HIVOS Partners Self-Assessment Framework
 

	Practices 
	1.
We are aware    
	2. 
We react
	     3. 
We act
	4. 
Continuous, systematic action
	5.
 The practice is part of our life-style              

	Acknowledgement & Recognition

	We know that HIV and AIDS exists.



	We know enough about HIV and AIDS to respond when something happens
	We publicly recognize that HIV and AIDS is affecting us as a group/community and take occasional action
	We regularly discuss HIV and AIDS, and have a common program of action to respond.
	Our response to AIDS is part of our daily life. We know our own HIV status and act from strength.

	Community ownership
	We plan and implement without consulting communities. Victories are ours for celebration alone.


	We  plan, implement and evaluate our work, involving some community members from time to time in the work we do for them.
	We plan, implement and evaluate initiatives, always consulting community members.  Consultation is routine for us.  Victories are a shared outcome between us and communities
	We go beyond consultation and involvement towards genuine participation.  We work in partnership with communities to  plan, implement and evaluate initiatives together. Communities own the victories that leads to sustainability

	We appreciate community capacity to lead the response.  Communities plan, implement and evaluate their initiatives and organisations participate to support, stimulate and learn.   We support communities in achieving their dreams.

	Managing Resources
	We have physical, technical & human resources to do the work but they are not utilized fully due to pressure, influence or dependence on donor funding, or conflicting donor priorities.  There is irregularity in programming;  we target communities with interventions, & the program is unresponsive to community needs
	We are able to acquire some resources through various external means and a few internal sources but these cannot sustain all the programs. The community feels inadequate to manage and sustain its programs.
	We are able to acquire resources from both internal and external sources equally but are not able to utilize them optimally.  The community is dissatisfied with the inability to complete projects due to poor utilization of resources.
	We are able to generate income and acquire other resources predominantly from internal and community sources and utilize them optimally to sustain programs. We gain confidence to advocate better with donors.
With some external support, the community is able to sustain its own programs.
	We have a pool of resources that have been maximally utilized to run successful, sustainable programs responsive to the changing needs.  The community applies innovative & creative ways of mobilizing resources resulting in uninterrupted & sustainable programmes.

	Stigma and Discrimination

	We are aware that stigma and discrimination exist, but have not responded to them. The practice of discrimination exists obviously at workplace and community.


	We are aware of stigma and discrimination and have held anti-stigma and discrimination sensitization meetings that involve PLWHA.
The workplace is more sensitive with the needs of PLWHA
	We have an organizational policy on Stigma & Discrimination that is implemented. PLWHA are included in the workplace comfortably
	PLWHA are included at every level of decision-making aimed at addressing their needs
	We have a policy on Stigma & Discrimination that was developed by the community and has been accepted, adopted and monitored consistently.  Community members are free to interact & live harmoniously.  Functional mechanisms exist for addressing issues of stigma and discrimination if they arise.


	Gender
	We are aware of the existing gender disparities and their effect on HIV/AIDS but have not mainstreamed gender.  We have not been able to address HIV vulnerabilities
	Our programmes only consider women and girls, and do not look at gender holistically, affecting both male and female.
	We document gender best practices and share reports, case studies which address gender holistically with other organization and communities.   Cross-learning and experience-sharing around gender issues are increasing between organizations and community members.
	We have fully mainstreamed gender in our HIV programme.  Both men and women feel their HIV needs are addressed by the program.  Community members are more receptive.
	We address gender issues affecting both men & women at all levels of our program.
Communities identify harmful community practices that fuel gender disparities and HIV infections. Together with communities we have designed our programmes to address gender issues.

The result is community ownership and sustainability of gender-responses.



	Organizational Behaviour
	We understand the importance of learning/participation and effects of negative cultural practices but we continue doing our business as usual regardless of the effect these have on the current situation.  What we do does not translate to change.
	We realize that we need to identify challenges and opportunities in how we do things. We take time to reflect on our past activities, beliefs and attitude;  as a result we are able to identify lessons we have learnt from our past engagements and areas we need to redirect effort.
	We incorporate identified lessons learnt from reflection and opportunities (change) within our action planning and implementation. As a result our actions are based on positive attitudes and beliefs that support capacity development in all aspects.
	We are continuously tracking our actions through team learning, group discussions and sharing of synergy, shared leadership and standardized operational procedures. As a result we are a systematic learning community.
	Our policies & practices are informed by continuous long term capacity development (that takes into consideration mentoring and accompaniment).  As a result we are always responsive & adaptive to change

	Monitoring, Evaluation and Documentation 
	We do reporting but not systematically,  due to lack of a system for M & E.

People have a low appreciation for the impact of the work, and low ownership.  They are less keen to participate in the program.
	We have developed an M&E framework in line with the objectives of our strategic plan.  We can monitor progress towards objectives, but cannot monitor individual programme activities.
Our emphasis is still on donor reporting, rather than on measurement, analysis and learning.
There is still no community ownership of action or results.  Programmes are seen to belong to us, with little appreciation from the community.
	We have a good M&E framework and system with program activities well aligned. We report to our donor with clear documentation of the program processes. We involve the community, but our emphasis is more on meeting our own strategic objectives.
There is some sense of ownership from the community but their needs are not the drivers of the programs processes;  instead, we are driven by our own strategic plan.
	We have a good flexible M&E system that incorporates observed emerging trends and informs review of the strategic plan in response to community needs.
Community needs inform our program implementation. There is constant flow of feedback to and from the community
	We have a robust & participatory M & E system that allows input from and feedback to the community.  Transparency and accountability between the community & organization is enhanced.

Institutional & community memory of the programme is built.

The community self-measures.

We use M & E to reflect and plan.

	Inclusion & Representation
	We understand the Importance of involving others and representing others but don’t necessarily involve other civil society organisations (CSOs) or community based organisations (CBOs).
We speak about other people’s experience, but do not include them.

Communities feel left out and do not participate in the process.
	We sometimes include activities where we work with other community members and CSOs/CBOs.
We speak for others – on their behalf - in order to represent their experience.

Communities feel a sense of involvement in activities, but sometimes also have a feeling of being used, with no real ownership in the process.
	We routinely include other communities and CSOs/CBOs on specific agendas we work on.
We include those who have previously been considered voiceless, so that they may speak for themselves.

Alliances are built to address specific issues.  Relationships develop between us and the community and other CSOs.
	We consciously ensure that we build in the involvement of communities and other CSOs in almost all our areas of work.
Previously excluded communities find confidence to speak for themselves, and include themselves in the response.

The communities and CSOs participate and partner with us and together express solidarity.


	We practically identify areas for improvement within and outside the community and implement in our own programs.
Communities are fully participating in their own response, and engaged in their own advocacy and policy-influence.
There is ownership and sustainability.

	Services 
	We understand that people need access to basic health services but we do not care about who provides what service, and who accesses those services.

Communities (including most at risk populations) do not access quality health services.
	We have assessed available services and start educating people about the need for utilizing them.  We promote the community’s role in making services accessible and permanent.
Services are available to people, but are disjointed/disconnected.  Access to these services is low.


	We work with service providers to identify the areas of short coming, and respond to ensure universal access.  Networking with government and areas of limitation are identified. Advocacy is done with policy makers.
Services are accessible to the people who need them – available, affordable and appropriate – but not well utilized.


	We Introduce the community and leaders of community groups to different systems, and accompany them in their uptake/utilization of services.

Communities participate in advocacy for services, in-service design, delivery and monitoring.  Utilisation of services is good.

	Vulnerable and marginalized populations are accessing quality health services at all times and have a quality health life regard less of race, religion, gender sexual orientation and life style.  Service providers, policy makers and community members are working together, and learning from local experience and response.


	Learning & Transfer 


	We develop information but do not share with others.  People do not know much about our work.  We do not learn much, either from our own experience, or from others.

When we do learn, we only do so through one traditional method or medium.


	We develop information (eg. reports, etc.) for its own sake, because it is a requirement, but only share when it is requested.  We have information, but don’t make time to analyse and learn from it.
	We develop case studies/ stories to capture and learn from our own experience, and actively look for opportunities to share with others.

Others appreciate our work and learn from us.  We also see the value in learning from others, and invite them to share their experience with us.
	Documentation and dissemination of  best practices is a normal part of our work.  Partners/ communities appreciate our work and sekk out information from us.

We also appreciate our own strengths more, and recognise areas where we could learn from others and improve.  We are intentional about creating opportunities to learn and share.
	We continuously learn from others and from our own experiences, and also transfer information to others.

We construct principles for progress/success based on what we learn.   We are able to adapt our practise, programmes and policies to reflect what we’re learning.

We have strong partnerships, based in shared values and commitment to learning.





