutual concerns.  Invitations to return and talk come from other homes.  The visiting team (facilitation team) helps to connect neighbours to each other by including local people in visits to one another.  There is an increasing sharing and acknowledgement in and between families.  

5. Community Discussion
As these home conversations increase, experience shows that people want to talk openly and together about their shared concerns.  A community decision is made to gather - local leadership often initiates – and a facilitation team is often invited to support the conversation.  A more disciplined counseling process is applied to the gathered community.  Concerns are identified and explored.  Decisions are made for change.  The community acts out their decisions together over time, then measures and evaluates the effectiveness of their action.  The process is community initiated and community-led.  Care initially demonstrated through accompaniment is homes is passed on between neighbours and leads to decisions for change and prevention.

6. Measurement

The community self-measures.  This is significantly different to being externally evaluated.  They consider together:  Have we changed and how?  Are we succeeding?  Are fewer people sick?  Has behaviour changed?  How do we know?  What further action is needed?  This community counseling process lends itself to documentation and measurement of outcomes and indicators of change.

7. Transfer

Transfer is primarily the outcome of human relationships and the human capacity for influence.  As other individuals and neighbouring communities notice what is happening, they are stimulated, desire change and to be active in their own response.  Often a team from one community is invited to visit another to and share how they have responded and taken action.  People are included as these visits take place, and expansion of response scales out through human connections, at relatively low cost.

Appendix IV: SALT 

The belief and practice (behaviour) of a facilitation team was analyzed, and SALT
 was introduced as a way to remember how to approach every time we enter into the community.    
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Facilitators’ Belief and Practice

	What do we believe about people?
	How will we behave?

	· People are interested in solving their own problems
· People are fast learners

· People have diversified culture, norms, values, attitudes

· People learn from their effort

· People are not subjects

· People have a solution

· People are created by God

· People want to be heard

· People learn from their faults

· People like to be recognized

· People know their issue best

· People are wise

· People have their own potential

· People are hard working

· People have vision

· People influence each other
	· respect and learn together
· we have to listen to what people say

· appreciate, encourage, give opportunity for sharing

· respect local culture
· appreciate people’s knowledge and experience, show willingness to listen and learn

· encourage and appreciate what people are doing

· recognize and trust people

· encourage people to express their ideas without any hesitation

· look for potential

· listen more than talking

· do not come to solve problems but facilitate people to solve for themselves

· I won’t say ‘I know your issue better then you’.  Have patience and listen


SALT

	S
	A
	L
	T

	Look for strength
Satisfaction

Speak less

Sooner rather then later

Support initiatives

Say sorry for wrong doings

Share experience

Sociable

Stimulate ideas

Smooth relationship

Strengthening existing capacity

Smile face

Sustainable (approach, strategy, relationships)

Smart

Soft
	Attitude
Appreciation

Active listening

Ascending

Appropriate

Act

Apply

Associate

Always alert

Adapt (adjust)

Appointment (respect)

Agenda (issues)

Achieve, analyse

attentive
	Listen 
Learn

Look

Love

Lively

Link
	Transfer
Tolerance

Treat

Team work

Thank you

Trust

Training

Think

Tangible
Translation

Time (give room)

Transform

To the point


Strategic Questions

Using the CMDRR approach, participants were asked to brainstorm on key information to explore with the community around HIV and what strategic questions can we use to stimulate the conversation:

	HAZARD
	VULNERABILITY
	CAPACITY

	Source/origin
Force

Effect/consequences

Time of onset

Things that aggravate

Living condition & contributing factors
Is there an understanding in the community that HIV is a disaster?


	Identification of the target group to HIV
Reason of vulnerability

Degree of vulnerability

Who are more exposed to HIV?

Why are they exposed?

Rank level of exposure (PRA tools)
	Individual level: openness of individuals and readiness for protecting oneself

Community level:  mutual support, presence of clubs and associations, presence of various traditional/religious institutions  
What do you do to protect yourself?

What opportunities exist within your setting that can contribute to the response to HIV?

How do different organizations contribute to the response to HIV in the community?

Is there any traditional institution that can be used to respond to HIV in the community?

Try to avoid leading questions!


Teams were prepared with strategic questions to explore in conversation:

What concerns/burdens/worries you about life in this place?

What’s your best hope for your family/home/community – your vision for the future?  What keeps you motivated?
When there are problems, how do people work things out?  How does the community make a response together?

How did we behave as a facilitation team and what did we learn?
Appendix V: SALT Visits 

Participants practiced SALT visits in 2 communities (Goro B and Addis Alem) in two teams. We have JeCCDO staff and local facilitator(s) in each team to serve as a bridge person. Prior to the SALT visits, each team prepared among themselves what to do and who will do what. Then after the visit, each team conducted field reflection on 4 main questions (see table below).   

SALT Visit #1 focused on home visits to explore concern, strength and current response to HIV.  
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SALT Visit #2 focused on a community conversation looking at the dream or vision related to HIV/AIDS.
	What strengths did we see?
	What did we learn that we can apply?

	· Dedication & commitment of individuals & organizations
· Good relationship between local facilitators & community

· Readiness & openness of the community to share their experiences

· Capacity at individual level – knowledgeable about the situation & practice what they know

· Cohesiveness among different religions & ethnics

· They have hopes & dreams for the future

· Ownership of the response

· Income generating activities

· Care of the neighbourhood

· People taking precautions to prevent infection
· Community can explain well what they know – openness

· Confident to talk about HIV

· People helping each other

· Children know about HIV – helping parents to take ART’s on schedule

· Community support to OVC/patients

· Community understanding of consequences of HIV

· Tea/coffee campaigns increased testing among community members

· Community conversations

· Role of HBC providers

· People with HIV influencing/teaching others

· Support of neighbours to child headed households

· People disclosing HIV status
· Good cooperation & partnership between different organizations

· People have hopes for the future

· Community motivation to continue the discussion

· Good links with outside services (eg lay enforcement)

· Community want to integrate HIV into school curriculum

	· small incentives/support with well designed external support can stimulate local response
· good networking/partnerships helps scaling up the response

· when we show our appreciation people will openly share their stories

· having local team facilitators in the programme helps/ensures sustainability

· when we enter community – talk smoothly

· community can support themselves

· community can run care & support initiatives if we involve them

· simple campaigns (tea/coffee) can stimulate good response

· communities are far ahead of organizations in the response – we need to be learners

· children can be implementers

· if we apply SALT we can get ideas easily

· magnitude of HIV very high – but effect does not seem to be fully realized or appreciated by the community as a threat

· we need to be good listeners to respond in the right way

· despite openness, stigma is still a problem

· involvement of PLWHA together with those who are negative is a powerful influence for change



	How did we behave as a team?
	What can we improve?

	· We really appreciate the stories
· We stimulated the discussion

· We listened and asked strategic questions

· We accept the local reality

· Good team preparation

· Good team spirit

· We follow the process eg warm up etc

· Time conscious

· We are flexible

· Team debriefing

· Sitting like the people is very important
· Facilitators followed the flow of the conversation very well

· We acted as learners not teachers

· Blocked expectations from the community 

· Good relationship between facilitators and the community (Trust)
	· time management
· gather background information of the community prior to the visit

· not make assumptions about what people know and do not know
· visitors not to talk more then the people that we are visiting

· try to include other family members in the conversation




APPENDIX VI: CMDRR Review  
A review of CMDRR was done, beginning with group work on key concepts including:
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Hazard – any event that has got the potential to cause disaster can be man made or natural
Disaster – a serious disruption of the functioning of particular communities causing widespread material and human loss.  It always happens when the force (hazard) exceeds the immediate recognized community capacity
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Capacity – the available and potential ability/strength within community to overcome a particular hazard (prevention, mitigation, preparedness, adaptability)

Vulnerability – the degree of susceptibility/exposure to a particular hazard.  Exposure to various shocks
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DRR – (Disaster Rick Reduction) reducing negative impacts of a hazard

Mitigation – a measure that reduces the force/impact of the hazard

Prevention – a measure that contains the hazard

Community Readiness – State of preparedness of the community to mitigate impacts of disaster of disaster risks (information, resources, physical structures)

Resilience – ability to adapt/protect/mitigate impacts of damage and/or to bounce out of problems 
Survivability – ability of an individual to survive from impacts of potential hazards.  Having coping mechanisms (eg information, physical strength)
Risk Reduction
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Process needs time.  As time goes by our capacity also develops.  There is always capacity that is there to start with.  Capacity is never at zero in an individual or community.  The reduction of risk is directly associated to the accompaniment of an organization and the capacity of a community/individual.  Over time, the capacity of a community is the driving force for change, not the organization.  The behaviour of the organization will determine how the capacity of the community will be released.  Achievements are not about the implementation of a success ‘project’ but in seeing strength of people and communities to respond from their own strengths.
CMDRR approach (Community Managed Disaster Risk Reduction).  Communities are helped to understand the relationship between Hazards, Vulnerability and Capacity in order to determine the level of Risk.  The flow of the CMDRR process includes the following:
· community entry and immersion to develop trust and understanding

· community hazard, vulnerability, capacity assessments = Risk Analysis 
· DRR strategy selection  = community action and contingency plans
· community organization set-up, growth & development 

· follow-ups
· monitoring, evaluation & learning
· working with other stakeholders

3-dimensions of the CMDRR process

All three dimensions of the process are equally important and need attention throughout the process:

1.  Process Facilitation

2.  Solidarity Building

3.  Task Accomplishment
Appendix VII:  Building a Dream and Self-Assessment
CMDRR uses tools such as mapping of the current situation and a vision map to help communities to identify concerns but also visualize their hopes for the future.  The distinctive elements of these processes from the ACP approach which were seen as helpful included:
· home visits to explore concerns and vision, in addition to community meetings

· building from individual dreams to a shared group or community dream
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linking the dream to the building of a self-assessment tool from what the community has identified as key areas of concern and hopes
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Following the community meeting, the following was a reflection on facilitating a community dream:

	                                                     Facilitating a Dream

	Challenges in Facilitating the Dream:  translating ideas into pictures, focus on outputs/activities instead of ‘visioning’,  

	Lessons learned in facilitating the Dream:  facilitator’s need to have a clear understanding of what ‘vision’ is so that it can be explained clearly, show a sample vision map for other ‘hazards’, start from individual vision and link to a shared community vision, use creative ways to describe ‘vision’ – eg Do you dream?  What do you see when you dream? Let multiple people draw at the same time, so that attention is not focused on one person.  Facilitator’s should give space so that community members can draw and not facilitator’s.  Starting from a current situation map to a vision map can be helpful.  Check with each other as a facilitation team to see how to best facilitate during the process. 

	Steps in Facilitating a Dream:

· Build on discussion regarding current situation (current situation map)

· Link from current situation to Vision or Dream for the future

· Hear individual vision and link to a shared community vision

· Summarize and reach agreement about when to continue the discussion

· Link the concerns and hopes in the dream to the development of a shared self-assessment tool


Building from the community responses, concerns and dream, the self-assessment tool was introduced.  This was in the context of stimulating further discussion around key areas of AIDS Competence, assessing where we are NOW, where we would like to be in the FUTURE, and how we will PLAN to get there.

Participants reflected on examples from the home & community visits that illustrated each of the 10 practices, and defined their understanding of each practice. 
A Level 5 description was done in small groups for all 10 practices.  (See Attached Self-Assessment Framework for Details)
Then participants practiced the self-assessment by organization. They shared results of their self assessed levels and put them in the river diagram, as shown in the above picture. 
Appendix VIII:  APPLICATION/NEXT STEPS
Participant organizations were asked to reflect on two key questions:
· What have we learned this week?
· How will you apply what you have learned (within your organization and with communities that you work with)
	ORGANISATION
	WHAT HAVE WE LEARNED?
	HOW WILL WE APPLY?

	ACORD


	SALT begins with personal belief.  SALT challenges the organization to assess itself.  Added value to CMDRR:  facilitation, tailored specifically to HIV. Eases solidarity building process which is found to be difficult in CMDRR.  The assessment part of SALT approach strengthens CMDRR participatory monitoring, evaluation & learning (eg the approach eases the measurement of perceptions.  Facilitates the measuring of different level attainments – clearly.  Possible to fully adapt the assessment approach to other types of hazard.  
	See Below

	SOS


	SALT a good approach.  The way we can generate information and respond.  Requires a good facilitation & skills.  Good preparation & understanding is required in SALT.  Challenge in SALT is not directed to HIV only, but helps us to respond to HIV as a cross cutting issue.  The subject matter of HIV and how to approach needs skill.  Requires commitment & staff time.  Other organisations have different approaches within the same community which causes challenges. Networking and linking is needed.
	Capacity Building, Training is already part of the strategy of SOS and SALT can be integrated.  
See below.

	JeCCDO


	The way of conducting the training including the energizers is very good.  Ways of linking issues to come up to the vision.  The Self-Assessment important to know where we are and how to improve.  The home visit helped us to appreciate the existing situation at household and community level.
	See Below

	SSD


	SALT very helpful to build relationships even in the rural/pastoral setting.  SALT helps to build the capacity of communities so that risks can be reduced.  
	See Below

	IIRR


	SALT and CMDRR approaches have something in common such as in facilitation skills, focus on community leadership, and attention to hazards that seriously disturb the very existence of people. The two approaches have also areas that they need to share. In SALT the household and community visits as well as the self evaluation tools are worth consideration in CMDRR. Also the HIV/AIDS Risk Analysis through assessment of  the hazard (HIV/AIDS), vulnerability and capacity of the target community  and development of action plans accordingly is something relevant to be considered in the SALT approach.  
	Together with Constellation, IIRR implements the two pilot projects in Ethiopia; try to use the self assessment tools in IIRR country and regional offices; and prepare a course for a wider audience on integration of CMDRR and SALT approaches as a hybrid approach to fight against the HIV/AIDS pandemic.


ACORD 

	Organizational Level
	How
	Responsible
	When

	Introduce SALT to organization staff
	Training
	Dejene, Dr.
	1st week of Dec

	Disseminate SALT information to all ACORD projects
	Present SALT approach at staff meeting 
	Dejene, Dr., IIRR, Constellation
	4th week in Dec

	Assess ACORD/Borana staff situation and consider the project as a point of intervention
	SALT process (building a dream, self-assessment etc)
	Project
	Starting from Jan 2010

	Community Level

Will expand from  awareness to control and prevention guided by SALT
	
	
	

	Further introduce SALT to the community
	Community meeting
	Devi, Gaboye, Dejene
	3rd week in Dec

	Introducing relevant gov’t sectors with SALT approach
	Training
	w/Hanna, Dejene and project staff
	Jan

	Begin AIDS Competence Process with community
	Assessing current situation, building a dream, self-assessment, action planning, implementation guided by SALT approach
	Project staff & gov’t sector, CMDRR Community Organisations
	From Mid-Jan onwards

(self-assessments every quarter)


SOS 

	Organizational level
	How
	Responsible
	When

	Share what we learn to our organisation
	Meeting & report
	Worku & Wendiye
	2nd week of Nov

	Discuss & design on how to integrate SALT & CMDRR
	Group discussion
	Project Team
	3rd week in Nov.

	Assessing HIV whether it is a hazard
	Community meeting, current situation, dream, self-assessment
	Project team
	End Nov

	Identify individuals living with HIV who can create awareness within the community
	Contact
	Project Coordinator
	Dec

	Identify volunteers within the community
	Community meeting
	Project team
	Dec

	Encourage comm. To know their status through testing
	Continuous meetings
	Project team and other partners
	April

	Contribute SALT to organizational HIV & Gender policy
	Annual meeting & senior staff meeting

assessment
	Project team
	During annual meeting


SSD

	Organizational Level
	How
	Responsible
	When

	Discussion with staff to CMDRR & SALT approach
	Preparing training CMDRR & SALT
	Ashagire

Hussien
	November

	Discussion with a community representation
	By collecting religious leaders and community leaders
	Staff representation from HQ
	December

	Fund raising
	By taking a sample by assessing a situation of HIV
	Representative from HQ and project coordinator
	Dec/Jan

	Community Level
	
	
	

	Discussion with the existing committee project & CMDRR
	Preparing training
	Project coordinator; comm. Facilitators, community leaders
	February

	Create community awareness for HIV intervention
	By giving training. Organized the comity, working with voluntary  live in mille
	Project
Community organisation
	March

	Sustainable work on HIV
	Working with government
	Project coordinator and community facilitator
	March


JeCCDO

	Organizational Level
	How
	Responsible
	When

	Identify risk factor for vulnerability
	AIDS Competence process through SALT
	JeCCDO, DRR committee, local admin facilitators
	First 6 months

	Giving awareness based on identified risk factors
	IEC/BCC, public gatherings – coffee/tea ceremonies
	JeCCDO community committee, CBO’s clubs PLWHA associations
	First and 2nd 6 months

	Establishing/strengthening CBOs, Clubs
	Training, provision of materials
	JeCCDO, DRR committee, clubs, CBO’s
	First and 2nd 6 months

	Providing care and support to PLWHA, OVC’s through direct support and IGA’s
	Building up on existing knowledge and skills building
	JeCCDO, CBO’s DRR committees, individuals, community
	2nd and 3rd quarter

	Developing IEC/BCC materials
	Based on assessed risk factors
	JeCCDO, HAPPCO, Health Officer, Local media
	continuously

	M & E
	Field visit reports
	DRR committee, JeCCDO, local admin, funding agency, community
	continuously


Self-Assessment Framework

 

 

	 
	Level 1.
Indicators that show us we are aware
	Level 2.
We react
	Level 3. 
We act
	Level 4. 
Continuous action, systematizing what we do
	Level 5. 
The practice is part of our life-style

	1. Acknowledgement and Recognition
Acknowledge that HIV is real and puts us at risk & recognize the level of our response.
	
	
	
	
	Acknowledge HIV/AIDS as a reality and responding from our strengths has become our normal way of life

	2. Inclusion
Involvement of various actors/organizations/people in our response – those who are infected & affected & everyone in the community.

	
	
	
	
	All parts of community whether they are PLWHA or not, male or female shall be equally and actively concerned to respond to HIV.  All organizations – gov’t sectors, NGO’s CBO’s religious institutions actively participate in HIV response.  HIV mainstreamed in all sectors and projects

	3. Linking care and prevention
Those caring will take precautions for not getting infected.  Those infected will not spread the virus.  Loving actions influence behaviour.

	
	
	
	
	Care givers have high level of confidence.  Care giving become part of community & culture; passed on from generation to generation.  Absence of stigma & discrimination based on sero status.  All community members voluntarily seeking HIV test.  Prevention becomes responsibility of all community members

	4. Access to Treatment
Accessible & affordable (regular & consistent) treatment to everyone that needs it.  Accompaniment at homes to ensure adherence.

	
	
	
	
	Regular and effective drug supply.  Food supply is available and people have energy to generate income. Monitoring and follow-up including counselling and support

	5. Identify and address vulnerability
Identify factors that put us at risk to HIV and address those factors.
	
	
	
	
	All members of the community take personal responsibility to remove/contribute towards eradication of vulnerability.  Vulnerable groups and their needs are known to all community members who show care.  Emerging vulnerabilities continuously monitored & responded to


                                                              




      28 June 2007 © The Constellation for AIDS Competence


	 
	Level 1.
Indicators that show us we are aware
	Level 2. 
We react
	  Level 3. 
We act
	Level 4. 
Continuous action, systematizing what we do
	Level 5. 
The practice is part of our life-style

	6. Gender
Men & women together are part of the response – socially defined roles of men & women are taken into consideration
	
	
	
	
	Father, Mother & children will discuss HIV at equal footing.  HIV issues mainstreamed in work places to engage both sexes.  Men & women take part in the provision of care & support within the community.  Both sexes have equal access to education.

	7. Learning and transfer
Learn from our experiences & vision and share with others – at individual & community level
	
	
	
	
	Learning & transfer of issues regarding HIV becomes usual way of life.  Learning leads to change.  There will not be specific occasions or time for learning & transfer but it will happen naturally.  The transfer of ideas from one community to others becomes normal & continuous.  Everyone will take part in transferring information & vision.

	8. Measuring change and adapting our response
We measure the progress towards our vision and adapt our response accordingly (individual, community, organisation)
	
	
	
	
	Everytime we see change happen, we check on it and come up/adjust/adapt our intervention to respond to the change right away & on the right track.

	9. Ways of working
Use the strengths for the response.  Different strategies used in the response.  Different strategies used in the response.  Start form where we are.  SALT is a belief & behaviour and influencing our ways of working.
	
	
	
	
	Best strategy on HIV interventions like organizing community in religious centres to respond to HIV effectively.  Undesirable places like shisha house shall be changed to recreational areas.  SALT approach will be part of all that we do.

	10. Mobilizing resources
Mobilizing individual, community & external resources to support our response
	
	
	
	
	Every citizen supports their neighbour with available resources.  Fund raising by CBO’s.  Budget allocation by the government and proper utilization of funds.  Private investors contribute for the response.  Professionals contribute their expertise for the response.  The community is not worried about resources.
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� SALT describes the behaviour of a facilitation team which Supports, Stimulates, Appreciates, Learns and Transfers lessons learned.  SALT visits are not about ‘evaluation’ of a programme, but about sharing strengths.
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