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	Purpose of Visit

· To share and learn from a local response that is practicing AIDS Competence
· To understand and practice SALT as a belief and behaviour of the AIDS Competence process

· To be exposed to a local facilitation team that is implementing and facilitating transfer to other communities

· To reflect on what this means for IIRR and to plan for implementation

	Date of Visit

Sept. 1 – 4, 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.  The partnership will consist of the following Steps:

· SALT visit to Kithituni, Kenya

· AIDS Competence Training 

· 2 accompaniment visits

· 1 documentation & measurement visit

· 1 Synthesis/Knowledge Fair

Implementation will take place with 5 Ethiopian Partners (AFD, SOS – Shale, JeCCDO, SSD,  and ACORD) focused in two local responses (Dire Dawa and Borana).  Eleven partner representatives and 2 IIRR Staff participated in the first SALT visit to Kithituni.  

It is clear that there is great harmony between the belief and practice of IIRR/CMDRR and the AIDS Competence Approach.  People have strength for response, communities can take ownership and management of their response, communities can measure and document their own change and organizations need to act as facilitators.  

The SALT visit to Kithituni was intended as an exposure to a local response that was applying the AIDS Competence process.  In addition to sharing the history of response over the past 10 years, the Kithituni team was able to share the methodology and practice of SALT and apply that during 2 community visits.  The importance of integration of HIV responses was emphasized and home visits were seen as a critical step in building confidence, trust and allowing families to discuss deep concerns around HIV.  The SALT methodology was seen as something that would strengthen the existing CMDRR work and can be easily integrated.

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


	What was done? What process helped?
Prep meetings in Nairobi between Constellation and IIRR team to gain an understanding of the Ethiopian context and agree on focus for the SALT visit.    
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 organisations 
Exploration of Concern and Vision for local neighbourhoods was necessary to ground abstract concepts and theory in real-life experience.  There are deep concerns in Ethiopia about increasing rates of HIV and mortality
A time-line of HIV response in the Kithituni Community reminded everyone of the long history of response (since 1997), the experience that is present as well as the challenges and gaps that have been experienced.  IIRR Team also shared so that mutual learning and points of similarity were discussed.
It was helpful to have an opportunity for community visits , hosted by 2 local communities (Kasikeu and Mbini/Kayatta) for home visits and neighbourhood conversations.  Kayatta is a transfer community of Kithituni.     
The Local Response Progression Diagram helped to consolidate the understanding of the local response approach, drawing on people’s experience and stories from the Time-line exercise.  

Participants were given an opportunity to consider implications and applications of AIDS Competence to their local setting, 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.  Each day different participants were invited to join the facilitation team for input and perspective – this built a sense of inclusion and team. 
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 for 1  ½ year partnership.

	Observations
.
* Participants felt it was helpful to hear the ‘history’ of response (time line) which reminded them of their own strength and experience but also pointed to areas of weakness/challenge.  It was very informative to hear from both Kithituni and IIRR partners experience.
*  The question was raised about the entry point for using the Competence Methodology.  It was clear that HIV is often that entry point, but that other issues of concern such as health, development, sanitation, etc. are equally important 
*  The practice of systematic home visits was shown to be a critical step in stimulating and sustaining local responses.  Community conversations are also needed, but the intimacy of the home, particularly around HIV concerns was noted as critical  

*  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.


	Next steps
· Trip Report to be compiled by Constellation Team and circulated.   
· IIRR (Hassan) to finalize MOU and send to Constellation Head office
· List of participants e-mail contacts to be circulated and they will be invited to Ning
· Specific Next Steps can be found in the APPENDIX 
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Appendix I: Identity, Expectations, Concern & Vision
Participants had a chance to reflect on identity (Who am I?), concerns, and vision for their divisions and corps.   
	IDENTITY (Who am I?)

A Personal Reflection
	CONCERNS
	VISION/HOPE

	Members of families
Graduates

Mothers/fathers/husbands

Parents

People of faith

Grandparents

Love to read

A barber

Like sports

Teacher, farmer, pastoralist

Chief, community leader

Like working with communities

Want to make a difference in people’s lives

Connecting with people for learning and sharing

Like making jokes

Photographer

Like working with children

Government offices
	Transport corridor response with mobile populations
Stigma & Discrimination – lack of openness

People not willing to open up on HIV issues

Some traditional practices/cultures that spread the epidemic (eg polygamy, wife inheritance, traditional birth attendants)

Increased deaths

Increasing number of orphans

Loss of professional bread winners due to HIV

Ownership of the issue

Drug abuse contributing to the spread of HIV

Some practices in hospitals which spread the virus
	Every person sees HIV as their concern, they act in an organized way with the community taking the lead in prevention.
Families/communities acknowledging HIV and taking action

Communities where all members are aware of their HIV status.  Those negative stay negative.  Those positive are supported and accepted

Communities naming what puts them at risk and uses strengths to respond

Strong productive work-force, taking responsibility


What are we hoping to LEARN and SHARE during this visit:

· how to stimulate care & change (particularly around HIV)

· share our development experience

· how to best facilitate communication among participants

· Ethiopian culture and influence on the spread/control of HIV

· How we document so that we can learn and share with others

· How to integrate HIV into other development work

· How youth are responding to HIV

· Pastoralists in Ethiopia – similarities to Kenyan pastoralists 

· How woman’s groups can access savings & credit

· Impact of community response on women & children

· How are Ethiopian communities responding to HIV

· How to stimulate HIV awareness among different cultural groups and different faiths

· How religious organizations are responding to HIV

· Strategies to mitigate the problem of HIV and comparison with other strategies

· How Ethiopian NGO’s operate

· How we accompany communities, success stories/challenges

· Machakos Case Study
Appendix II:  Kithituni Time-Line
Kithituni shared a time-line of the history of their community response.  What has happened and what is happening now?  What are some key outcomes.  What has been most encouraging and most challenging in this history of response?
	WHAT HAS CHARACTERIZED OUR RESPONSE


	KEY OUTCOMES

	1999 – Organized Panic which led to team formation and SALT (home visits beginning in Kasikeu).  Transfer of approach from Kibera.

2000 – 2001:  systematic/regular community engagement/ conversations through SALT.  Exchanges for mutual learning & transfer (local and international).  Shift from paralysis to normalcy following community counseling.  IGA’s for local response support.  Action Research.  More invitations.  Transfer.

2002 – 2004:  Integrated PSS for OVC’s.  Inter-organisaitonal learning and influence from local response.  Hosted multiple organizations in Kithituni (eg tested the Self-Assessment tool for AIDS Competence).  Integrated ART.  SALT continued.  Team mentorship intensified.  External Team support (Regional/International).  Invitations increased.  NACC support/funding.  
2005 – 2007:  Strengthened vision for iART through a community led approach.  Increased # of people testing and accessing treatment.  Strong linkages between home and neighbourhoods for referral and follow-up.  Wide-spread transfer of the competence approach (75+ communities).  Inter-community exchange visits. Mapping of communities reached.   Video documentary.  Book:  More then Eyes Can See.  IGA’s.  Self-Measurement of Change.

2008 – 2009:  Consistent home visit/neighbourhood conversations.  Launched ART clinic.  TOWA Round 1 resources accessed for scaling up counseling and testing using AIDS Competence Approach.  OVC support and accompaniment…kids clubs increase and strengthen.  IGA’s to address risk and vulnerability.  Self-Measurement.  Village headmen take ownership of the issue and steer their communities towards a common purpose/vision.
	Integrated access to testing and treatment that is linked to home and neighbourhood conversations
Way of working has become normal and self-sustaining

Team becoming confident and competent in accompanying others

Communities being motivated and willing to be tested

Level of stigma and discrimination has come down

Presence of active leadership in communities 

Young people open to sharing and learning and responding to their own issues

Transfer (75+ other communities)

People becoming agents of change

Methodologies to raise capital among local groups (eg merry-go-rounds, goats, etc)

Improved quality of care

Self-measurement of action and change


	WHAT HAS BEEN MOST MOTIVATING?
	WHAT HAS BEEN MOST CHALLENGING?

	Validation of the local experience by organizations (eg AKDN) leading to influencing the way organizations respond
Accompaniment from various levels over time

Invitations to share and learn with others

Team building

Self-measurement which shows us what we have done

Involvement with inter-country sharing

Communities acknowledge their issues

Support from local and national administration

Partnerships

Connectedness between homes, organizations, churches, etc.

Communities using local resources in the response
	Invitations not responded to.  Not consistent in follow-ups
Organisational/community expectations

Multiple organizations working in the same community with different approaches

Leadership transitions

Level of mentoring does not match the demand

Inconsistent in practice around local response progression diagram

Capacity to access resources weak

Policy influence at national level 


Appendix III:  Local Response Progression
Drawing from the experience and stories from the Time-Line exercise, the group was referred to 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.
[image: image1.emf]
1. 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
2. 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.

3. Community 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.  

4. Community Counseling

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.

5. 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.

6. 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:  Community Visits 

The analysis of local response cannot be complete without field experience.  The practice of SALT
 was explained to the group, as a way to remember how to approach these visits (look for strengths…) and how to behave as a facilitation team (be learners and not experts….).  Visits were conducted on 2 days including home visits and a community conversation.

	S
	A
	L
	T

	Share

Support

See Strength

Systematically


	Appreciate
Apply

Acknowledge

Accept

Agree

Adjust
	Learn
Listen

Link


	Teamwork
Transfer




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?
	What did we learn from the visits?
	How Can we apply what we learned?

	· the issue requires that the facilitator listens more then he speaks – to learn from people
· the team has a vision and a plan but they only need moral support and they can do anything

· we know in theory what it means to involve the community in change, but now we have seen it practically.  We have not seen this before and now we have

· merry-go-round system applied to development issues – we have not seen this before

· by following community initiatives we can change a lot of things.  A young team that is not paid but is responding.  People do not need to wait for the gov’t to do something but they can respond

· gov’t to play a bigger role in enhancing the capacity of people to respond from their own strengths (reflection from gov’t district officer from Ethiopia)

· older people can play an important leadership role in our communities

	· increase the size of our ears and our eyes and decrease the size of our mouths for more effective community mobilization
· linking vulnerable children to established community groups for support

· replicate SALT approach into CMDRR communities

· practice systematic home visits as an essential step particularly related to concerns around HIV at individual and family level

· expand facilitation team system by choosing volunteers who will continue process as opposed to adding more committees




APPENDIX V: Experience Sharing IIRR & Partners  
IIRR:  IIRR works with governmental and non-governmental partner organizations in Ethiopia, using a CMDRR approach (Community Managed Disaster Risk Reduction.  Drought, flood, conflict and HIV/AIDS are among the major hazards that IIRR works with its partners. HIV has always emerged as a key hazard.  The approach has many things in common with the Constellation for AIDS Competence, and in particular the belief in the strength of communities to respond to their own concerns, and for responses to be managed by the community and not external organizations.  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 and risk assessments, and plans
· community measures (including capacities, capacity gaps, risk reduction measures, implementation, community development plan and contingency plan

Inputs are seen as including tools, facilitators, time, skills and knowledge.  Continuous monitoring & evaluation help learning and application to happen.  One end result is the formation of community organizations or the identification of existing organizations who can be tasked with the management of the community process.

IIRR has worked with partners to develop HIV/AIDS workplace policies, and the partnership with the Constellation is seen as one way to strengthen the application of these policies into practice within partner organizations and target communities.  An expected outcome of the partnership with the Constellation is to deepen the response to HIV by incorporating the AIDS competence approach into the existing CMDRR strategy.

JeCCDO:  work in urban and peri-urban areas focused on improving livelihood.  Belief in community capacity, particularly among children, women and youth.  HIV has been identified as a concern.  Public gatherings/Discussions are used to raise issues and share information.  Those closest to the ‘fire’ will respond first!  Capacity building and knowledge transfer are key approaches to ensure sustainability of response
AFD (Action for Development):  AFD is a local NGO in Ethiopia, operating primarily in Borana and South Omo.  In Borana Zone there are activities taking place in 8 districts and HIV responses in 3 (Dirre, Yabello and Bule-Hora).  Focus areas include livelihood enhancement, water development & sanitation, promotion of pastoral education, disaster preparedness, HIV, Gender, Conflict transformation and Rangeland Improvement.  

HIV focus includes:  Awareness raising, Establishing/strengthening school-community based anti-AIDS clubs, conducting CC and VCT, organizing support for PLWHA, establishing an HIV/AIDS network and resource centre, establishing a youth centre and documentation.  Results include increased level of awareness in the project areas, appreciation/acknowledgement by traditional leaders, increased numbers who visited the VCT centres and increased numbers joining networks of PLWHA. 
Other specific responses to HIV that are already taking place include:
Dire Dawa:  Economic strengthening of families/guardians.  Technical training for unemployed youth.  Provision of seed funds.  Dairy farming at community level to support child headed households.

Borana Zone:  HIV/AIDS Networks are formed.  HIV/AIDS resource centres for meeting and hosting of visitors, and used as income generating.  Youth Centres for outreach activities.

ACCORD:  HIV as a cross cutting issue introduced in rural areas.  Teaching materials available for HIV/AIDS.
Appendix VI:  APPLICATION/NEXT STEPS
Two things you will apply in your own community between now and November when we meet for the AIDS Competence Workshop.

	Dire Dawa
	Introduce the idea to integrate HIV to key staff/community – establish a core team and use existing CMDRR structure for sharing

	Borana
	Community mobilization for action

Women group formation

	Afar
	Formulate youth voluntary service groups (in main district town)

Start home visits

	Kithituni
	Mentor team at Mbini/Kayatta

Learn from Sand Dump experience


AIDS Competence Planning:
· SALT visit (Kithituni) – September 2009

· AIDS Competence Workshop (Dire Dawa) – November 1 – 5, 2009

· 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

Appendix VII:  Lessons learned/Reflections
	Group
	Reflection

	Borana


	We have seen community mobilization in response to HIV.  Open discussions house to house are important.  Community organized groups linked to care for OVC’s.  People breaking the dependency syndrome.  Good facilitation from the organization and the community.  Volunteerism leading to change.  Community change far out-weighs the financial inputs.  Simple home visits change a lot.

	Afar
	Attitude change (eg Gov’t perspective on capacity of community to respond).  Most important thing is the ‘minds’ of the community – if they believe they can do it, they do it.  SALT mobilization can influence our communities – we have to share what we have learned with our own communities.

	Dire Dawa
	A few people can begin a process.  HIV has a bigger impact on low income households.  Home visits give a clear picture of the impact of the epidemic.  Organisations need to adapt their approach to match to the reality.  Partnership are needed – we can’t work in isolation.  Change of attitude is the biggest challenge and this can be facilitated through community discussions and integrating HIV into our every day lives.  There are big capacities within us to respond!

	Kithituni
	We feel strengthened by visits like this.  The strategy of house to house visits and community conversations needs to be followed systematically.  Our relationships within the community are our biggest strength.  When communities have a vision there is power.  We have learned a lot from our Ethiopian friends!


� 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.











