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iv. Executive Summary

CARE-Ethiopia is a non-political, non-profit making, humanitarian organization actively working in Ethiopia for the last 22 years. CARE is engaged in relief and development assistance, targeting the marginalized population in the country. Recognizing the need for reproductive health services, CARE Ethiopia is implementing RH projects in different parts of the country. This final evaluation is carried out for Family Planning-HIV/AIDS prevention project, implemented in Borena, East and West Hararghe zones, in Oromia region. 

The overall objective of the evaluation is to assess the implementation status of the aforementioned project, identify the major constraints, draw lessons learned and come up with recommendations that would help sustain and replicate the program. The study-employed review of documents, as well as quantitative and qualitative data collection methods. During the field exercised undertaken in February 2006 in the three zones, a total of 663 persons in the reproductive age group (15-49) were interviewed at their HHs and 86 clients upon exiting HFs, 18 health facilities were observed, 53 key-informants [representing CARE's staff, partners, government officials, community leaders, CBOs, AACs (Anti Aids clubs)] were contacted and 216 persons participated in 24 FGDs. 

Based on the analysis of the information obtained using the aforementioned tools and techniques the following findings were drawn. 

With regard to intermediate Goal #1, which is aimed at increasing access to a range of FP services and improve positive attitudes towards use of modern contraceptive methods, overall, it can be said that the project is very much successful in achieving over-the-targets-set, as measured by the indictors identified in the project proposal. 

The proportion of women who use long-term contraceptives has risen from the baseline of 6% to 27.8%, with a percentage achievement of 356% from the target set at 7.8%. Contraceptive commodities distributed by CBRHAs, PEs and, EAs increased to nearly two fold (198%). In terms of preference, the need for Norplant as a long-term method has increased from 4.4% for females to 30.6%, increasing over six fold. The number of adults who can at least name two types of modern contraceptive methods has risen from 63% to 97%, for which the target set, in fact, was 100%. 
There is also a significant change in the trend of discussion between couples about fertility and the means, which often is considered as a taboo, from the baseline 16% in West Hararghe, 29% in East Hararghe and 17% in Borena to 43%, 55% and 49%, for the three Zones respectively. The attitude of people towards using FP methods has also increased, where 80% of the respondents, on average, replied that they are willing to use. Interestingly, the proportion of people who are willing to pay for FP services has risen from 40.4% in the baseline to 70.7% during the evaluation, implying an increase in the value attached to these services. 

Comparison of current modern family planning users with that of the base line survey shows that there is an increase. The figures changed from 9.8% to 23.3% for West Haraghe and from 9.4% to 35.6% for East Haraghe. However, there is a slight decline for Borena, from 26.3% during the base line to 24.7 during the time of evaluation. This is actually explained during the discussions that first the baseline included the use of natural method and second the effect of the drought in the area has compelled many users to dropout. 

Regarding Intermediate Goal #2, which aims at improving the quality of Reproductive Health care, including improved management of contraceptive side effects, safe delivery of clinical methods and improved services with support for preventive behaviors, the project has not fully achieved its objective. 

When asked about the situation of service in the health facilities, 83.2%, 91.8% and 80.3% of the West Hararghe, East Hararghe and Borena respondents said that the service at their respective locality has improved in relative terms. Comparing the three zones the East Hararghe facility has improved more than the two Zones. A total of 76.0%, 87.5% and 85.3% of the respondents of West Hararghe, East Hararge and Borena respectively said that they had adequate counseling. The number of clients who discontinued using FP has dropped from 32% in the baseline to 19.3%.

However, when asked to rate the service providers' situation in the clinics, an average of 76% of the respondents said that 'those working in the clinics are unfriendly', while 11.7% said 'only some are willing to help'. Rather, respondents highly valued the care and concern of CBRHAs, PEs and EAs than clinic staff. Respondents seem to be disappointed at the lack of FP supplies during their visits to the facilities, for which CARE seemed to overestimate the capacities of its partners who promised to be responsible to provide the necessary supplies, both in mix and quantity. Only about a fifth (21%) of the respondents were offered/referred laboratory test, about 43% said that they are not satisfied with the method they are currently using and about half of the total replied that they did not get any help when faced with problems apparently associated with contraceptives. 

All the above is despite CARE's massive effort to help improve quality of HF service through renovation of buildings, supply of equipment, extensive training to health personnel, introduction of innovative ways of client service like the community COPE, etc. showing a weak link in the strategy, whereby CARE overestimated the commitment and capacity of its major partner [the government]. Moreover, CARE seems to overlook the importance of involving higher decision makers in the woreda offices, for the success of the COPE strategy, as it has been observed from the intensive focus at the facility level. 

In terms of achieving targets set under intermediate goal #3, which are targeting at decreasing the prevalence of behaviors that place people at high risk for HIV infection; it is possible to say that most of the targets set are achieved and the strategy worked. 

Nearly everybody in the intervention areas has heard about STIs (99%), from the maximum of 53% during the baseline. The health-seeking attitude of people in relation to STIs seemed to change dramatically, where 94% in Borena, 81% in East and 82% in West Hararghe, replied to visit immediately a health facility. Seventy seven percent of the respondents have proper knowledge about the interrelationship between STIs and HIV/AIDS. However, the proportion of those who responded that they had been treated for STIs seems very small with an average of 3% for the three Zones and with little disparity among male and female.

The size of population that can easily mention the main transmission ways of HIV, seems to change dramatically in the target area. Where the proportion of those who know that having multiple sexual partners is a major risk factor increased nearly to three fold (from 38.4% in baseline to 97.4%) and the size of those who know that sharing sharp materials is risky increased in a similar fashion (from 36.25 to 97.1%). Regarding the number of those who are cleared of misconceptions about HIV and AIDS, 91% is achieved, from the target 84%. There is nearly six-fold increase from the target set in the number of people who know the multiple purposes of Condom, i.e. 71% achieved against 12% set for the target. Those who heard information from the project sources about HIV and AIDS has increased by more than four folds, which actually was one of the drawbacks of the phase I intervention. The knowledge, attitude and practice of VCT is also found to be very much encouraging.

Even though, few of the indicators set under this category are found to be difficult to measure, the overall achievement shows that the target set to reduce the risks of contracting HIV has been successful, which is also strongly confirmed by the group discussions. A good example of this change in social attitude towards risk factors is the campaign and local legal measures being taken against the night dance by the youth ("Shegoye") in the two Hararghes and the movement against the practice of "Jalejaltu" (extra-marital sex) in Borena.

About the intermediate Goal #4 that targets at creating a supportive and enabling environment - both communities and the health care system - for PLWHA and those affected, one cannot say that this objective of the project is accomplished as desired. Except for the partial (i.e. 77%) achievement of the target set to increase the number of adults and youth, with positive attitude towards caring for PLHA, the rest of the indicators that show the creation of an enabling environment such as;

· 80% of PLHA receive non-medical [or social] care and support, including counseling and employment opportunities

· 80% of PLHA received treatment, care and support, from health institutions.  
· local NGOS and CBOs working on basic care and support for PLHA are identified and got assistance from CARE do not even seem to be properly implemented. 

The participation of the community, particularly commencing at the implementation stage of the project is very much successful, with a high degree of mobilization of leaders and other segments of the community for the intended action. There is some degree of gap in mobilizing other stakeholders such as government offices, for participation and collaboration, though this varies among the Zones. 
Capacity building is one of the most appreciated programs of the project, with a massive investment on HFs, community workers, own staff, CBOs and sector offices; having its own positive and visible contribution to improve the situation in the intervention areas. However, the investment on HFs does not seem to bring the intended results, as it was not complemented by the efforts of higher government health officials. Similarly, the resource spent on partners which are supposed to provide care and support for PLHA and orphans also does not seem to result in the intended outcome. This is partly because the program lacked an insight into where and how to invest (mainly in the Hararghes), and partly because the HIV/AIDS component is not given equal follow up as that of FP (for it was considered only a complement to the main project). 

With regard to sustainability, the effort of introducing cost-sharing mechanism, though not successful during the lifetime of the project, has paved the way for implementation in the coming years, as concerned parties seem to be serious about it and have gone a long way to realize it, particularly in East Hararghe. However, CARE does not seem to well design its phase-out strategy from the project, for which none of the stakeholders witnessed about their readiness and the support they got from CARE to sustain the project’s achievements, except that everyone of them seem to be emotionally attached to the objectives and the observable benefits of the project. In other words, despite the very positive attitude of the community and the government, the fate of the project goals as well as the community volunteers linked to it remain in dark as it is not linked to any sustainable structure. 

Gender mainstreaming is one of the areas that went forward, as per the intentions of the project, particularly with regard to the FP issues. This is clearly shown at the community group discussions, where the community members expressed the positive changes on the knowledge of females and their importance in making decisions about family planning, at HH levels. There were also indications of community awareness on the rights of females (such as home based violence, inheritance of property, resistance to wife inheritance, etc.), which was complemented by the activities of the government offices. Yet, CARE should revisit its criteria of selecting community volunteers for which only literates are eligible, and the training curriculum that lacks a systematically designed gender component. 

There are some encouraging efforts to build partnerships with stakeholders and partner organizations. The initiative to complement [create a synergy] in the development efforts of the government, by addressing "root problems" of the society, is highly appreciated by the respective government officials, though this needs to be worked well with other NGOs and actors. CARE has also secured a very positive reputation from the local leaders, for its strategy of strengthening and using the existing structures. The attempt to advocate to attain the objectives of the project, particularly by mobilizing government bodies themselves is an exemplary step towards use of advocacy as an intervention tool. Most importantly, the intensive advocacy to mobilize and win the supports of community decision makers is found to be a key element of the overall success of this project. However, CARE seems to be overwhelmed by its focus on the grassroots level intervention while an advocacy targeted at top-level government decision makers could have contributed a lot.

Among the three key strategies, the first one that focuses on extensive communication for behavior change has worked very well, playing a critical role in the success of the whole project. The second strategy aimed at improving quality of care and access to community-based services seems to be only partly effective, as this needed the contribution of the main partner [government] for its success. The third strategy obviously lacks understanding of the reality on the ground and does not seem to identify the primary stakeholders, i.e. PLHA and their association, in the response to the pandemic. 

Overall, this project has been found to be a success story with lots of lessons to be drawn for future project planning and implementation by CARE itself and its partners while improving the limitations observed in some areas. 
Section I: 
Introduction








1.1 General

Reproductive health service is fully achieved only when all individuals or clients can obtain and use affordable, quality and of client’s preference/choice, whenever they need them. It is always worth considering that without food security, people starve to death while without RH commodities they continue reproductive and sexual life cycles- exposing themselves to the risks of unintended pregnancy, maternal mortality and infection with STIs, including HIV/AIDS. The resulting misery and poverty are more disperse, disparate and less visible than footage of starving people though the cumulative results are no less shocking and affect more people globally. (Global programme to enhance RH commodity security, 2005)

That is why at the international conference on population and Development (ICPD) in Cairo in 1994, the World agreed on the goal of reproductive health care for all by 2015. A five year review of the Cairo programme of action (ICPD+5) showed that accelerated progress would be needed in order to achieve that goal. Throughout the entire ICPD at 10 process, in 2004 and after ICPD + 10 regional review conferences, the urgency for reproductive health commodity was reiterated.

In fact, contraceptive prevalence in developing countries has grown dramatically in the past 40 years, rising from about 10% to almost 60% today. (Global programme) Increased use of contraceptives and condoms for prevention of STIs and HIV/AIDS is also increasing the requirements and the need for increased national and international resources. On the other hand, HIV/AIDS is using the fragile internal structure of developing countries, including the weakly constructed reproductive health systems, as its bloodline to easily expand its empire, among which Ethiopia is one. 
1.2 FP-HIV/AIDS in Ethiopia - Oromia 

The unmet need of contraceptive in Ethiopia is 44 percent. With the TFR of 5.4, Ethiopia stands among countries with the highest rate in the developing world. While there is a declining trend in urban areas, the situation remains the same for rural areas. The CPR increased from 8% to 14%, which is very low to achieve the target set at 44 percent by 2015. (EDHS 2005 preliminary report)
As reported by currently married women, overall, the 2005 EDHS found that 15 percent of married women are using some method of contraception. The majority of users rely on a modern method. Use of modern contraceptive methods has more than doubled from 6% of married women in the 2000 EDHS to 14% in the 2005 EDHS. The most commonly used modern method is injectables (10 percent), followed by the pills (3 percent). 
The level of fertility is also high in Oromia region due to combination of factors: early marriage, value attached to children, low level of infertility, low status of women and extremely low contraceptive prevalence rate. The total fertility of women in the region was 7.26 in 1994 showing a slight decline to 6.4 in 2000. The fertility level remained different for different Zones. The highest fertility level was recorded in Bale zone 9.45, where as the least was 5.44 in East Hararghe zone (CSA 1994). 
In terms of HIV/AIDS, despite the relatively low HIV prevalence rate (4.4%), Ethiopia is one of the seriously affected sub-Saharan African countries hit by the pandemic. This is manifested, in fact, with the largest PLHA and orphan population [1.5 million and 96,000 respectively] the country is carrying on, particularly as compared to the level of poverty burden it has. (AIDS in Ethiopia, 5th Report, FMOH 2004) The adjusted national adult prevalence rate of HIV/AIDS in 2003 was estimated to be 4.4 percent (12.6% is urban and 2.6% rural). The HIV prevalence was higher among women (5.0%) than men (3.8%). 
In Oromia region, the HIV prevalence is lower than the national average. In consistence with the national trend, the HIV prevalence rate is skewed towards females, which is 3.3%, while it is 2.5% for male. 
Knowledge of HIV/AIDS is high in Ethiopia with women a little bit less than men, 85 and 95, percent respectively. This pattern is true for Oromia, with 84.9 and 96.4 percent for female and male respectively [EDHS 2000]. Like other regions, HIV is affecting the region, particularly those in reproductive age category with a total percentage of 92.6% of the total positive cases [Oromia health Bureau].

1.3 CARE Ethiopia 

CARE International in Ethiopia is a non-governmental humanitarian organization working on humanitarian assistance particularly to the needy and marginalized population, for the last 22 years, since 1984. Recognizing the negative development impact of HIV/AIDs, CARE Ethiopia is complementing government’s effort in the control and prevention of HIV/AIDS. CARE’s commitment towards this effort is reflected on its LRSP 2001 – 2006 plan, where HIV/AIDS program area was indicated as a focus program to establishing program excellence and demonstrating impact.
Currently CARE Ethiopia is implementing Reproductive Health projects in many parts of the country, among which FP-arargheHHIV/AIDS Prevention project in Borena, West and East Hararghe zones of Oromia has been just one. 

1.4 Summary of the project 

The first phase of Family Planning/HIV/AIDS project was initiated in 1995, in the two Hararghes, and ended successfully in the year 2001. As an extension of it, the second phase of the project targeted about 1.3 million people the reproductive age groups, in 155 peasant associations, of which 711,408 are estimated to direct beneficiaries. The project under evaluation was implemented from the period February 2002 – January 2006, in West Hararghe, East Hararghe and Borena Zones, with the financial assistance from the Royal Netherlands Government.
The project was aimed at undertaking four interrelated issues that contributed to poor reproductive health in the Region. These include unmet need for reproductive health information and services, low quality of reproductive health care and poor prospects for sustainability of improved services, increasing prevalence of HIV infection and STIs and stigmatization of those infected with and affected by HIV/AIDS due to a discriminating, non-supportive, non-enabling environment.

The final goal of the project was to improve the reproductive health status of target populations, with the following intermediate goals:-.

· To increase the knowledge and use of family planning services, and 
improve access to all methods of contraception.

· To improve the quality of reproductive health services at facility and community levels, 

· To decrease the prevalence of behaviors that place people at high risk for HIV infection and 

· To foster supportive and enabling environment for PLWH/A.

The project worked in partnership with community members, the Ministry of Health, local governmental and community based organizations (CBO) and non governmental organization (NGO) to implement a three-pronged strategy that focused on wide-scale community participation and community ownership. 

Project strategies:

Strategy 1. 
Extensive communication for behavior change

Strategy 2. 
Improve the quality of reproductive health care and improve access to community based services

Strategy 3. 
Build the capacity of CBOs, local NGOs and government institutions that provide care and support to people living with and/or affected by HIV/AIDS.

The project was aimed at reflecting cross cutting strategies that guide the entire program goal, objectives and activities. These are strategy of partnership, participatory approaches, synergistic approaches, sustainability, advocacy and gender mainstreaming.
As the project implementation ended in December 2005, care commissioned this terminal assessment with the following objectives and rationale, which is carried out during the month of February 2006.

1.5 Objective of the Evaluation

The overall objective of the evaluation is to assess the implementation status of the FP HIV/AIDS project, identify major constraints and draw lessons learned and recommendations that would help for program sustainability and replicablility.
Specific objectives of the evaluation:

1. Assess the project accomplishments/achievements against targets (overall goal, 
Objectives, intermediate results, and activities.).

2. Assess sustainability of results /outcomes and capacities to take over (training, 
Empowerment) environmental impact lessons and identifies strengths, gaps, weaknesses that should be addressed to improve future interventions.

3. Assess the effectiveness of the three-pronged project strategies.

4. Assess the effectiveness of the project’s MIS and M&E system.

5. Investigate the extent and level of partnership, community participation, 
advocacy and gender equity and diversity and indicate potential areas for improvement.

6. Indicate best practices and challenges for organizational learning as well as to 
share with relevant stakeholders including the donor.

1.6 Organization of the Evaluation Report

The sequence of topics presented in this document is well described in the table of contents. However, the main body of the report, i.e. " results and discussion" part gives the findings of the quantitative data under each sub-topic, backed with the results of the qualitative information obtained during the FGD and IDI sessions and the secondary data reviewed to triangulate the information and verify consistency of the results. The report presents the level of achievement of objectives by comparing the findings of the evaluation with the baseline information and the targets set during the project proposal development stage; thereby checking the effectiveness of the three key strategies of the project. It also has a part on the strengths, limitations, challenges, and lessons drawn to come up with recommendations for future programming. Moreover, additional detailed qualitative discussion on cross-cutting issues is annexed to this report. 
Section II: Methodology

2.1 General

Data for this evaluation has been collected through review of secondary data as well as quantitative and qualitative surveys. 

The team first examined the project proposal, its detail implementation plan, the baseline assessment report, the mid-term evaluation report and some other relevant documents. The quantitative survey employed a cross sectional study, mixing random and purposive sampling procedures to include ethnic diversity and program coverage. A total of 663 households from the three zones were covered with the household questionnaire and 86 clients were surveyed while exiting health facilities. The qualitative study consisted of 53 in-depth-interview (IDIs), 24 Focus Group Discussions (FGDs) and observation of 18 health facilities. 

The exit interview, facility audit and observation were conducted in all the intervention woredas; whereas for the household survey, FGD and IDI only one woreda from East and West Hararghe zones (considering the homogeneity of the intervention areas) and two woredas from Borena are selected. 

The data collection in Borena took 5 days whereas in East and west Hararghe it took 8 days. Additional 5 days were spent at Borena and 6 days in east and west Hararghe to supervise the quantitative data collection and individual interviews.

2.2 Quantitative Survey

The evaluation covered 75% of the 880 HHs assessed during the baseline survey. The number of HHs to be surveyed in each Zone is determined using probability proportional to size (PPS) based on the size of estimated direct beneficiaries in each Zone. As a result, East Hararghe consisted of 48.0% of the surveyed HHs, West Hararghe 30.5% and Borena 21.5%. Considering the specific situations in each of the Zones, Kuni woreda is selected from West Hararghe, Bedeno from East Hararghe, while Yabello and Teltele represented Borena. Then 6 kebeles from Bedeno, 4 kebeles from Kuni and two kebeles each from Yabello and Teletelle were randomly selected. Finally the enumerators interviewed households identified using the random walk method. The number of kebeles in each woreda and the number of households in each kebele were determined using PPS. Moreover, 86 family planning users were interviewed while leaving the 18 HFs, out of the planned 108, with 8 interviews per HC or Hospital and 4 per HP. The detail of the selection process is shown in the table below. 

	Zone
	Woreda
	General Beneficiari
	Direct Beneficiar.
	Intervention PA 
	Evaluation PAs
	Evaluation

HHs
	Evaluation

 HFs

	W. Hararghe
	
	654,605
	216,489
	54
	4
	201
	* 8 exit interview per HC or hospital and 4 per clinic

	
	Chiro
	
	
	15
	
	
	1 Hosp. + 1 clinic 

	Selected
	Kuni
	
	
	17
	
	
	1 HC + 1 clinic

	
	Habro
	
	
	22
	
	
	1 Hosp. + 1 clinic

	E. Hararghe
	
	419,201
	341,949
	70
	6
	317
	

	
	Grawa
	
	
	25
	
	
	1 HC + 1 clinic

	Selected
	Bedeno
	
	
	26
	
	
	1 HC + 1 clinic

	
	Kurfa 
	
	
	19
	
	`        
	1 HC + 1 clinic

	Borena
	
	219,330
	152,970
	36
	4
	142
	

	Selected
	Teletelle
	
	
	12
	
	
	1 HC + 1 clinic

	
	Dire
	
	
	12
	
	
	1 HC + 1 clinic

	Selected
	Yabello
	
	
	12
	
	
	1 HC + 1 clinic

	Total
	
	1,293,1136
	711,408
	155
	
	660
	18 HFs


2.2.1
Recruitment & Training of Enumerators





In collaboration with CARE Ethiopia Borena, East & West Hararghe area offices, a total of 15 enumerators were selected considering their level of education, experience in undertaking similar assignments, knowledge of local language, and ability to walk distances under difficult situations. The total interviewers selected for the three Zones were 15, of which 4 were females. Three experienced supervisors from the consultancy firm supervised the data collection process and checked the questionnaires for consistency and accuracy. 
The recruited interviewers were given a two days training in which each question was read out and discussed. After the training, there was an exercise of mock interview among the enumerators and the questionnaire was pre-tested in the field. During the training session ethical issues were discussed, in that no discussion on political and religious issues and no interview will be carried out without the full consent of the interviewee. 
2.2.2
Data entry and analysis 

After transported to the consulting firm’s office the filled questionnaires were edited/post coded for the few open-ended questions. After finalizing the data entry format the responses were keyed, checked for internal consistency and the data was analyzed using SPSS version 12. 
2.3 Qualitative Study

As key informants, 53 individuals, composed of CARE's staff, partners, members of the project Steering committee, heads of government sector offices and traditional and religious leaders, Idir Chair persons, AACs, NGOs, PLHA and their association leaders were contacted for an in-depth-interview (IDI) in each Zone. Two focus group discussions were carried out for each of the following groups: women groups, youth groups, men groups and Community volunteers' groups (CBRHA & PEs) in each selected wereda. In total, 216 individuals have participated in the 24 FGDs conducted in the three Zones. In addition, facility observation is conducted at 18 HFs. The information collected is categorized among the four intermediate goals and in the thematic areas of the cross cutting issues, discussed under section 3.6, with a maximum effort to triangulate the perspectives/views of the different stakeholders. 

Section III. 
Results and Discussion of the Assessment
3.1 Socio-Demographic Characteristics of the Respondents 
The distribution of respondents by sex shows a similar pattern, almost in all Zones, where females on average constitute two third of the total participants of the quantitative survey, whereas the sex distribution in the baseline survey for male and female respondents is balanced. 
Table 1:
Percentage of Respondents by Zone, age, sex and marital status
	Demographic Characteristics
	West Hararghe
	East Hararghe
	Borena
	Total

	
	n=199
	n=321
	n=143
	n=663

	Zones
	30.0
	48.4
	21.6
	100.0

	Age 15-19
	12.1
	12.3
	15.5
	12.9

	20-29
	38.3
	40.1
	34.5
	38.3

	30-39
	37.4
	37.9
	32.3
	36.5

	40-49
	12.1
	9.5
	17.6
	12.1

	Male
	34.7
	29.6
	39.9
	33.3

	Female
	65.3
	70.4
	60.1
	66.7

	Single/Not married at all
	13.1
	8.7
	17.5
	11.9

	Married/Living with partner
	83.9
	89.1
	76.2
	84.8

	Widowed
	2.0
	1.2
	2.8
	1.8

	Divorced
	1.0
	0.9
	3.5
	1.5


The age distribution of respondents, both in the baseline and evaluation, also shows similarity, whereby the majority (over two thirds) are between the ages of 20-39 in both cases. This similarity in the surveys can also be generalized for ethnic groupings – whereby Oromo is the most dominant population, particularly in E. Hararghe and Borena – as well as for marital status of the respondents – where over 80% are married, followed by singles. 

In terms of religion, Islam is the most dominant in the two Hararghes, while traditional belief is the most important for over three quarters of the population in Borena, having its own strong implication in the design of development interventions. 

Table 2: 
Percentage of Respondents by Zone, religion and ethnicity
	Demographic Characteristics
	West Hararghe
	East Hararghe
	Borena
	Total

	   
	n=199
	n=319
	n=141
	n=659

	Orthodox
	23.6
	3.8
	7.8
	10.6

	Muslim
	76.4
	95.9
	1.4
	69.8

	Protestant
	0.0
	0.3
	13.5
	3.0

	Traditional Belief
	0.0
	0.0
	76.6
	16.4

	Others
	0.0
	0.0
	0.7
	0.2

	Oromo
	79.8
	96.6
	92.2
	90.6

	Amhara
	20.2
	3.4
	2.8
	8.4

	Konso
	0.0
	0.0
	3.5
	0.8


With regard to the educational background of respondents, about two thirds in the Hararghes and nearly 80% in Borena are found to be illiterate (neither read nor write) followed by the proportion of elementary school dropouts, in all the Zones.

When we look at the major means of livelihood, crop farming is the most important source of livelihood for about 78% of the respondents in West Hararghe and for 71% in East, while livestock is the most important one in Borena, as it is a pastoralist Zone.

Of the total female respondents, 91% are married while only 5% of them are single (9.3%, 4% and 2.3% in West Hararghe, East Hararghe and Borena, respectively) whereas 25% of the male respondents on average (20% in the two Hararghes and 40% in Borena) are not married/single, probably this could be due to more economic power demanded from the males at and after marriage in the form of dowry and supporting the household or polygamy practice in the project area and/or culturally male are married late than female. The current average number of children per HH is three in all of the study Zones, ranging from no child at all, to the maximum of 11 in the Hararghes, and 9 in Borena. 

3.2
Increased Access to FP Services: 


Summary of findings, under intermediate Goal I: Increased access to a range of FP services and improved positive attitudes towards use of modern contraceptives
· Two thirds of respondents of this terminal evaluation are females, in the reproductive age group

· During this phase of the project, almost everyone in the intervention Zones has heard about FP, from the base line of 90.1%

· The most important source of information on FP are the community workers: CBRHA, PEs and EAs, as opposed to the time of baseline survey, where the primary source of information for the majority of respondents was the media

· About 80% of the respondents are willing and planning to use FP in the future, Borena needs a special attention

· Permanent methods are almost unknown to the majority of the respondents, except for East Hararghe, where there are few men and women, who had the surgery

· There is a very high increase (more than double), from the baseline, in the number of people who prefer to discuss with their partners about FP and sexual matters

· The proportion of ever users of contraceptive - for married women - in West Hararghe has doubled from the baseline, in East Hararghe tripled, while it has declined in Borena. This pattern is also the same for current users, in the three Zones.

· Among those who are not using FP currently, the majority replied that they do not need it currently, followed by disapproval of husbands to use methods in Borena and fear of side effects in the Hararghes. 
· The reason of those who discontinued using methods, among the Hararghes, in general, is the need to have more children and shortage of supplies.

· The major sources of contraceptives for users are the government clinics and health centers, followed by community distributors. However, the contribution of the community volunteers in referring clients to the HFs has been very critical.
· Among the most preferred methods, injectables and Norplant are important across the three Zones, followed by IUCD in the Hararghes, while Condom is preferred by 85% of the Borena men.

3.2.1 Knowledge about FP and source of information

As is it depicted in the table below, except for two men in West Hararghe and one woman in Borena, all the 661 respondents in the three Zones have confirmed that they have heard about FP. This can easily be attributed to the intensive FP awareness campaign by CARE, with a huge mobilization of the community through its leaders, as it is rationalized by the government officials in the survey woredas. A senior Government official in East Hararghe said: "you see, one can easily observe the value additions of CARE's FP/HIV-AIDS intervention in our area simply by comparing the knowledge and demands of the people, in the selected intervention PAs with that of the residents of other PAs. For that matter, it is not only the direct intervention PAs that have benefited and showed a difference, but it is also observed in their neighboring PAs." As compared to the baseline data showing average of 90.7% for those who ever heard about FP, the current data shows the success of the program to reach everyone in its target area. 

Table 3: 
Percentage of Respondents who have ever heard about FP by Sex and Zone
	Ever Heard about FP?
	W. Hararghe
	E. Hararghe 
	Borena 
	Total
	Baseline

	
	n=69
	n=94
	N=57
	n=220
	

	Male
	97.1
	100.0
	100.0
	99.1
	94

	
	n=130
	n=225
	N=86
	n=441
	

	Female
	100.0
	100.0
	98.8
	99.8
	88.2

	All
	99.0
	100.0
	99.3
	99.5
	90.7


Interestingly enough and as opposed to the data obtained during the baseline survey, in the current assessment, the primary source of information for the majority of the respondents, in all of the three Zones, is the community workers, i.e. CBRHA and EAs, followed by radio and public gatherings. It seems that CARE has taken a serious lesson from the results of the assessment for the first phase, where community agents are mentioned among the last sources of information. In fact, it is especially in the Hararghes that this difference is felt much, as these are the Zones where radio is utilized much more than in any other part of the country, yet the CBRHAs and EAs surpassed the information that comes through the media.

Table 4: 
Percentage of Respondents, who mentioned their Primary Source of Information for FP by Zone
	Yes, for Ever Heard about FP
	West Hararghe
	East Hararghe
	Borena
	Total

	Primary Source of Information for FP
	n=194*
	n=319*
	n=142*
	n=655*

	CBRHAs
	67
	71.5
	49.3
	65.3

	Extension Workers
	43.8
	61.1
	66.9
	57.3

	Radio/TV
	33
	30.4
	2.1
	25

	Mass or public gatherings
	12.4
	12.9
	3.5
	10.7


The table contains data of a multiple response
3.2.2 Attitude towards and intention to use family planning

When asked about their attitude towards using FP methods, about 80% of the respondents, on average, replied that they are willing to use, though all of these may not be current users. However, data from Borena shows that both the female and male (on average 51%) seem to be reluctant to use, even in the future, as compared to those living in the Hararghes (>84%). In fact, the male in Borena are relatively by far positive to use, as compared to their female counterparts. 

This disparity in attitude towards FP in the two areas is despite the same level of knowledge about FP, raising a concern to unpack the underlying causes for reluctant to use methods, even when the services are accessible. Otherwise, the positive attitudes towards FP are very much encouraging, particularly for the two Hararghes, while it is still a remarkable achievement for Borena. Two female FGD participants in Borena said that as long as the supplies are there they will continue using the method and advise others to do the same as they found it important to the health of children and themselves. 
Table 5:
Percentage of Respondents who are planning to use Contraceptives

In the Future by Sex and Zone
	Those who plan to use FP in the future
	West Hararghe
	East Hararghe
	Borena
	Total

	
	n=69
	n=94
	n=52
	n=215

	  Male
	84.1
	86.2
	69.2
	81.4

	
	n=130
	n=223
	n=73
	n=426

	 Female
	84.6
	87.4
	38.4
	78.2

	 All
	84.4
	87.1
	51.2
	79.3


Graph 1
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The willingness to pay for FP services, which was only 40.4% during the baseline has increased to 71%, implying the increasing value for the benefits of the service.

With regard to spacing, though it is very essential for the health of the mother and that of the child, many women in Ethiopia give birth to many children in very short interval between each birth. In this regard the target groups in all the sites have indicated 4 years and above, which is sufficient spacing between consecutive births. 
But when it comes to the total number of children in their life time, the robust measurement of average (the median) shows that they prefer 3 boys and 3 girls. During the focus group discussion with men, in two group, three men said that they wish to have more than 5 children if the weather improves and there is adequate to eat. A woman in the female FGD session shares this attitude with her rationale as: "we are not quite sure whether all of the babies born would grow because of health problems and other things that affect children in the locality”. This is, in fact, an indication for program people to consider addressing infant morbidity and mortality, for effectiveness of FP programs, though the later has its own big impact on the former. This could be one of the factors for women in Borena to be reluctant to use FP, even in the future, despite the knowledge they have on the issue, as is mentioned in the discussion above.
3.2.3 Familiarity to Permanent Methods and Partners as Close Confidants 
The other issue indicated by this study is that the majority of the respondents are not familiar with permanent contraceptive methods. It is only in East Hararghe that 41.3% of the participants responded they have heard about a person who has undergone permanent FP surgery, while merely 8.6% and 14.1% in West Hararghe and Borena respectively replied yes. Such unpopularity of the method is also reflected on the response of their willingness to use it, if given the chance, where 27.9% respondents from East Hararghe, 18.6% West Hararghe and 7.0% from Borena, replied positively. In fact, the FGD sessions confirmed that the higher knowledge and willingness of the respondents from East Hararghe is attributable to the examples of a considerable number of men and women, who undergone vasectomy and tubaligation, with the very supportive and encouraging efforts of the Extension Agent working in the evaluation woreda, Bedeno. Thus, this depicts that when people are given the chance to know a method well and get the necessary support, they go long miles to take measures that otherwise seem apparently "unthinkable". 

When it comes to frequent discussions about family planning, the majority discuss with their partners or friends, with a significant increase in the size of people who discuss with their partners as compared to the baseline. For example in West Hararghe 46.7% of the participants discuss with their friends, 42.6% with their partners and 35.5 % with their neighbors. In the case of East Hararghe and Borena, partners are the first to be chosen for discussion about FP issues, which is in fact repeatedly mentioned in the FGDs, among the groups of men, women and youth. In the baseline only 16% in West Hararghe, 29% in East Hararghe and 17% in Borena responded that they discuss with partners, while during this evaluation it is 43%, 55% and 49%, for the three Zones respectively. Actually there is also a group which never discuss with anyone about these issues, raising a concern for program designers, as this is one of the key topics to be encouraged for success of FP projects. 
[image: image4.jpg]



Women FGD participants in Borena said that the home to home visits made by the CBRHAs has helped them to discuss issues related to family planning with their husbands which was not the case prior to this project. Another one said that the discussion goes further to resolving husband and wife conflicts related to child bearing and other health related affairs. In the Hararghes as well, when the men are asked whether they consider their women have knowledge on the issues to be considered for a family discussion, almost all of them unanimously responded that their wives are not only knowledgeable about these matters, but know better than even husbands in most HHs. Thus, they say that it is very important to discuss with a person who understands the matter well and is concerned about it much, at home, than going out for the advise of someone outside. 
Table 6:
Percentage of attitude of respondents towards permanent

Contraceptives and close confidants on FP issues, by Zone
	
	West Hararghe
	East Hararghe
	Borena
	Total

	Know anyone who has undergone permanent surgery:
	n=198
	n=315
	n=142
	n=655

	Yes
	8.6
	41.3
	14.1
	25.5

	No
	91.4
	58.7
	85.9
	74.5

	If given the chance, willing to use:
	n=199
	n=312
	n=142
	n=653

	Yes
	18.6
	27.9
	7.0
	20.5

	No
	81.4
	72.1
	93.0
	79.5

	Frequently discuss about FP:
	n=197*
	n=316*
	n=143*
	n=656*

	With Friends
	46.7
	50.3
	30.1
	44.8

	Partner
	42.6
	55.4
	49.0
	50.2

	Neighbors
	35.5
	38.3
	2.8
	29.7

	I do not discuss it at all
	14.2
	12.0
	18.9
	14.2

	Community Workers
	9.1
	17.1
	1.4
	11.3


The data refers to a multiple response question
In line with the above, the response of the majority in the Hararghes, as well as a significant portion in Borena, to the question whether their partner approves their utilization of FP methods is very positive and encouraging. 

Graph II
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The progress from the baseline is very evident in the two Haraghes, with current rate of 97% [from 12% in the baseline] in West and growth to 97% [from 43%] in East. However, the increment in Borena does not seem that much [from 64% to 68%] though the baseline data for the Zone is by far better than others. 

3.2.4 Ever Use of Contraceptives 

When we analyze the practice of the target group in the study sites, 30% of the male and 41% of female responded that they have experience of using contraceptives in their life time. In general, Borena appears to be lower in ever use, for both sexes than the two Hararghes. 

However, as the male contraceptive methods are either unpopular (i.e. vasectomy) or more of attached to their use to protection from STIs including HIV (i.e. condom), it is difficult to consider the proportion of men mentioned above as contraceptives users. Rather, as the question is designed to know whether the person or his partner is using any method (because only one person is asked per household) to prevent unwanted pregnancy, most of the men seem to indicate the experience of their partners'. As compared to the baseline, the percentage of married women, ever used contraceptives in the West Hararghe increased from 19% to 39%, in East Hararghe 16% to 48% while there is a decline among the Borena women.
It is married couples who often make use of the service (43%) followed by widowed (25%) and divorced (20%), while use by not married is nil in East Hararghe and only 8% in Borena and West Hararghe. This situation calls for a concerted effort of all development partners working in the areas to seriously think about the youth or adolescents who are sexually active and yet vulnerable to its unwanted consequences like pregnancy, STIs and HIV/AIDS. 

On the other hand, it is interesting to see the difference from the usual perception, of the weak correlation between level of education and level of contraceptive use. In the current assessment all groups from different educational backgrounds found to be using contraceptives without any pattern with the level of education. This is so due to the community based approach, where the program created access - to information and service - both to the illiterates as well as the relatively educated ones at the same degree, but with a good strategy to convince the majority of the residents with their own influentials.
Table 7:
Percentage of Respondents Ever Used Contraceptives by Sex,

Marital Status and Education
	Ever Used Contraceptives
	West Hararghe 
	East Hararghe 
	Borena
	Total

	Sex
	 
	 
	 
	 

	Male
	33.3
	35.8
	17.5
	30.3

	Female
	38.5
	47.8
	27.9
	41.2

	Marital Status
	 
	 
	 
	 

	Married/Living with partner
	41.9
	49
	27.5
	42.7

	Widowed
	25
	25
	25
	25

	Single/Not married at all
	7.7
	0
	8
	5.1

	Divorced
	0
	33.3
	20
	20

	Education
	 
	 
	 
	 

	Read and Write
	46.7
	45.5
	50
	46.4

	Illiterate
	39.5
	42.5
	20.5
	36.1

	Primary School
	30.2
	49.5
	33.3
	41.3

	Secondary School
	25
	16.7
	33.3
	23.1


3.2.5 Current use and the reasons for not using of Contraceptives

According to the table below, in East Hararghe 28.4% of males and 35.6% of females, in West Hararghe 23.3% of females and 20.3% of males, and in Borena 24.7% females and 15.8% of males currently use contraceptives. More women (36%) in East Hararghe use contraceptives in comparison to those in West Hararghe (23%) and in Borena (25%), yet all of the Zones have a high rate of current use, as compared to both the national (14%) and the regional rate for Oromia (13%), according to EDHS 2005. This shows that even the least using Zone has nearly double rate of the regional average. 

Table 8: 
Percentage of Respondents who are currently using Contraceptives
by Sex, Marital Status and Education
	Respondents Currently Using Contraceptives
	West Hararghe 
	East Hararghe 
	Borena
	Total

	Sex
	 
	 
	 
	 

	Male
	20.3
	28.4
	15.8
	22.6

	Female
	23.3
	35.6
	24.7
	29.8

	Marital Status
	 
	 
	 
	 

	Married/Living with partner
	25.3
	37.2
	22.2
	30.8

	Divorced
	0
	33.3
	20
	20

	Widowed
	0
	0
	25
	8.3

	Single/Not married at all
	7.7
	0
	16
	7.6

	Education
	 
	 
	 
	 

	Primary School
	20.8
	43.2
	37.5
	35.5

	Secondary School
	25
	33.3
	33.3
	30.8

	Illiterate
	22.8
	30.1
	16.2
	24.5

	Read and Write
	26.7
	9.1
	50
	21.4


A comparison of the current survey with the baseline shows that West Hararghe has gone beyond double (236%) in current married women users while East has shown a leap to three fold (310%). However, the data for Borena shows, rather a decline (6.1%) in current use, which needs to be closely examined, though there are reasons still to feel comfortable with the results obtained so far.

Graph III
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According to the study on the current use of contraceptives, unlike in the other two areas, we see a different feature in Borena where almost all categories of respondents are using contraceptives. For example, in Borena irrespective of their marital status, people use contraceptives, while the single and widowed in East and the divorced and widowed in West Hararghe reported that they are not using contraceptives at all. This might not be because these people do not need FP services, but mainly due to the social norms expected of them to abstain from any sexual activity, prohibiting them from use of the services and exposing them to risks of unintended pregnancy and even infections. Thus, it is necessary to consider these relatively marginalized groups during future program design and implementation. On the other hand the relative freedom of people in Borena to use the FP services could be attributed to the social norm that never seriously restricts people from having sex, irrespective of their marital status.  
The other issue which is revealed in this study is that the level of education of respondents was not a major contributing factor to the use of contraceptives, as is the case with the above section on ever use of contraceptives, which is attributable to the community based approach of the project. 
In fact, relatively there is a wide gap between the rates of those who currently use and those who confirmed that they know about FP. But as it is natural that knowledge does not always translate into practice immediately, it shows the gap the program people need to feel in future. 

As table 9 depicts, the majority in all of the three Zones replied "they do not need modern FP currently" when asked about why they are not using it currently, followed by fear of the side effects and use of natural methods in the Hararghes. However, in the case of Borena, in conformity with the information in table 7 above, a significant portion of men do not allow their wives to use FP methods, which is being the second most mentioned reason for not using currently followed by the interest to have more children. 

The fear of side effects of contraceptives perceived in the Hararghes is one area of concern for programs, to provide people with various choices and enlighten them on the possibility of moving from one method to the other, if one is not comfortable with the current method she/he is using. On the other hand, the case in Borena has an implication to further strengthen campaign on men, to convince, using all the appropriate channels available. Otherwise, in conformity with the data in other tables, the number of people who replied that they do not know about FP for not using it currently is very much insignificant (1.5%).

Table 9:
Percentage of Respondents who Mentioned Reasons for not Using
Contraceptives Currently, by Zone
	
	West Hararghe
	East Hararghe
	Borena
	Total

	
	n=150
	n=209
	n=112
	n=471

	I do not need them currently
	64.7
	66
	55.4
	63.1

	My husband does not allow me to use
	2.7
	3.8
	16.1
	6.4

	I am afraid of the side-effects
	10
	4.8
	2.7
	5.9

	Need to have more children
	4
	2.9
	9.8
	4.9


3.2.6 Reasons for Discontinuation

Of the total survey population, 70 persons (10.6%) replied that they have discontinued using FP methods. Table 10 below indicates the reasons for discontinuing using contraceptives. The reasons given by men in the Hararghes seem to be some how similar, with a focus on shortage of supply and the need to have more children, both of which having an implication on development interventions. The female in these areas discontinued due to the need to have more children (mainly in East) and decision not to use, along with shortage of supply. But in the case of Borena, it is very difficult to make conclusive remarks, as only a man and two women responded to the question.

In fact, it is important to investigate why some decided not to have FP any more, for shaping our intervention in the future. However, the reasons of those who wanted to have more children can be understood as one of the positive fruits of the project, by which people are able to using FP to space between their children. On the other hand, it is a serious concern for a program to see people discontinuing using methods due to shortage of supply in the Hararghes, which can have a regressive effect on the efforts made so far to put the level of demand to this point. This issue has strongly come out during the FGD with both adult men and women, who were seriously raising shortage as a main bottleneck for those who want to use. A woman in the group discussion was mentioning her experience about how she happened to have the baby in her hug, caused by shortage of supply.

Even an official from a woreda Health Office, in the Hararghes, seemed to complain about the "unnecessarily raised demand" for FP methods due to CARE, which has now became beyond their capacity to supply and meet the requests of distributors and HFs.

Table 10: 
Percentage of Respondents who mentioned Reasons for Discontinuing
Using Contraceptives in the last 12 Months, by Zone
	 
	West Hararghe 
	East Hararghe 
	Borena
	Total

	
	n=28
	n=37
	n=3
	n=68

	Need to have more children
	37.5
	86.2
	100
	66.3

	Shortage of supply
	43.8
	59.6
	0
	46.7

	Decided not to use
	62.5
	16.7
	50
	40

	Due to contraceptive side-effects
	27.1
	13.3
	0
	19.6

	Due to pregnancy
	14.6
	0
	0
	7.1


Interestingly, the reason given by men for discontinuing the use seems similar in all of the Zones (though the data from Borena is inconclusive), which is the "need to have more children", possibly for the women are the ones who shoulder the brunt of the problem when it comes to pregnancy and raising children. The other reason could be that Ethiopia being a patriarchal society, men make decisions on the family, including issues that concern the lives of women. 

When it comes to women’s decision to stop using contraceptives, it could be dictated by men’s reasons behind discontinuing contraceptives. The situation may be aggravated due to myth around contraceptives within the community. Women in Borena society are more likely to be dominated as we can see across the information gathered from the respondents under different issues. However, the Hararghes, particularly East, are observed to be more liberal giving more room for women to discuss and make joint decisions; which partly might be attributed to the culture in the area where people are more free to express their ideas and are positive to adopt new knowledge.

In relation to shortage of supply as a reason for discontinuing contraceptive use on Borena is found to be less serious. While discussing with the zonal health woreda and health bureaus on supplies of contraceptives they said that there were no shortages of pills and condoms during the recent past. But when it comes to long acting contraception like Norplant and injectables the shortage still persists due to the relatively high demand for these services among the community. 

When it comes to side effect as one of the cause for discontinuation, a female FGD participant from the CBRHAs groups said that because of the side effect of Norplant, their clients complain a lot and at times one female CBRHA said some of our clients say ‘it is you who advised me to use the method, thus you should help me to get it out immediately’. Another one also said that because clients insisted to use, he accompanied some clients to Teltele health center to help them get it, but he fails as there were no trained personnel on Norplant insertion and removal during the time of his visit. 

This shows that though it is important to aware people about FP and raise their demand for the services, it is still much important to pay attention to the needs and complaints of those who already started, as they are the ones to be ambassadors of our work in the near future.
3.2.7 Source of Contraception 

When it comes to contraceptive use in Ethiopia, there has been progress over the past decades according to reports of ministry of health (MOH). This has been mostly due to the effort made by both Government and donor interest in the area. However, as National and Regional surveys indicate, the use of modern contraceptive methods among married women of reproductive age is still extremely low and according to some estimates, nearly one third of conceptions are unplanned or unwanted (DHS2000). Thus, the little progress that has been achieved so far will not suffice if Ethiopia is to achieve the national population policy of 4 children per women by 2015. 
The attitude and perception of people towards modern contraceptive methods coupled by the high scarcity of their choice in a sustainable manner complicates the problem at all levels in our case. In order to meet the demand on essential services a community based means for distribution of contraceptives needs to be strengthened in a coordinated manner at all levels. 
As clearly shown in the table below the majority of respondents access contraceptives from government facilities, either health centers or clinics at their locality. The community workers: CBRHAs, PEs and EAs CBRHAs/PEs are also giving considerable service, i.e. 22% of the target population responded that they make use of the service provided by these groups. During the FGD with the CBRHAs and PEs, a Female CBRHA said that her service does not stop during the day time only. Some knock her door even during late night for supplies of pills and condoms. The condom collectors, mostly, are men - widowed and single ones. This situation tells that by bringing the service closer to the community, it is possible to serve more people, particularly, those who do not request for similar service due to cultural problems and fear being spotted by the community while still unmarried widowed or divorced. 

Table 11:
Percentage of Respondents who mentioned Sources of

Contraceptives by Zone
	Sources of Contraceptives
	West Hararghe 
	East Hararghe 
	Borena
	Total

	Sources of Contraceptives
	n=72*
	n=143*
	n=25*
	n=240*

	Health Center 
	34.7
	53.1
	88
	51.3

	Gov't Clinic
	38.9
	31.5
	4
	30.8

	CBRHAs/PEs
	18.1
	19.6
	4
	17.5

	Health Extension Workers
	5.6
	4.2
	8
	5


The health extension workers being very new in the sector need sometime to be promoted and prove themselves to be effective and efficient in their task. As a result, their contribution is low in view of the project’s long implementation period. If the health extension workers are capacitated to function at full capacity, they will be the ones to bridge communication between the community and the government, which allows them to closely supervise ongoing activities and identify problems that they encounter in the process as insiders. If we look at the hospital users it is very low as hospitals in most cases are located in major towns, far from where the majority of rural people reside. For example there is no hospital within the project site in Borena and East Hararghe. In Borena all responded no to hospital as source of contraceptives followed by East Hararghe group. 
3.2.8 Preferred Methods 

When we look at the general situation in relation to respondents' preference to use contraceptives, the majority men and women in the three of the Zones, except for the Borena men, choose to use injectables and Norplant, and on average followed with IUCD (in the Hararghes,) and pills. Condom is highly preferred by men in Borena (85%), which is among the least preferred in East Hararghe. IUCD seems better known in the Hararghes, particularly in West, while permanent methods like tubaligtion are mentioned by women in all the three Zones, but no mention of vasectomy as a choice, except for few in East Hararghe. This can be considered as a break through in the deep rooted beliefs and attitude towards contraceptive use by men, which need to be promoted and scaled up in future interventions of development partners working in the area.
Graph IV
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Table 12. Summary Tables, Intermediate Goal #1

	Intervention
	Baseline
	Evaluation
	% change

	Knowledge and Attitude towards FP

	Ever heard about FP
	90.7
	99.5
	9.7

	Community workers as main source of FP info.
	7.4
	>57
	670.3

	Intention to use FP - MALE
	74.2
	81.4
	9.7

	- FEMALE
	59.8
	78.2
	30.8

	Preferred average years for spacing
	none
	>4
	

	Willing to pay for FP services
	40.4
	70.7
	75


	Intervention
	Baseline
	Evaluation
	% change

	Practice of FP

	Discuss FP issues with partner
	21.7
	50.2
	131.3

	Partner approves use of FP methods
	40.5
	94.2
	132.6

	Ever use of FP - FEMALES
	28.9
	41.2
	42.6

	Current use of FP - FEMALES
	14.7
	29.8
	102.7

	Reasons for discontinuity of using FP methods
	
	
	

	Need to have more children
	none
	31.3
	

	Shortage of supply
	none
	16.7
	

	Due to contraceptive side-effects
	none
	14.6
	


	Intervention
	Baseline
	Evaluation
	% change

	Practice of FP

	Preferred type of contraception
	
	
	

	MALES    Injectables      
	41.9
	40.1
	95.7

	       Pills
	30.3
	4.9
	16.2

	       Norplant
	7.7
	22.5
	292.2

	FEMALES   Injectables      
	54.7
	45.1
	82.4

	       Pills
	23.5
	8
	34

	       Norplant
	4.4
	30.6
	696.5


3.3
Improved quality of service: 

The reproductive health service provision or program is assessed by the number of quality indicators developed by J Bruce (1990). Quality assessment for this evaluation is based up on survey feed results, facility observation and client exit interviews. 

3.3.1
Counseling and method Choice 

Counseling helps individuals to make informed and voluntary decision for continuous family planning practice. In this regard 76.0%, 87.5% and 85.3% respondents of West Hararghe, East Hararghe and Borena had adequate counseling to make informed decision for contraceptive use. Looking at the total average 84% said that they have been counseled adequately. When counseled or provided with the method of their choice, 84.9% in west Hararghe, 93.2% in East Hararghe and 71.4 % in Borena responded there is privacy during the counseling/consultation session. In terms of method choice and availability of methods, since the CARE’s intervention, an average of 95% said that they have been getting the methods they wanted from the project. However, when asked why they were not getting the method of choice, for those who replied no, on average 46.2% of the respondents, and four out of five in East Hararghe said that there was no adequate supply of contraception. Provider bias to using a certain method of contraception was expressed by 15.4 % of the total respondents. When asked the choice and availability of method 7.7% and 15.4% said that there was no continuous supply of methods and as a result, they have not been getting their method of choice. 

From the focus group discussion with different groups and the individual interview with the staff and zonal health bureaus, confirmed the above finding. The zonal health bureau in Borena said that the situation is getting better in their zone recently after receiving quite a good supply of pills and condoms from the central warehouse, while this is a persistent problem in the Hararghes. In connection with this, the Federal Oromia Health bureau official said that the demand has already been created and it has been very difficult to provide good method mix to the zonal offices. 

Table 13: Percentage of knowledge and perception of respondents on Quality Services by Zone
	
	West Hararghe
	East Hararghe
	Borena
	Total

	
	n=75
	n=144
	n=34
	n=253

	Adequately counseled before started contraception:
	76.0
	87.5
	85.3
	83.8

	
	n=73
	n=147
	n=42
	n=262

	There was adequate privacy during counseling:
	84.9
	93.2
	71.4
	87.4

	
	n=73
	n=148
	n=37
	n=258

	Got adequate methods of choice since CARE's project:
	91.8
	96.6
	94.6
	95.0


3.3.2
Integration of Services and level of satisfaction 

Integration of services is a means to provide quality service by offering a buffet of services to create opportunities for clients to satisfy their varied RH needs while visiting the facility. In situations where there is a community base approach, it is only possible to provide none prescriptive methods and counseling. To bridge this gap, clinic, outreach and community based (COC) model is instrumental. 

The assessment looked at the level of integration of services and the referral mechanisms in place for the services that are not made available at CBD sites. In this regard, respondents were asked whether they were referred to the clinics and received various clinical services. Accordingly, 22%, 25% and 7% respondents of West, East Hararghe and Borena said that they were referred for laboratory services for STI investigation. Regarding confidentiality, 78.4%, 95.8%and 42.2% of the West and East Hararghe and Borena respondents said that they were reassured for confidentiality. 

When examined, the level of satisfaction with the method they are currently using, about 63.9%, 53.8% and 58.9% of the West Hararghe, East Hararghe and Borena zone respondents, respectively, said that they are satisfied with the method while 36.1%, 46.2% and 41.2% of respondents respectively said that they are not satisfied with the method. During the focus group discussion with the women on the possible cause of dissatisfaction, a couple of women said that mostly the side effects of methods are sources of dissatisfaction. In relation to the assistance provided by service providers and CBRHAs to minimize dissatisfaction, 51.1% of the total respondents said that they had been assisted to cope with the problems while 48.9% said they have not been getting any assistance. 

Table 14: Percentage of Knowledge and Practices of Respondents on Quality of Care by Zone
	
	West Hararghe
	East Hararghe
	Borena
	Total

	
	N=73
	n=148
	n=44
	n=265

	Offered/referred laboratory services while in clinic:
	21.9
	25.0
	6.8
	21.1

	
	N=74
	n=146
	n=45
	n=265

	Complaints are kept confidential:
	78.4
	95.9
	42.2
	81.9

	
	n=72
	n=143
	n=34
	n=249

	Satisfied with the method currently using:
	63.9
	53.8
	58.8
	57.4

	
	n=10
	n=24
	n=13
	n=47

	Got counseling for facing a problem with the method:
	50.0
	41.7
	69.2
	51.1


3.3.3
Providers' Courtesy

In collaboration with the government, CARE Ethiopia has strengthened two hospitals and 12 health facilities to provide quality services. The inputs made by the project were training the staff on Norplant and IUCD insertion and removal, basic FP, infection prevention, facilitative supervisions, introduction of community COPE and minor renovation of facilities. The purposes of these inputs were to enhance service quality and maximize service uptake by beneficiaries. Having this in mind, respondents were asked how they would rate the health facilities, the service providers’ competence and willingness to serve, their attitudes towards the services of CBRHAs and EAs. Accordingly, 83.2%, 91.8% and 80.3% of the West Hararghe, East Hararghe and Borena respondents said that the service at their respective locality has improved. Comparing the three zones the East Hararghe facility has improved better than the two Zones. 

However, when asked to rate the service providers' situation in the clinics, a total of 76% respondents said that 'those working in the clinics are unfriendly, while 11.7% said 'only some are willing to help'. The youth, in the FGD, from the rural areas comment that the health providers seem to welcome more of those who look urbanized than like us, for which they felt as discriminated. Otherwise, unlike the urban youth who know about the needs of having youth friendly services to RH, these do not seem to be aware of it. But when they feel that they have a problem in RH like STIs, they do consult the community workers for help and visit the clinics for medication. Women in FGD expressed their disappointment on some of the health providers at HFs, who are not available during the working hours, especially in the remote areas. But, generally they agree that there is an improvement in the approaches of the providers, though they are reluctant to visit the HFs due to no supply, in many of the times. A member of a PLHA association in West Hararghe expressed his disappointment at the health providers as: "these people need counseling for themselves, let alone to serve or counsel others. Other than the Nurses and the Physician at the ART desk in Chiro Hospital, many of the rest of the health providers are not willing to serve our members; they do not have a welcoming approach at all."
When it comes to CBRHA service, about 78.7%, 93.1% and 88.0% of the respondents from West Hararghe, East Hararghe and Borena said that most of them know their responsibility & cooperate with them. When it comes to less attention insignificant percentage 0.6% said that some CBRHAs do not give attention and discourage them. Similarly, 87 % of the respondents said that most Extension Agents know their responsibility and are cooperative. The ratings show higher for Borena 94.4% East Haraghe 90.9% and lower for West Hararghe 74.6%. Looking at the ratings of the clinical facilities and attitudes of service providers both at the facility and CBD level, it is realized that the respondents are very much content with the CBD approach and the CBRHAs activities. 

During the FGDs with men, youth and female groups, participants were asked a number of questions on how they would perceive the CBD program and the attitudes of CBRHAs in response to the questions. Almost all participants in the three of the Zones expressed their delight about the agents. A woman in Borena said that the agent assigned at her locality is not only pills distributor, but also a friend who discusses personal and social issues. Another one from the men group said that the agents helped him to discuss on his personal affairs that had helped him solve the conflicts he had with his wife on the use of contraception. Some also said that the CBRHAs visit their homes for consultation on current and future contraceptive use. Another FGD participant in Female group said the female CBRHA helped her to clear misconceptions and rumors which otherwise would have been difficult to cope up with spotting between periods while using the method.

Table 15:
Percentage of Respondents who rated the Quality of Services of Health Workers and Institutions by Zone
	
	West Harar.
	East Harar.
	Borena
	Total

	How do you rate services in your locality as compared to previous years?
	N=197
	n=318
	n=142
	n=657

	It is improved well and I am satisfied with it
	83.2
	91.8
	80.3
	86.8

	There are improvements, yet there are still problems
	9.6
	5.3
	15.5
	8.8

	How do you generally rate the service providers at your local health facilities?
	N=196
	n=319
	n=143
	n=658

	Most of them are unfriendly
	69.4
	74.9
	87.4
	76.0

	Only some of them are willing to help
	13.3
	12.9
	7.0
	11.7

	I do not know
	10.7
	8.8
	0.7
	7.6

	How do you generally rate the services of CBRHAs working in your locality?
	N=197
	n=317
	n=142
	n=656

	Most of them know their responsibility & cooperative
	78.7
	93.1
	88.0
	87.7

	Some are responsible & kind while some are not good
	11.7
	2.8
	9.9
	7.0

	How do you generally rate the services of EAs working in your locality?
	N=197
	n=320
	n=143
	n=660

	Most of them know their responsibility & cooperative
	74.6
	90.9
	94.4
	86.8

	Some are responsible & kind while some are not good
	8.6
	3.1
	3.5
	4.8

	I do not know
	14.2
	5.0
	0.7
	6.8


3.3.4
Method Choice and availability

When visited the health facilities, we have observed that there is poor method mix. The methods available are mostly pills and injectables, in Borena and only limited pills in the Hararghes. There are shortages of Norplant, IUCD, and injectables. At times the facilities get short of condoms. The evaluators tried to know the most available methods during the time of facility visits and during the individual interviews. Accordingly we learned that pills have been in good supply than any other methods. The supply is also erratic, as a result of which those who are able to pay travel long paying extra for transportation, others use a method which is not their choice, some get forced to discontinue with a risk of unwanted pregnancy, etc A nurse witnesses: "I met one of my clients in the village with big belly and when I asked her what happened who responded with a sad voice 'what choice do I have, other than this', showing her belly". A woman in FGD said "this baby [pointing to the child in her hug] is the product of my discontinuity of the method, due to no supply"

3.3.5
Facility observation

Of the many activities of the project is supporting facilities with equipments/materials for long term and permanent contraception. Accordingly, a number of equipments have been distributed to health facilities. In terms facility renovation the Yabello health center was supported; however, the promise to fix the water reservoir by CARE was not realized. As a result the clinic does not have running water. Generally potable water is a problem not only to the clinics but also to the community at the region that needs to be dealt with by all stakeholders, particularly, by the government to improve the life of the community.

During the time of the visit, the Teltele health center delivery room was in a bad state. Out of the three delivery couches, only one works. The rest are broken. “At times it is very difficult to provide delivery service and give other health care when more than one pregnant women arrive for delivery", says the person in charge of the center. In addition, the room is getting damaged by termites which are problem in the locality If the long-term contraception is to be provided, the health facilities need to be renovated and equipped with the necessary materials.

Infection prevention checklists and reagents were available during the visit.  Providers use gloves when injecting clients disposable syringes and blades are kept in safe disposal basket. From the interview with frontline staff and responsible authorities in the clinics, staffs were oriented on how to prevent infections. Some of the staff had participated in the infection prevention training, however; some staffs have left the center for further studies and better job opportunities. Hence there is a need for periodic orientation. Clinical guidelines are available and used by service providers.. Client provider interaction during the visit for observation was a respectful manner. Providers took their time to explain the queries of the clients in a friendly and professional manner. Posters that depict the seriousness of HIV/AIDS and HTPs are displayed in client waiting rooms, as well as on the exterior walls of the health facilities. However, the IEC materials supported by the implementing agency were inadequate. The community COPE initiative, which was active during its earlier stage, has to be re-examined and further strengthened to address clients’ needs by maximizing service quality. Along with this, as staff who got he training are leaving the HFs, it is necessary to keep on conducting same training at intervention sites. 

3.3.6
Results of Exit Interview

Exit interview is one of the acceptable methods that provide qualitative information from clients with out lapse of time. In this regard a total of 87 clients between the ages 15-44 were interviewed. In terms of their education status, 54.0% are illiterate 12.6% can read and write, 24.1% had primary school education and 9.2% had secondary education. About 69.0% belong to Muslim religion followed by Orthodox, protestant and others with percentages of 23.0%, 5.7% and 2.3% respectively.   

When asked about the service quality 15.7% said that the service remains the same while 51.0 %, 60.0 %, 17.6% and 81.8% in West Hararge, East Harege and Borena respectively said there is slight improvement. Comparing the marked improvements by zones, East Harerge stands first followed by West Hararghe and Borena. Borena seems to have lower marked improvement than the other two. This confirms the facility observation while visiting the health centers at Borena zone. Regarding the reasons for marked improvement change of service providers’ attitude, change in facilities and renovations were mentioned by 47.7%, 12.5% and 4.2 % respectively. 
Table 16:
Percentage of Respondents, who mentioned about service quality by Zone.

	
	West Hararghe
	East Hararghe
	Borena
	Total

	How do you compare the service quality you got now with the then?
	N=23
	n=17
	n=11
	n=51

	Same
	17.4
	17.6
	9.1
	15.7

	Slight improvement
	60.9
	17.6
	81.8
	51.0

	Marked improvement
	21.7
	64.7
	9.1
	33.3


As can be depicted in the following table, about 92.5 % the clients said that the service providers treated them with respect and they were assured for confidentiality.  In terms of privacy a total of 57.7% said that their privacy was kept while 40.4% of the respondents said their privacy were somehow kept.  About 1.9 % from East Hararge said that privacy was not at all present.  Though the percentage seems very insignificant at West Harerge the response as not having the privacy in the examination room should be a point of discussion to take corrective measure. Client waiting time in the facility is a measure for quality service. In this regard, about 94.3 % said the client waiting time is less that one hour while 5.7% said it took them 1-3 hours to get the service (table not shown). 
Table 17:
Percentage of Respondents on aspects of Service Quality, by Zone
	
	West Hararghe
	East Hararghe
	Borena
	Total

	Do you think your Service Provider will treat your info confidentially?
	N=23
	n=18
	n=12
	n=53

	Yes
	91.3
	88.9
	100.0
	92.5

	Are you comfortable with the privacy of the examination room?
	N=23
	n=18
	n=11
	n=52

	Very much
	65.2
	50.0
	54.5
	57.7

	Somehow
	34.8
	44.4
	45.5
	40.4

	Not at all
	0.0
	5.6
	0.0
	1.9

	Do you think the waiting time is acceptable?
	N=23
	n=17
	n=12
	n=52

	Yes
	100.0
	94.1
	91.7
	96.2

	Do you think SP or other staff treats you with dignity/respect?
	N=23
	n=18
	n=12
	n=53

	Yes
	100.0
	100.0
	100.0
	100.0


With regard to method choice about 76.7% (55.6% West Hararge, 90.3% East Harerge and 94.7 Borena) said that they got their method of choice at the time of the visit. Except for West Hararge 55.6% the rest mentioned that there is good method of choice at the facilities. During the provision of services, all said that they have been counseled well on the methods available, side effects, compliance and the need for continued use of the methods provided.  

Looking the survey, exit interview and observation results it can be concluded that CARE’s initiatives to enhancing quality care at the facilities was a good imitative. However, the expected quality service has not yet been achieved mainly because, there were shortages of supply, poor method mix, high turn over of trained staff, and inadequate technical assistance due to competing assignments.  
Table 18, Summary Table, Intermediate Goal #2
	Intervention
	Baseline
	Evaluation
	% change

	Quality of care

	Got adequate counseling before starting FP
	None
	83.8
	

	Confirmed privacy during the counseling
	None
	87.4
	

	Confirmed confidentiality of complaints
	None
	81.9
	

	Service of HFs improved as compared to past
	None
	86.8
	

	Satisfied with services of CBRHA, PE and Eas
	None
	87
	

	Service providers' approach is still unfriendly at HFs
	None
	76
	**

	Offered Lab. Test while visiting HFs for FP
	None
	21.1
	**

	Satisfied with current method
	None
	57.4
	*

	Got help when faced problem with methods
	None
	51.1
	*

	Exit interview results

	The service quality improved
	None
	92.5
	*

	Change of service providers behavior positively 
	None
	41.7
	*

	Improved availability of drugs
	None
	41.7
	*

	Waiting time improved 
	None
	94.3
	*


3.4
Reduction of Risky Behaviors: 

Summary of findings, under intermediate Goal III: Decrease in the prevalence of behaviors that place people at high risk of HIV infection
· The proportion of respondents who ever-heard about STIs has increased from the maximum of 60% during the baseline survey to almost 100%, with nearly no difference among male and female respondents.

· The community workers are the most important source of information about STIs, for the majority in Borena while the media followed by volunteers is for the two Hararghes.

· Over 80% of the respondents said that it is important to immediately visit health facilities, in case of infection with STIs, with the highest for Borena (94%). However, except for some respondents from Borena, insignificant number of people responded that they had encountered STIs, which is likely to be under-reported.

· Borena stands first (>90%) in understanding the close inter-relationship between STIs and HIV/AIDS, which is about 70% for the Hararghes.

· About everybody has heard about HIV/AIDS in the survey zones, all of which perceiving the high risks linked to having multiple sexual partners to contract HIV, which was about 46% during the baseline.

· Though a significant portion of the respondents know that PMTCT is possible, only a quarter of them heard that it is possible to prevent.

· Community workers as a source of information for issues related to HIV/AIDS has increased, about six fold, from the baseline, while discussion with partner on the same issue grew up to more than double.

· People in Borena use condoms much more than those in the Hararghes, still with the highest for knowledge on its the multiple purposes.

· About 40% of the respondents replied that condoms should consistently be used with CSWs, and 36% insisting on using always, until married after testing for HIV.

· On average about 80% of the people know about VCT and its purposes, but there is a relatively wide knowledge gap between male (91%) and female (76%) in the Hararghes, but no difference in Borena.

3.4.1
Knowledge of STIs, Source of Info. And Health Seeking Behavior

It can be said that the percentage of people who ever-heard of STIs has dramatically increased, particularly in the Hararghes, for Borena already had a relatively high percentage. The maximum recorded for males was reported in the baseline, on average, as 60% while during the evaluation period it is found to be almost 100% in all of the three Zones. The observable knowledge gap in gender, during the baseline assessment, has also dropped down to almost nil in the later survey, irrespective of marital status and level of education.
Graph V
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When asked to name the types of STIs they know [n=197 for West H., 316 for East H. and 140 for Borena], over 93% in the two Hararghes mentioned HIV/AIDS, followed by Gonorrhea (>83%) and Syphilis (>49%). In Borena over 94% primarily mentioned Gonorrhea, followed by 65% for HIV/AIDS and Cancroids 27%.

In terms of source of information about STIs, radio stands first for West (70%) and East (76%) Hararghes, followed by community workers (CBRHAs and Peer Educators) and health facilities, while community workers are the most important source of information (78%) in Borena followed by health facilities. This pattern on major source of information can be explained by the higher degree of utilization of radios in Harar than in Borena (and even in any other part of the country). 

In their response to what should one do when feels infected with STIs, the highest proportion (94% in Borena, 81% in East and 82% in West) replied to immediately visit a health facility followed by traditional healer and buying drugs from rural vendors. However, the proportion of those who responded that they had been treated for STIs seems very small with average of 3% for the three Zones and little disparity among male and female. In fact, Borena has relatively more number of people treated for STIs (6.4%), as compared to the Hararghes, which apparently could be related to the taboo attached to STIs and hence not disclosing ones experience freely. This presumption seems to be in agreement with the information obtained about the treatment status of a sexual partner in the Hararghes (i.e. only about 0.6% in both), after getting treatment for themselves (from the total of 2.5% in West and 1.6% in East), apparently showing the taboo ness of the issue, even with people having a sexual intimacy. On the other hand, in Borena, where sexual affairs are even attached to romantic figure and not "penalized" as in many other parts of the country [one can cite the practice of Jalejaltu, as an example] disclosing one's infection status might not be too difficult, implying a relatively high rate than other places.
It is interesting to see that over 90% of people in Borena understand the inter-relationship between HIV and STIs, with only less than 10% responding that they either do not know the relationship or feel that there is no relationship at all. In the Hararghes, this understanding seems lower with average of 70% identifying the linkage, while more than a quarter of them do not seem to know about the relationship between the two infections. The health seeking behavior of the Borenas - both for themselves and their sexual partners - when infected with STIs - thus could be related to this high degree of knowledge about the interrelationship between the diseases under consideration.

However, a young man, FGD participant, in Borena said that discussion on STIs is not common. It is only when the situation is severe that a person contracted with gonorrhea informs his intimate friend about his situation to help him get the treatment. When asked about the treatment, another young man mentioned tetracycline and some injection. From the discussion with health professionals at Yabello and Teltele health centers, STIs infection is common and people do not come early for treatment specially the young and unmarried ones. Another health professional at Yabello health center also said inadequate course of STIs treatment by taking antibiotics is practiced to get relief of the pains caused by gonorrhea and some STIs. Such difference between the indications of the quantitative data and that of the results of FGDs, with regard to the health seeking behavior of the Borenas, might be explained by the relatively high prevalence of STIs in the areas and people's forced visit to HFs for relief from pain, though it is at the later stage of the infection.
Table 19: 
Perception of the relationship between STIs and HIV/AIDS
	
	West Hararghe
	East Hararghe
	Borena
	Total

	What is the chance of a person infected with STI to acquire HIV?
	n=197*
	n=316*
	n=141*
	n=654*

	He/she might catch HIV
	48.2
	32.9
	56
	42.5

	I do not know anything about their relationship
	23.9
	23.1
	4.3
	19.3

	It is highly likely to get infected with HIV
	22.3
	40.8
	35.4
	34.1

	No probability at all
	5.6
	3.2
	4.3
	4.1

	Total
	100
	100
	100
	


3.4.2.
Knowledge of HIV/AIDS

The data on the perception of people about HIV/AIDS in the three Zones, including its relationship with STIs is in conformity with national data and the baseline survey, It is not only possible to conclude that almost everyone in the study Zones has heard about HIV/AIDS, in one way or another, but also knows the major transmission ways of the virus. 
As is shown in the table below, perception of the risk of HIV infection related to having multiple sexual partners in the evaluation survey is very close to 100%, while this was about 46% on average during the baseline. On top of this, FGD and IDI discussion members were strongly emphasizing on avoiding blood transfusion, even from a family member, before it is tested for HIV and expressing their seriousness in not sharing sharp blades among members of the same HH, all showing a leap in understanding of people about risk factors. 
Still there are some misconceptions, particularly, about bites of mosquitoes or other insects (43%), which might be one of the reasons that made people to think that sharing same house with HIV+ person could expose them for infection (16%). This fear of insect bite together with the perception of HIV as a punishment for sinners (28%) could affect the community and mainly family members to show reasonable sympathy for PLHA. In fact, this data has a significant difference with the results of the baseline, where insect bite was mentioned as minor misconceptions.

Other than these, the rest of the responses, despite the misconceptions that still need working hard, are encouraging, particularly as compared to the level of understanding in urban areas where there is a lot of information and alternative sources. Thus, the achievement of the community workers as well as CARE's frontline staff needs to be commended in this regard.
Table 20:
Percentage of perception of respondents about "possible" factors of HIV transmission by Zone, according to degree of risk
	HIV/AIDS is transmitted from person to person through: (Response = Yes)
	West Hararghe
	East Hararghe
	Borena
	Total

	  Unprotected sexual intercourse with many people
	97.5
	97.8
	96.5
	97.4

	  Sharing sharp materials that can cut your skin 
	95
	98.8
	96.5
	97.1

	 Unprotected sex with potentially HIV infected person
	95
	97.5
	95.8
	96.4

	 Mosquito or other insects bites
	50.8
	40.3
	39.2
	43.2

	 Sinful act/curse punished by GOD
	34.7
	25
	25.4
	28

	 Sharing a house with an HIV infected person
	22.6
	15.3
	6.3
	15.6

	 Using the same toilet as someone who is HIV+
	17.1
	15.3
	5.6
	13.7

	 Sharing clothing/food/drink with an HIV infected person
	15.6
	15.6
	6.3
	13.6

	  Coughed/sneezed on by someone who is HIV+
	17.1
	11.9
	8.6
	12.7

	 Eating food/drink prepared by an HIV + person
	16.1
	10.6
	6.3
	11.3

	 Drinking from the same glass as someone who is HIV+
	15.1
	9.7
	8.4
	11

	 Hugging with someone who is HIV+
	13.6
	9.1
	7.1
	10

	 Kissing (on the cheek or lips) someone who is HIV+
	12.1
	5.3
	11.9
	8.8

	 Shaking hands of an HIV+ person
	10.1
	5
	5.7
	6.7


With regard to the ways of protecting oneself from infection, over 80% of the total respondents identified being faithful to one partner as the primary mechanism, which is not surprising as 72% of the male and 91% of the female respondents are married. The second major way identified for protecting oneself from HIV infection is abstinence from sex (33%), which actually is lower for Borena than for the two Hararghes, followed by use of condom (28%). It is interesting to find rural people mentioning about condom to such a degree, while all sorts of misconceptions as well as misunderstandings about condoms are still evident in many areas. 

But here the issue of HIV transmission from infected mother to her child and its ways of prevention need a serious attention. Because, though a significant number of people know that the virus could transmit from an infected mother to her child during pregnancy, only about a quarter of the total respondents (26%) replied that it is possible to avoid the transmission, with the highest in Borena (46%) and the least in East Hararghe (15%). When we look at the data by sex, except for Borena where women are informed even better than men, the knowledge disparity is very wide in West Hararghe (46% male vs. 22%female) and in East Hararghe (21% vs. 12%), calling for the attention of program people, as pregnancy is more of the issue of women than men.
In fact, the issue of the possibility of PMTCT was also seriously discussed in the FGD sessions with community members (men, women and youth groups), which finally is concluded with the community's emphasis on the need for any pregnant woman to test for HIV before she gets birth.

Among those who were asked to mention harmful traditional practices (HTPs) that predispose people to HIV infection, female genital cutting (FGC), Tonsillectomy, Abduction, and Early Marriage are mentioned as significant factors in all of the Zones, with an average of (82, 74, 24, and 21 percents respectively) while Tooth Extraction and rape are mentioned by small number.

Among those who responded about their perception of people who are at risk of getting HIV infection, commercial sex workers are primarily mentioned in three of the Zones, followed by the youth and merchants. Drivers and soldiers are mentioned, as relatively high risk groups, only in Borena while everybody is considered as at risk in the Hararghes, which is not mentioned in Borena. However, the perception towards the risks of married people is almost nil in all sites, sending a caution message for development program designers, as these groups are one of the most infected ones in the national data. 

3.4.3
Source of Information on HIV/AIDS

On the other hand, the respective important sources of information on HIV/AIDS differ in Borena and the two Hararghes, where in the former community workers (CBRHA, PEs and Extension Workers) stand first (79%) followed by health facilities (44%), public gatherings (23%) and the mass media - radio/TV - (17%). However, both in West and East Hararghe, the mass media accounts for over 80% of the source of info for HIV/AIDS followed by community workers (>50%), health facilities and public gatherings. 

Table 21:
Percentage of Respondents who mentioned Sources of Information
for HIV/AIDS by Zone.

	 
	West Hararghe 
	East Hararghe 
	Borena
	Total

	 
	n=198*
	n=319*
	n=143*
	n=660*

	Radio/TV
	83.8
	80.4
	17.1
	67.8

	CBRHAs/PEs
	50.3
	57.3
	79.3
	59.9

	Health Facility
	26.9
	37.3
	44.3
	35.7

	Mass/Public gatherings
	22.8
	33.2
	22.9
	27.9


Multiple answers

Here, it is very important to note the dramatic increased in the role of community workers in providing both FP and HIV/AIDS related information to the society, particularly as compared to the very low level (average 11.5%) it had during the baseline survey. 

With regard to frequent discussion of FP and sexual matters in relation to HIV/AIDS, about half of the respondents replied that they do it with their partners, which was only about 22% on average during the baseline survey. This preference and improvement in family discussions is strongly mentioned during the community focus group discussions (FGD), where almost all female, male and youth groups emphasized on the importance of making such discussions with spouses.

3.4.4
Sexual Behavior and Practice vs. Condom
Responding to the question whether one had used condoms during sexual intercourse in the last three months, 18% of males in Borena responded that they have utilized, which is only 2.4% for the response of females, whereas in the two Hararghes only few responded to the question itself, among which 21% in West confirmed use, but none in East. Of those who did not use, the major reason given was the development of mutual trust due to staying together for a long period of time.

With regard to multiple uses of Condoms, respondents from Borena take the lead in the proportion of people who know the use of condoms for prevention of HIV/AIDS - 99%, STIs and unwanted pregnancy - 83% for each, and data indicating almost no people who do not know about it is 1.4% only. However, generally in the three of the Zones, over 60% of the people know about the multiple purposes of condoms, raising a concern with regard to the 22% and the 17%, who replied, "do not know" in West and East Hararghe, respectively.

For the question about the degree of consistency and with whom to use condoms, 39% indicated to use it with CSWs, followed by 36% responding "always, until married after HIV test".

Male group discussants in Hararghe mentioned some men have started to advise their wives to carry on condoms, if she happens to be forced to have sex, apart from admitting their positive attitude towards condoms. This shows the positive impact of the IEC/BCC activities on the attitude of the community. Like wise in Borena a male CBRHA said that young people started carrying condoms if incase they get a chance to have casual sex. 

Due to the awareness creation and behavior change campaigns by project staff and stakeholders, it has been observed that the community is minimizing /avoiding risk behaviors. For example in Hararghe, focus group participants said that the overnight dance [in the name of the traditional dance - Shegoye] that places the youth to the risk of HIV is legally banned in many of the PAs, with a fine of confiscating the tape-recorder and jailing the youth. Likewise, in Borena, the practice called JALEJALTO (extra marital sex) has decreased as learned from the female and male FGD groups. When a young man, who participated in the youth groups, said that the practice - JALEJALTO - should continue, particularly with the freshly married ones as it gives a "learning" opportunity before engaging into serious marital relationship, his idea was neglected by most participants, showing a change in attitude of people. Yet, such attitudes call for a better IEC/BCC work on young people as they are the most affected groups, as per the national and regional data. 
3.4.5 
KAP of HIV/AIDS Voluntary Counseling and Testing (VCT)

East Hararghe stands first (average 80%; with 91% for male and 76% for female) in the number of people who ever-heard about HIV counseling and testing, while the rest of the two Zones follow with 64-67% average. The gender disparity in knowledge about VCT is wider in Hararghes (West = 83% for male and only 55% for female), with almost no difference in Borena. The increase in the number of respondents, from it was during the baseline survey, is much evident in the case of females (from 33% to 68%) than males (which rose from 60% to 82%).

Though there is no data, in the baseline for comparison, the overall information on the percentage of respondents who undergone HIV test, which is close to 20%??, is very much interesting, with Borena Zone at the forefront, both for male (42%) and female (27%).
Although the data has come out with good figure, with regard to VCT for Borena selected sites, the individual interview and observation of records about those opting for the service are very limited despite the availability of the service at the two health centers. One initiative made by the Borena site was carrying out one VCT out reach in collaboration with the Yabello health center where 17 persons were tested and one found positive. During the discussion with men groups, it was confirmed that a VCT team has come once and provided the service. 
With regard to the willingness to test FGD participants in West Hararghe said that When we heard about people who tested, we really admired them, but could not do so for there is no service in the near by. Some in the other group added that “we all also want to test, but do not have the laboratory in the near by. Even those who want to have test before marriage need to travel long, which creates a big inconvenience, and discourages.” 
Graph VI
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The response to the question over the willingness to be tested, if service is availed, confirms the strong willingness and recommendations of the community during FGDs, which is found to be 76% average for the three of the Zones with 90% (Both for male & female) in East Hararghe and 70% in West. Such high level of willingness to have the service around is comparable to the data during the baseline, implying a service gap in the needs identified as important.

Unfortunately, due to insignificant number of respondents for why they did not have VCT (for those who never had), it is found to be difficult to generalize about their reasons. However, among the majority of those who responded, put their reason as, feeling of having no risk of getting HIV followed by fear of stigma and discrimination. 
Table 22. Summary Tables, Intermediate Goal #3 & 4
	Intervention
	Baseline
	Evaluation
	% change

	Knowledge about the basics of HIV/AIDS and STIs

	Heard about STIs    MALE
	72.8 this was a calculation mistake in the baseline
	99.1
	364.3

	                  FEMALE
	53.2
	98.6
	185.3

	Most important source of info. on STIs: 
	

	CBRHA and PEs
	none
	66.5
	

	Radio
	none
	59.3
	

	Health Facilities
	none
	33.8
	

	Public gatherings
	none
	25.8
	

	Know to urgently visit HFs, when in problem with STIs
	none
	83.9
	

	Have correct knowledge about the interrelationship between STIs and HIV
	none
	76.6
	

	Know having multiple sexual partners is a major risk factor for HIV transmission
	38.4
	97.4
	253.6

	Know sharing sharp materials exposes to HIV
	36.2
	97.1
	268.2

	Knowledge about prevention of HIV

	Use condom
	13.2
	28.3
	214.4

	Abstain from sex 
	59.8
	33.1
	55.4

	Being faithful to partner
	none
	81.2
	

	Know PMTCT is possible
	none
	26
	

	Perceived risk groups for HIV infection

	CSWs
	none
	47.9
	

	Youth
	none
	25.8
	

	Merchants
	none
	25.7
	

	Everybody
	none
	16.5
	


	Intervention
	Baseline
	Evaluation
	% change

	Knowledge Attitude and Practice of VCT

	know existence of VCT
	44.5
	72.6
	163.1

	Ever used VCT
	none
	19.4
	** interesting

	Willing to use VCT
	83.5
	75.9
	90.9

	Attitude towards PLHA

	Willing to care for a patient in the HH
	44.7
	54.8
	122.6


3.5
Create Supportive Environment to PLHA and Affected 
Summary of findings, under intermediate Goal IV: Foster a supportive and enabling environment, both in communities and the health care system, for PLHA and affected
· Relatively very small number of respondents (11% on average) knows a person living with HIV/AIDS in their area, with the highest for male in West Hararghe (26%).

· About 43% of the respondents feel that "others" do stigmatize PLHA, which has a serious implication on taking positive actions.

· FGDs show that in Borena the stigma towards PLHA is stiffer than in the Hararghes, even when discussing about a hypothetical case, while the PLHA themselves confirmed same. But they all agree that still their attitude towards PLHA has improved very well than it was some years back.

· About half of the respondents are willing to care for PLHA, even for a bed ridden patient, who is a family member, relative or in neighborhood. 

· Despite the knowledge about the purposes of VCT, many people still seem to rely on signs and symptoms, to identify a person living with HIV/AIDS, while 45% on average think that blood test is necessary.

· Despite the level of S&D, people appreciate the strength and courage of those PLHA who publicly educate the community from their own experience.

· PLHA association members have the feeling that they are not given due attention by institutions working in their areas, including CARE. The principle of G/MIPA seems to be overlooked.

· Though there are efforts to train people in Home based care services (as part of the capacity building program), absence of openly living PLHA in many of the places and the apparent neglect of those organized in associations seems to make the effort made so far futile. After all the care is supposed to be given, most likely, to those who have exposed themselves. 

· The strategy to create an 'enabling environment' [i.e. reach, support and empower] benefits not only the infected but also of their affected family members/vulnerable groups by creating a 'safety-net' scheme. No such scheme was implemented under this project through Idirs/CBOs but it does not seem to work, as the effort to help intended groups has no success story.

· There does not seem to be a networking among actors engaged in the care & support program, despite the plan of CARE to do so.

3.5.1
Knowledge about PLHA and attitude towards Care and Support 

Though many people in the evaluation Zones know about the basics of HIV/AIDS, such as the major ways of HIV transmission, how to protect themselves, the importance of VCT and the like, relatively very few know a person living with HIV/AIDS in their areas, with an average of 11%, the highest being for male in West Hararghe (26%). This situation is, in fact, confirmed during the group discussions with the community, where they said that though they have seen a person living with HIV/AIDS, mostly during mass education by PLHA invited by an institution, they never had a PLHA who exposed his/her sero status to the community. But from what they have learnt and heard about the symptoms of AIDS, they have a feeling that some of the community members, whom they know, might be sick or died of a similar case, though not said in public. The response to whether they know of anyone who died of AIDS also is very low, except that it is 29% for men in West Hararghe. 

In the case of Borena, in almost all FGD sessions, it was expressed that the issue of stigma and discrimination is high. A male participant in Elkune kebele said that he will not allow an HIV positive person to be closer to him for fear of catching the disease, incase if he coughs and sneezes. Even after explanation about cough and sneezing do not transmit HIV, he said "you see in our area the weather is mostly dry and as a result our lips crack. If incase he sneezes or coughs and his droplets reach the cracked skin, there is no doubt that the person would catch the virus". In addition, he said, so far we did not see what HIV positive person looks like, but only what we hear is very terrifying. 
During the individual interview with PLWHA (one female and one male) at Yabello both expressed that there is stigma and discrimination against them. They said that some family members avoid them after learning their case. Regarding the care and support, they said that the committee formed to help them extends inadequate and irregular support. A male PLHA appreciates the transport support given by CARE Ethiopia to Yirgalem, Sidamo, for ART.

While discussing with the committee members, the consultant learned that CARE has channeled some 10,000 birr to strengthen the Association and provided training on home based care. The female PLHA expressed her delight on care staff and committee members for their repeated visits to her home to counsel her on positive living. 
A sheik in western Hararghe expresses his concern over the relative marginalization of the HIV/AIDS issue in the educations of CBRHA and EAs, by saying I'm not satisfied with the education on HIV/AIDS as I do with the FP. Because, we directly feel the pain of failing to use FP methods due to the population pressure upon us. But for HIV/AIDS, though there are committees established in each PA, they do not seem to function well, thus attention has to be given to it equally, as the latter is a hidden enemy, he underlines

A renowned priest in Borena said, when interviewed about HIV situation, the church preaches not to discriminate but the people are against HIV positive persons. In order to curb this problem, we organized young people from the church go from house to house to teach the public. During their visits, he added, they met with a number of patients suspected of the disease and told them that the pubic avoids sick persons i they stay longer in bed. 

The information gathered from different sources entail that lots have to be done to minimize and stop stigma and discrimination which is an aggravating factor for the spread of the disease.

In terms of sustained job program that helps PLHA to support themselves as well as demonstrate that they are productive members of the community, the PLHA association in West Hararghe appreciates the support from the Orthodox church, for they are focusing on creation of jobs for the PLHA and on some critical needs, thus recommended CARE to follow similar path.
Table 23:
Percentage of Respondents' Perception towards the mechanism to know
whether a person is infected with HIV or not
	
	West Hararghe
	East Hararghe
	Borena
	Total

	
	n=193*
	N=313*
	n=138*
	N=644*

	When the person looses body weight
	57.5
	56.5
	58.0
	57.1

	Getting blood test
	45.1
	45.7
	4.3
	36.6

	When his/her face rashes and darkened
	15.0
	20.8
	65.2
	28.6


Multiple answers

As the above table depicts, people still tend to rely on the possible symptoms of the disease to identify a person living with the virus, which is stronger in Borena, than in the other two Zones, where 65% of them mentioned skin rashes and 58% loss of body weight. But in the Hararghes, though mentioned as the second best way to know, blood test is mentioned by a minimum of 45% of the respondents, preceded with loss of body weight and followed by skin rashes.

But interestingly, over half of the total respondents (in the table below) replied as they would care for a relative or a family member, who is sick of AIDS, with the highest being in Borena (74%). *This, in fact, does not conform with what has been said above, particularly in the discussion of the Borena groups. Thus, this might be a reflection of people hiding their real feelings during the questionnaire surveys. It is also necessary to underline that 14% on average still think that they should apply for a support from charity organizations.

Table 24:
Percentage of Respondents on their Attitude towards Care 
and Support of Family Members/Relatives by Zone

	What do you do if one of your relatives/family members falls sick with AIDS?
	West Hararghe 
	East Hararghe 
	Borena
	Total

	
	n=195*
	n=321*
	n=143*
	n=659*

	Including all other services, I will care for even when s/he is in bed
	46.7
	51.1
	74.1
	54.8

	I might provide with food and money, but stop any physical contact
	11.8
	16.8
	15.4
	15

	Apply for care and support giving organizations
	19.5
	16.2
	1.4
	14

	I will chase him/her out of my house
	11.8
	15
	8.4
	12.6

	I have not decided yet
	16.4
	6.5
	7.7
	9.7



Multiple response
Table 25:
Percentage of Respondents on their Attitude towards Care and Support 
for Neighbor/Community member by Zone

	
	West Hararghe 
	East Hararghe 
	Borena
	Total

	
	n=195*
	n=321*
	n=143*
	n=659*

	As I do with other people, I will visit the person
	52.8
	53.6
	61.5
	55.1

	Not sure
	14.4
	14
	21
	15.6

	I will stop all my relationship with the person
	14.9
	16.8
	4.9
	13.7

	I might support financially, but no more than that
	8.7
	11.2
	18.2
	12

	I will Pray to GOD
	15.4
	10.9
	8.4
	11.7


Multiple response
Those who showed negative reaction, like chasing the person out of house and stopping contact, account for about a quarter of the respondents, while some said they would apply for charity organizations to care for the person. A similar pattern of response is observed in relation to what the respondents would do for a neighbor or a person known to them, who fell sick due to AIDS. 
As this was one of the points discussed at the community groups, they said that they have developed such positive attitude towards PLHA very recently, after the extensive education they have got about the need for community care for PLHA. Otherwise, they said, they used to think even of out casting a person living with HIV, during their previous knowledge. But now that they have learnt, they feel that it is their responsibility to care for the person, while, in fact, taking caution measures to protect oneself. Actually, some degree of reservation is observed in caring for a person who has open wounds. * From the lessons in Borena, still there needs to be caution to take these responses word for word, as they never mentioned their practical experience and reaction after facing the challenges of caring for a person openly living with HIV.
Table 26:
Percentage of Respondents about their Perceptions towards

PLHA by Sex and Zone
	In your opinion, do people discriminate PLWHAs in your locality?
	West Hararghe
	East Hararghe
	Borena
	Total

	All
	n=198
	n=320
	n=141
	n=659

	Yes
	44.9
	40.6
	42.6
	42.3

	No
	55.1
	59.4
	57.4
	57.7


In conformity with what has been given as the reason for not testing for HIV (i.e. fear of stigma and discrimination, for some), about half of the respondents have the feeling that people do stigmatize PLHA, as shown in table 25. This response seems the best 'thermometer' for gauging perceptions of S&D in the community, as this issue is much more related to what others feel than what the person himself thinks about the matter under consideration. Therefore, as long as people think that "others" stigmatize and discriminate, it would be difficult for a person to take action to know his status as well as associate and care for those who are considered to deserve stigmatization. 
Table 27:
Percentage of Perceived attitude towards PLWHAs educating publicly,

by Zone

	
	West Hararghe 
	East Hararghe 
	Borena
	Total

	
	N=195*
	N=321*
	n=143*
	n=659*

	I admire their courage & respect them
	59.9
	72.9
	57.3
	65.7

	I avoid them
	20.8
	15.9
	7.7
	15.6

	I feel ashamed of them
	9.1
	5.6
	29.4
	11.8

	I am indifferent about that
	9.6
	5.6
	5.6
	6.8


But when responding to the question about What they would feel about PLWHA who speak publicly about their sero status and educate people, on average 68% of them replied that they would admire the courage and give respect to the person, while about a quarter replied that they would either avoid these persons or feel ashamed of them. 
Representatives of an Association of PLHA in West Haraghe said that there is, in fact, a sign of reduction in stigma and discrimination from the side of the community for many reasons, one of which is the repeated education and possibly that AIDS is knocking every door. Yet there is stigmatization, manifested in many ways like: not letting a house to a person who is known or suspected of living with the virus, not allowing to share toilets, by not buying products from PLHA, particularly food products, etc. as a result of which, female PLHA are obliged to sale things like charcoal, go out to sale sex or just rely on the support of others, while men go to the most difficult, labor intensive jobs and all trying to hide themselves. This attempt of hiding oneself is fueled by the situation and support given to those who exposed their sero status, where organizations like CARE are also not giving meaningful support, and even denying the right to participate in decisions that affect the lives of PLHA and their families.

3.6 
Cross-Cutting Issues

3.6.1 
Participation and Collaboration 

It can be said that CARE has rigorously involved the stakeholders, particularly at the stage of implementation, as witnessed by various groups. Concerning coordination among different actors, it is difficult to say that there is a systematic one as such, except that there are small efforts to resolve competing interests in specific intervention PAs, and some initiations to collaborate with the government. In fact, the willingness of NGOS to work with the Borena Office, GOAL’s encouragement of CARE's FO to submit proposal for financial support can further be enhanced. 
However, with interventions related to HIV/AIDS, it is very important, for CARE as well as for any actor, to closely work with PLHA, particularly with their association, where there is one, or by supporting them to establish, if it does not exist. Otherwise, it would be very strange for an organization like CARE to overlook the internationally accepted principle of G/MIPA (Greater and Meaningful involvement of PLHA) in its response to HIV/AIDS.

The effort to collaborate with government offices is positively perceived by government officials, despite their comment on the irregularity of the meetings and the stages at which they are invited to come on board, as it has been the case with the involvement stage of the community. There were efforts to mobilize the SC to best serve for the success of the project and develop a sense of ownership, which is reflected in the joint work towards addressing community problems like HTPs and particularly their involvement in the effort to realize the introduction of the cost-sharing mechanism. But, of all the sites, East Hararghe seems to have a better working relationship with the committee and utilized the opportunity of working with the SC to get the blessing/decision of the Zonal Health Department to introduce cost-sharing.
3.6.2 
Capacity building 

From the discussions with different stakeholders, one can easily observe the endeavor of the project to enhance the capacity of different actors, particularly at the community level and the HFs. No doubt, it required the implementers' tremendous effort and resource to organize these sessions, as witnessed by those who got the opportunity. However, it is necessary to indicate the skew-ness towards FP of most of the implemented capacity building activities, as it is also admitted by one of the top FO staff. 

3.6.3
Sustainability 

The issue of introducing cost-sharing mechanism, though not successful during the life time of the project, seems to pave the very promising way for implementation in the coming years, as concerned parties seem to be serious about it and have gone long ways on how to realize it, particularly in East Hararghe. However, CARE does not seem to well design its phase-out strategy from the project, for which none of the stakeholders witnessed about their readiness and the support they got from CARE to continue the initiated good things, except that everyone of them seem to be emotionally attached to the objectives and the observable benefits of the projects. In other words, despite the volume of support for the project, both from the community and the government side, because it is not linked to any sustainable structure or designed to be so [i.e. not institutionalized], the fate of the purposes of the project as well as the community volunteers linked to it remains in dark. 

3.6.4 
Gender mainstreaming 

It is interesting to be able to mobilize communities to understand gender issues to the extent understood from the discussions with the community. The effort of the project to empower women in decision makings, at least on their RH rights, seems to match with the endeavor of the local government to protect the rights of women, creating a kind of complementarity and synergy. However, the minimum requirement for selection of community workers, i.e. able to read and write, seems a big constraint in the participation of women in voluntary work. It sounds that revisiting the contents of the training manual for community volunteers - in the light of gender issues at different levels and their subtle manifestation - and systematically incorporating them is very much necessary. That seems why some have gone to the extent of commenting as: the project made women more of [active] participants in the use of the services than it did in the provision (beneficiaries vs. empowered right holders?).

3.6.5
Partnership, Synergy, Networking and Advocacy

The initiatives taken by CARE to establish partnerships with different parties and actors, along with the positive image - the office and its staff have built - are an asset. The strong advocacy campaign at the community level, made to win the supports of influentials is one of the remarkable achievements of the project, while the effort made by the SC, particularly in East Hararghe, to advocate for the introduction of cost-sharing and the steps taken are exemplary, both in partnership and advocacy. The endeavor of CARE to identify key development gap of the localities [FP/HIV/AIDS] and making it a reality is a real example of complementary/synergistic approach in development. 

Yet, the relatively neglected aspect of creation of networking among actors in HIV/AIDS does not seem to match with the zeal of the project to address the issue to such a degree. 
Section IV: 
Project performance by intermediate goals/objectives and indicators set

Overall Goal

Improve the Reproductive Health status of target population in the three zones (Borena, West and East Hararghe) of Oromia region.
	Target set
	Indicators to measure the Overall Goal
	Base-line
	Achieved

	· 80% reduction in the prevalence of STIs among men, women and youth
	· Proxy: prevalence among ANC attendees at sentinel sites
	
	From EDHS 2005 detail report or AIDS in Eth. 2005 report (when published)

	· Decrease HIV/AIDS prevalence rate among early age and either stable or increases less than the rate in non-targeted areas among late age of reproductive years
	· Proxy: Prevalence of HIV/AIDS at MoH operated sentinel site(s) within the target region
	
	EDHS 2005 

or AIDS in Eth. 2005 report (when published)

	· 20% reduction in Total Fertility Rate in project area
	· Direct: Total Fertility Rate
	
	EDHS 2005, full report


Intermediate Goal #1

Increase access to a range of FP services and improve positive attitudes towards use of modern contraceptive methods.
	Indicator
	Baseline
	Target set
	Achieved
	% of achievement

	1. 30% increase in CPR
	5.6
	7.3
	
	

	2.  30% increase in women using long-term contraceptive methods          
[*30% increase in women who prefer to use long-term contraceptive methods - as a proxy indicator, for there is no baseline data for actual/current use]            
# Norplant only is used to measure long-term method, as IUCD is not equally popular in all the Zones
	6


	7.8
	27.8
	356.4

	3.  60% increase in contraceptive commodities distributed (by CBRHA, PE, EA) - measured by CYP
	10,285


	16,456
	32,547
	197.8

	4.  60% increase in number and percentage of population with access to RH/FP services
	 24.7%


	
	
	

	5.  80% increase in the number of adults who can name at least two methods of contraception  [the maximum target one can set to achieve is to reach 100%, not for e.g. 127% for West H.]
	 62.7


	100
	96.5
	96.5


Intermediate Goal #2

Improve the quality of Reproductive Health care, including improved management of contraceptive side effects, safe delivery of clinical methods and improved services supporting preventive behaviors 

	Indicator
	Baseline
	Target set
	Achieved
	% of achievement

	1.  50% increase in the number of clients satisfied with the RH/FP services provided
	
	
	
	

	2.  20% decrease, from the baseline, in the number of clients who discontinue using FP services
	32%


	 25.6
	19.3
	124.6%

	3.  80% increase in the range of methods and RHS provided to clients
	
	
	
	

	4.  80% increase in service delivery points offering long-term methods
	24.7%


	
	
	

	5.  50% of contraceptive supplies are provided with fees collected from clients
	No baseline
	
	Not yet officially started
	


Intermediate Goal #3

Decrease the prevalence of behaviors that place people at high risk for HIV infection 

	Indicator
	Baseline
	Target set
	Achieved
	% of achieve.

	1.  20% increase in adults and youth, who can name the main ways of HIV transmission and prevention
	34


	 40.8
	59.9
	146.8

	2.  20% reduction in adults and youth, who have misconceptions about HIV/AIDS 

[or 20% increase in #of people who do not have misconception]
	 37%M or 63%M,

30.1%F or 70%F
	84%
	91.2
	108.6

	3.  50% increase in people who have the knowledge about the dual protection of condoms
	<8.1%


	12%
	71.1
	592.5

	4.  40% increase in the distribution of condoms (for dual protection?)
	
	
	
	

	5.  40% reduction in the number of adult and young men, who have sexual contact with CSWs or having multiple partners   
	
	[difficult to put in % due to low # of respondents, but in Borena, male engagement reduced while female's increased]

	6. 50% reduction of STIs in the targeted population [measured by proxy indicator, i.e. occurrence of STIs]
	
	
	2.9
	

	7.  25% increase in the number of sexually active, unmarried, youth who utilized condoms at their last sexual intercourse 
	21.5%M, 7.6%F
	30.1%M, 10.6%F
	8.8
	

	8.  20% increase in adults and youth, both men & women, who have heard about HIV/AIDS from program sources           [preferred source considered as a proxy, but no base line for program sources]
	8.8%M & 11.5%F


	13.8%
	64.3
	456.9


Intermediate Goal #4

Foster a supportive and enabling environment in both communities and the health care system for PLWHA and those affected 

	Indicator
	Baseline
	Target set
	Achieved
	% of achievement

	1.  50% increase in the number of adults and youth, with positive attitude towards caring for PLHA
	47.4


	71.1
	54.8
	77.1

	2.  80% of PLHA receive non-medical [or social] care and support, including counseling and employment opportunities
	
	
	
	

	3.  80% of PLHA received treatment, care and support, from health institutions
	
	
	
	

	4.  local NGOS and CBOs working on basic care and support for PLHA are identified and got assistance from CARE
	
	
	
	


Section V: 
Effectiveness of the three key project strategies

5.1 
Key Strategy #1

"Extensive communication for Behavioral change"

With the help of its BCC strategies and the multi-media campaign, which are targeted at clearing up misconceptions, providing missing information, and promotion of realistic behavior change among the target population, it is possible to say that this strategy has been successful in achieving the intended objectives of the project. The advocacy campaign targeted at the community leaders for winning their support to mobilize the community, the use of local people to serve the purposes of the project on voluntary basis, the house to house visit of the CBRHA and PEs for education and distribution of methods, assisted with the close follow-up of the Extension agents to the community worker and the respective monitoring of the Extension supervisors are all the major contributing factors for the success and effectiveness of the strategy. 

This is evident from the achievements obtained with regard to the positive attitude and the behavior change in terms of the high level of awareness about FP and HIV/AIDS issues. The positive attitudes for the use of methods [including social groups which are supposed to be "conservative", like religious and traditional leaders], the positive and encouraging attitudes developed towards persons living with HIV/AIDS and their families, the practice of use of the methods, which is even found to be more than double of both the national and regional record, etc are the major indicators of the success of the strategy.
5.2
Key Strategy #2

"Improve the quality of care and access to community based services"
A range of situational factors influences the decision to adopt family planning methods. These include knowledge of location of clinics and other supply sources, their proximity, the reputation of family planning personnel and the suitability of field work and clinic procedures (Michel 1997). Improving quality of care can be a cost-effective means of achieving the ultimate goal of better reproductive and sexual health. If clients are not treated with respect, they may not use the available services or they may have poor outcomes (UNFPA 1994) recognizing the need to enhance quality services, the project has set as one of its strategic goals to improve the quality of RH services at facility and community level by supporting health centers and clinics. 
The supports extended to the health facilities were staff training on various RH courses, provision of equipments and supplies and introduction of community COPE and minor renovation. When the clinics and the staff situation were analyzed from the clients’ perspective, about 86 % of respondents said that the clinical situations are improved. During the FGD with the women and men groups on how they perceive the clinical services and staff courtesy some said that the clinic waiting time has decreased and the staffs have improved their manner. In the contrary, despite the improvement of the clinical situation, 76% of respondents perceived the staff being aggressive and reluctant to provide the required services. During the individual interview with the authorities, they said that since the introduction of performance based management clinical services are improving and clients are better served as compared with the previous years. Some also admitted that there is lack of commitment to better serve clients. 
One of the quality improvement tool introduced by the project was Community COPE. The community people were oriented on Community COPE and tried to improve the services at their locality jointly with the health personnel. COPE as mentioned by project staff and some service providers had worked for the first two years and gradually declined, because the clinic staff perceived it as a fault-finding tool. The other reason mentioned as limitation for the failure of COPE as cited by the staff was it did not include the authorities during the training and introduction of the exercise. In addition, those involved as committee members requested per diem whenever they meet to follow up the improvements and constraints.

In general, lack of commitment of staff, supply shortages, staff turn over, unqualified staff allocation, inadequate facilitative supervision were mentioned as impediments for quality enhancement in the targeted project sites. 

Therefore, the clients’ satisfaction planned to be enhanced by providing quality services has not been fully attained due to the mentioned causes. Hence, there is a need to review the strategy in future endeavors.

5.3 
Key Strategy #3

"Build the capacity of CBOs, local NGOs and government institutions that provide care and support to PLHA and affected"
This is one of the key strategies targeted at improving the lives of PLHA and affected families. The intention was to provide alternative sources of care and support to affected families, created an enabling environment, and encourage and support CBOs and NGOs for creation of safety nets for vulnerable groups. 

Ideally these were very important ways of strengthening the initiatives of care and support programs, except that the strategy does not mention any activity that focuses on enhancing the capacities of already established PLHA associations and in the formation of new ones, where there is none. Apart from this the strategy seems to overlook the principle of G/MIPA (greater and meaningful involvement of PLHA) in addressing the interests of these groups, as they are the ones to understand the problems and suggest the best solutions for themselves. 

Apart from the absence of the feel of G/MIPA in the strategy, even the activities listed under the HIV/AIDS component of the project do not seem to be accomplished well (please refer to the table of performance, in the annex section) as compared to the vast program intended to address FP issues. This seems to be a reflection of the relative "marginalization" of HIV/AIDS activities, both in terms of magnitude of work, budget allocation as well as attention from the side of implementers, who are very happy and comfortable with regard to their activities and achievements on FP while a bit reserved when it comes to the HIV/AIDS.

One can also get the feel of this from the comments of an elder/sheik in Hararghe, expressing his concern over the relative marginalization of the HIV/AIDS issue in the educations of CBRHA and EAs, by saying "I'm not satisfied with the education on HIV/AIDS as I do with the FP, for the later we even feel the pain of not using the FP due to the population pressure upon us. But for HIV/AIDS, though there are committees established in each PA, they do not seem to function well, thus attention has to be given to it equally, as this one is a hidden enemy", The disappointments of the PLHA associations mentioned in section 3.6.1 above also are emanating from such less attention for the component. Due to lack of proper counseling and support, the female are joining back their previous means of livelihood, i.e. to commercial sex work, to survive. 

Though there were efforts to train people on home based care; in the absence of people who are not open about their status, or without linking the trained ones to those who are organized in an association - while doing this even without their knowledge - might not have an added value, other than spending scare resources on unproductive ways. This is observed from the interview with those who got the training, but served no one so far, except that they appreciated the contents of the training.

The experience of channeling support to PLHA associations though Idirs, which by themselves also lack the capacity to manage projects, does not sound logical and effective, as has been seen from the experiences in West Hararghe. After all, the establishment of PLHA associations is to serve such purposes, though they might still need capacity enhancement to work with jointly. 
The plan to create a network among care and support institutions also did not seem to work. 

Therefore, it is possible to say that apart from the key gap the strategy had in addressing the intended objective, even those identified activities under the strategy were also not implemented due to apparent lack of equal attention to the HIV/AIDS component, implying ineffectiveness of the strategy designed to a higher degree. 

Section VI: 
Project Management

6.1
Project Management and Financing 

The project used the existing staff of the health team, Family Planning and HIV/AIDS prevention project personnel. The sub office Area Coordinator has been supervising the project through direct observation, review meetings and on site supervision. Almost all supervisory activities were done as per the plan except in Borena zone, where the head office staff had not done the required visit as per the plan. In addition, transport problem hampered the supervision and back up support at some of the sites. 

As part of the community involvement, the project also used representatives of the community and different organizations. Committee members had valuable inputs to the project by supporting the project staff as required and promoting the cause of the project. However, it was difficult to conduct regular meetings with the steering committee as they were engaged in some other activities and some of them did not stay at same position due to government structuring process.  

6.2
Management Information System [MIS]

The project has a systematic and well organized management information system. Data capturing formats are in place at all levels. The data that comes from the CBRHAs are compiled at the sub office and submitted to the head office. The head office aggregates the data and reports to the Country Director and then to the supporting agency. Most of the stakeholders at different levels have been receiving copies of reports and appreciated the transparency and commitment of staff. 

6.3
Financial Management 

The Royal Netherlands Embassy supports the project. There were regular flows of fund from the supporting agency. Adjustments on some line items and budget modification were made in consultation with the supporting agency. Overall, the project used USD 2,187,434 which is 100% utilization. 

Section VII: 
Lessons

7.1
Strength, Limitations and Constraints of the project

Strengths:

· successful awareness campaign that managed to mobilize mass of the community in the intervention zones, as a result of which CARE is warmly welcome to other woredas and PAs to work (as government officials commented).

· The involvement of community/opinion leaders during community mobilization and periodic project review meetings (particularly in East Hararghe) were useful to pass pertinent messages related to small family size and sexuality issues.   

· Managed to motivate CBRHA and PEs, who really feel highly responsible to the "adera" given to them from the community, to work only with a very small amount of financial incentive -by raising their credibility and importance to the community.
· utilizing the existing structure, instead of creating a parallel/new one, which as an approach is even recommended for other NGOs by the government officials in the localities.

· due to the challenges being faced by the shortage of method supply, woreda offices are pressurized to the level of requesting budget from government, as means of sustaining supply. 

· Male participation increased in family planning and other reproductive health decision-making. The female are also enlightened about RH issues and have become assertive to discuss sexuality issues with their partners.

· Really committed staff, with good collaborative spirit with stakeholders. As a nurse from a Hospital said, their relationship with CARE staff, so far, has been "fantastic", they are very cooperative and ready to respond.

· CARE's general flexibility that contributed to the use of creative and flexible approaches, apart from the strategies mentioned in the project document.

· Empowerment of staff and showing confidence on their caliber. 

· Recruitment of EAs who are familiar to the area and understand the cultural dynamics of the society.

· CARE's strong belief in building the capacities of own staff and that of partners'.

Limitations:

· Some of the targets set to be achieved are unrealistic and difficult to measure; a significant number of them are not captured by the baseline survey. 

· The program focused on creation of demand, apparently being short-sighted at calculating the risks of relying on "un-reliable" partners and its possible regressive/negative impact on the created demand

· CARE does not seem to have had a well thought phase-out strategy before it withdraws from these projects. Because both the government as well as the community are not clear about what to do in order to continue the works of the volunteers, which has a financial and technical support implication. In the words of a community leader "I do not think we are made/supported to be ready to take this project forward". 

· Though it is said that the HIV/AIDS component was started just as a complement to the main project, FP, given the its share among the broad objectives of the project (two out of four) and the potential magnitude of the problem in the areas, the attention given to the HIV/AIDS component in general and the care & support aspect in particular, found to be lower. 

· Limited effort to exploit the opportunity of having the SC, particularly in the West Haraghe and Borena; for instance, irregular steering committee meeting, mainly with limited effort from the FO, affected joint project review programs 
· Limited participation of stakeholders from the very beginning of the project

· Delay in response to the requests of the FO for additional staff as supervisors that resulted into compromising the follow-up services to HFs; delay of the quarterly financial report from the HO to FO.
· Centralized budgeting system and insufficient involvement of project staff during budget planning and modification seems to be a problem for under-budgeting or none at all for some activities.

· Inadequate facilitative supervision and technical assistance by the head office coordinating staff, particularly to Borena sub office (i.e. apparent "partiality" of the head office in supporting and responding to the respective project sites - the Hararghes vs. Borena)
· Although health centers were supported to provide permanents methods like vasectomy and tubaligation, there are no clients opting for the service, except in East Hararghe, which apparently could be due to the limited effort of frontline workers to publicize the method. 
Constraints/Challenges
· High turn over and shortage of project staff was a problem in some areas hampering project implementation as per the action plan. 
· Hard to reach population segments, such as commercial sex workers and those who have restrictions not to participate in community gatherings, like the case of Borena young girls, had very limited access to adequate information.

· Although it was possible to start VCT, in few places, limited people benefited from the service. The reasons behind this were distance from the PAs and the associated stigma and discrimination after the test. 

· Although there are very few PLHAs willing to teach the public about positive living, there is only inadequate financial and material support rendered from actors in the area. In addition, lack of access to ARV, in the nearby, for those who are tested positive ones is frustrating to PLHAs.

· Distance among the villages was a problem to cover one's territory and provide information and services. The EAs as well as CBRHAs complained that most of their time is spent on walking, which at dry and rainy seasons is very difficult.

· High expectation of the community for material and financial support from the project 
· Recurrent draught in the case of Borena forced people to move out from their locality in search of food and grazing; as a result it was not possible to follow up clients.

· The inter-tribal conflict in the case of Borena zone, Dire wereda forced the project to move out from some PAs. 
7.2 
Lessons Learnt:

· Using community structures such as the Gada system and influentials (like religious and natural leaders) helped to market ideas of the project, take measures against harmful traditional practices, and for the overall success of the project.
· With sound strategies and systematic interpersonal communication, i.e. a targeted advocacy, it was possible to convince the religious leaders and anti choice groups, not only to be part of the program but also proponents of its objectives. This project has proven that it is possible to reach the remote communities and win their stiff belief on large family size by mobilizing their own leaders/influentials and using local service providers (like CBRHA). This can be taken as a model to the apparently "impossible" work in Ethiopia regarding FP issues.

· By involving local people with orientation on RH, including those who almost had no formal education, showed that it is possible to address the community’s need for reproductive health information and services in areas where it is difficult to open full fledged facilities. The basic education offered to illiterate CBRHAs helped serve the community better, particularly in Borena zone. 
· Meaningful community participation, even if it was at the later stage, is found to be a critical element that contributed a lot for the successes of the project.

· Home to home visits for couple consultation contributed to the increase of the number of beneficiaries.

· The introduction of pilot mobile VCT service (in the pastoral areas) showed the high community interest for VCT, in addition to availing the service at the remote sites. 
· If exploited well, collaborations with the government officials showed that creation of a good sense of partnership could result in ownership of agendas by main stakeholders 

Section VIII: 
Conclusion and Recommendations

8.1
Conclusions

The strategic approaches to combat the spread of HIV/AIDS and to provide RH services by involving the community is successful and has created demand for reproductive health services as discussed in previous chapters. Targeted population comprehended the benefits of small size families. Family planning and HIV issues are now points of discussions among the rural community which was not the case in recent past. People are demanding for continuous and long-term or permanent contraception, as well as voluntary counseling and testing. It is now possible to inform the community about RH issues and at the same time provide none prescriptive contraceptives using the community members. Access is created to information and family planning methods despite the fact that there has been a continuous shortage of supplies in the project area as well as in the country as a whole. 

Examining the achievements made under the four intermediate goals, the following has been observed:

Knowledge of family planning has increased from the base line result of 90% to nearly 100% at the time of the final evaluation. The home-to-home visit for family consultation, group discussion and mass mobilization efforts has born fruits. In addition, the placement of the Extension agents for a period of six months in the PA, though relatively short, was instrumental to provide support to CBRHAs. 
The involvement of the community in selecting trusted CBRHAs contributed for a fast and extensive adoption of contraception. As a result, those currently using any kind of contraception reached 30%. This is an increase of 15% when compared with the base line result, for which in fact there is a Zonal disparity. Intention to use contraception has reached 80%. In addition to this, the focus group discussion revealed that satisfied clients are becoming motivators and educators not only for family planning but also for the elimination of HTPs. 
The project has created awareness on quality improvement. Frontline MoH staffs have been trained on various SRH issues. This has helped to create staff competence as realized while discussing with the staff and authorities at different levels. The joint work with zonal and federal Oromia health bureau to identify training needs and recruit staff for training was highly appreciated by these stakeholders. Despite the fact that there were undeniable efforts to improve service quality, a lot needs to be done to improve the situation as quality cannot be achieved within a short time in areas where there are lots of constraints. 
The activities outlined and implemented to decrease risk behaviors for HIV infection helped to raise community awareness on the possible factors that expose people to HIV infections. The anti AIDS clubs have been strengthened. The communities were sensitized and educated on the HIV pandemic. During the discussion with different social groups, it was realized that the means of STIs and HIV/AIDS transmission was well understood by the communities. The misconceptions on HIV transmission minimized because of the continued awareness creation effort made by project staff and CBRHAs. In addition, the involvement of prominent community members in facilitating the discussion was very instrumental.

The project, in fact, had a good intention to create an environment conducive to people living with the virus and their affected families, for which there were efforts to train individuals and institutions including those in HFs, support CBOs, and strengthen VCT and other services. However, due to a major gap in the strategy that overlooked the role of PLHA in the response to the epidemic and the relative skew-ness of the project's attention to the FP component, the targets set under this goal do not seem to be met. 

Despite the decline in the social stigma and discrimination towards PLHA, where the major part is attributable to the efforts of the project, it still significantly prevails [especially in Borena] in the project sites, discouraging PLWHAs not to come to the surface and witness to the public that it is possible to live positively. Although PLHAs are organized in west Hararghe, there is a need for a holistic support by involving those who have the will and the means to do so. 
8.2
Recommendations

· The target community has been subjected to lots of social and cultural taboos that contribute to increased incidences of STI, On the other hand, both the communities’ and the government health facilities’ capacities are seriously constrained in terms of finance and technical capacity. Alleviating such constraints will definitely require a longer period of commitment and huge resources. Currently, the community workers though an important source of information and knowledge in these areas they are not properly anchored to any other alternative means to sustain their services and the project’s immediate withdrawal can have a serious negative impact on the community. Hence, increasing the life of the project at least by one phase will help to further deepen the impacts of the project. Strategically, there is a need to link the CBRHAs and PEs with the Health Extension Program, so that they would get a back up support from the health extension workers, who are better trained to address various health concerns. It is also important to note and capitalize on the already commenced linkage between the health facilities and the community volunteers in exchanging performance reports.
· One of the means devised to sustain the project and its volunteer workers was instituting cost sharing mechanism. The survey has showed that there are many people as well as government officials who support the idea of paying for FP services. Nevertheless, the proposed scheme was not realized during the project period; hence, mutual understanding on how to make the scheme operational should be created with the relevant government office. For this it is important to capitalize on the initiatives already taken by Gelemso Hospital and Grawa Health Center [in the Hararghes] to introduce revolving fund for FP methods, by attaching the system with the special pharmacy mechanisms operating in the HFs. Here, CARE might play the role of injecting the initial revolving fund to kick-off the ball in many of the HFs and continue advocating for allocation of government budget for same purpose. It is also important to learn from other institutions that have started similar schemes, such as FGAE’s learning our way out (LOWO) project.
· The project has created unprecedented demand for RH services, using the community-based approach and strengthening the institutionalized structure. However, mainly due to the apparent high reliance of CARE on its partners, over estimating their capacities to supply contraceptives the created demand was not complemented by the necessary supply. Had it not been for this the actual use of contraceptives would have been much higher than the evaluation’s findings. Most importantly, the regressive effect of a demand arisen, yet not complemented with supply, should be well considered in designing future projects.

· It is also very important for an implementing organization like CARE to have a clear PHASE-OUT strategy, which is understandable by stakeholders in the locality, and to make the necessary preparations to hand-over and institutionalize the projects from the very beginning, by taking a serious lesson from the project under-consideration, which was apparently "everyone's" but in actual terms there seems to be no body responsible to takeover the project’s achievements after phase-out.
· During the discussion with the community and the CBRHAs it was realized that as a result of cultural problems the young girls in Borena do not participate in awareness creation programs and group talks. This needs to be seriously considered, as females are more victims when it comes to repeated pregnancies and STIs contraction. To do away with the less involvement of females, there is a need to devise sound strategies based on the local condition. 

· During the project implementation period it has been observed that, there was high staff turn over at the head office and sub office levels, which reduced the back up support that has to be given to the field staff. Hence, there is a need to devise mechanisms to retain the project staff by periodically conducting staff satisfaction survey and regularly improving staff benefits.

· Since the budget allocated for this particular project was centralized the field staff did not participate in planning as well as modifying their budget. As a result the field staff felt that the budget allocation is not sufficiently sensitive to their local condition and need. Hence, in future participatory budget planning needs to be exercised to create mutual understanding. 

· The project invested a lot of effort to enhance quality services by supporting the health centers and private clinics. However, the project’s achievement of this objective is much less than what was anticipated during the project planning stage. Therefore, an assessment of past efforts and achievements to identify causes for such very low achievement of this objective should be made and the lessons drawn should be used to plan future interventions. The team feels that overlooking the role of higher officials in the planning and execution of capacity building support is one of the reasons for this low achievement. 

· Despite CARE’s significant effort to implement such a huge and challenging task, it does not seem to give due attention to the important role of advocacy from the top. Therefore, it is very important to continue lobbying and advocacy, mainly with upper government decision makers, to complement the effort from the bottom.

· The initiative made by CARE to create a supportive environment for PLWHAS (in Borena) has been exemplary at the localities. However, there is a need to strengthen the committee to work together and provide holistic support to PLHAs so that they would start living positively and serve as change agents. CARE should also advocate for the provision of ARV closer to the project site. Apart from this, it is important to give due attention to planned project components to the extent they deserve and underline the need to work closely with PLHA and their associations, which was found to be a visible gap in the Hararghes. 

· As pastoralists are mobile population, there is a need to train more females and males from the community instead of relying on the few community workers, for IE and service provision activities. Further, a depot program should be instituted to create easy access to supplies when the community moves in search of grazing and water. 

· The mobile VCT team is a way to reach the mobile population particularly in pastoralist and semi pastoralist zones. Hence, the service should continue maintaining its quality and devising a mechanism for continued counseling and ART for those tested positive. 
· Apart from written reports, the voice of satisfied clients, involvement of local authorities and opinion leaders were not filmed and documented. Hence, proper documentation should be made using electronic media to share live experiences with partners and scale-up best practices through collaboration with networks on RH such as CORHA.  
· It is very important to capitalize on the success story of the active involvement of community influential in promoting agendas on which the project is working. However, it is also worth considering that introducing strategies like community conversation [CC] is instrumental to address wider development issues.

· As the most important incentive for the voluntary services of CBRHA and PEs is the respect and credit they get from the community, it is necessary to nurture the sense of voluntarism in the community through understanding underlying social values and with effort to maintain the credibility of the volunteers.  

Section IX.

Annexes

9.1
Detail Qualitative information on Cross-cutting Issues

9.1.1. Participation and Collaboration 

PLHA: leaders of Beza Lewogen PLHA Association, in Western Hararghe, Assebe Teferi, mentioned that they are not consulted even on the issue of supporting their association, except that they are communicated through kebele Idir, which does not even have the capacity to manage projects and has no clear idea of what to do with the money it is granted by CARE. They have the feeling that they are made to be just passive recipients of the support than being considered as major actors. Moreover, they have reported that they were not consulted and had no say while CARE as well as any other institution was conducting trainings like on Home Based Care, which actually is considered to give services to their members. The PLHAs in Yabello/Borena also say that their situation can better be addressed if CARE Ethiopia plays a role in terms of advocating and reorganizing the committee.
Community members: all community members (adult men, women and youth) who participated in the FGDs mention that the community is invited to discuss over this project through the community leaders/influentials and the Extension Agents working in the respective PAs, where by they selected their representatives to serve them as CBRHAs and PEs. However, this seems only at the stage of implementation of the project, beginning with the selection of CBRHAs, for they do not mention any discussion in identification and prioritization of community problems as well as joint planning. They also have not mentioned any form of participation in joint monitoring and evaluation of the project, so far. 

Community leaders in West Haraghe, in PA #28, said that it seems like we - the community as well as the government - have overlooked an issue which is very critical and an underlying factor in our strive to change the status of our living, by not giving attention, particularly, to family planning issues. But now that we are invited by CARE and sensitized on the importance of the agenda, we feel that it is for solving our own problem that CARE is struggling to help. Hence, "we are now like ambassadors of the issue in the community, at which we have succeeded to a larger extent". He confirmed, also that the community leaders meet on regular basis and discuss over the issue, particularly at kebele level Steering Committees, which is in fact more active in East Hararghe.

Steering Committee (SC) members, particularly in W. Hararghe, and in Borena in general, have a reservation on their participation since the inception of the project. All of the interviewees commented that though they are happy about the achievements of the project, not only in creating awareness but also for the successful mobilization of the community, the lack of real participation from the very beginning can affect the sense of ownership by the government side. One official in Western Hararghe sited the example of REVIVE project (by CARE) as a successful case in the involvement of concerned parties, from the very beginning. Otherwise, all of the representatives of government sectoral offices and members of the SC appreciate the efforts made to involve them, at the later stage, and the corrective measures taken in the form of inviting them in the selection of trainees, involving them as resource persons and in the joint visit of project sites. Head of the Women office in East Hararghe says "they [CARE] are doing what we are supposed to do as representatives of the public, for which we obviously lack the resource as well as the right structure. Thus, we are really grateful to them." 

In fact, the committee members also admit that there are undeniable problems from their sides. Committee members at Borena had a number of joint facilitative supervision, which was discontinued because the members could not come for regular review meetings. As a result advisory committee members did not even know when the project will be phased out. 
Implementers: As the frontline volunteers - CBRHA & PEs, which are selected by the community, also share the opinion of the community FGD discussion groups regarding the level of participation they had, which commenced with the implementation stage. 

CARE field staff, in general, agree on the identification of the community problem [as FP & HIV/AIDS] by CARE itself, based on different studies, national level priority areas, as well as on root-cause the analysis of community problems, identified in different times for other purposes.
9.1.2. Capacity building 

Community level: The special training to CBRHA [the first 15 days basic training and on the subsequent 5 days refresher courses], on how to mobilize the community, disseminate the right information and the door-to-door supply of methods as well as reminding users their dates of appointment to visit HFs, to the extent of replacing the roles of Extension Agents, raising the awareness level of community leaders to convince the community on the use of FP, which all were confirmed at FGDs, are some of the commendable jobs done by the project and hence can be mentioned as best practice. The regular monthly discussions of EAs with CBRHA and PEs as well as visits by project staff/Extension supervisors are also part of the elements that contributed to improvement. 

A male CBRHA in the FGD said, "the training on community participation first changed my attitude towards children [by chance vs. choice], which led me to take the initial step with my wife. This eased my message to the community. Nine of the CBRHA and PEs participating at this discussion (3F & 6M) have tested for HIV to be a model for the community, as a result of which testing before marriage became "mandatory" in the community. They cite the case of a wedding ceremony postponed in their village, for one of the couples had not undergone a test

It is true that there were a number of efforts to build the capacities of the community leaders, the CBRHA & PEs, the EAs, partners in health facilities, etc on FP & HIV/AIDS at different levels to make them able to provide better services. For instance, for health providers is a value addition to the service. The advocacy campaign for community influenctials workshops, 

Partners: The on-the-job training, as capacity building scheme of the project has been instrumental in capacitating the government staff to provide better health services in their respective sites. Interviewed health personnel working in Health facilities (hospitals and HCs), which got training in infection prevention, basic family planning, Norplant insertion & removal, communication and counseling, said that the training is helping them to provide better services, plus for their self development.

Apart from the trainings, HFs have been supplied with equipments, at times supply of methods, others got the support of renovating and expanding their buildings to help them provide better FP services. The training on COPE, which was extended to all of the staff including the security guards and janitors, they confirm, has helped all of them to be more conscious on how to give better services to clients, with the given resource available, as a result of which, at least, client waiting time is reduced to a significant degree.

The material and financial support to strengthen AACs - in school & out of school - establishment of youth centers, support to Idirs, etc are some of the capacity enhancement implementation of the project. Abdi Boru AAC mentions the experience sharing visit facilitated by CARE to their club members, whereby they got a considerable lesson in drama performance. Similarly, a club from Borena has come and visited this club in Hararghe.

9.1.3. Sustainability 

Community: FGD members confirmed that they'll keep on encouraging the community workers by supporting them in labor on their plots and relieving them from community works, in order to retain the education to their children. They also expressed their interest to share the costs of FP and collaborate by other means. Some recommended the government to take the ideas of the project forward by incorporating it into its structure, while others suggesting to be picked by another NGO. They also said that they should establish local committees and discuss the issue with PA leaders, to sustain the benefits of the project. They all agree that CBRHAs should be supported and their services should continue. The education is highly valued. Expressing his view over the importance of sustaining the purposes of the project, a religious leader in Burka area, West Hararghe, said "no body tells the cat to catch the rat in the evening, but she is only given the milk in order to give her the necessary energy. Otherwise, she has to know her duty well. We should not always expect others to put food in our mouth." He concluded by saying, "I wish I had this knowledge earlier and hence should not have lost most of my 19 live born children."

They also prefer to pay reasonable amount to the services than not having then in the facilities, when they need [due to shortage of supply], particularly for the sake of those who use FP under resistance from spouses. On the other hand, they argue that the community is already paying for the service, even at higher price from the private clinics and drug stores. 

This is happening because of the high level of awareness created by the project, where people choose to pay high than discontinuing methods and end up in unwanted pregnancy. It is true that there are still group of people who cannot afford to pay even a lowest amount, for whom we should have a room to accommodate.

However, some have the feeling that it is not time for the project to phase-out. One community member in Adigalchat PA Yabelllo woreda/Borena said with disbelief that "the fight against HIV is just starting, but the CBRHAs are telling us that the project is phasing out, for which we really are not ready. If this is done at this stage, it will damage the good reputation of CARE". 
Partners: Head of a woreda health Office, in appreciation of the effort made to train CBRHAs and their important role in serving the community, said that though they currently are not incorporated in the government health structure, we think that CBRHA are our asset, for we know, from the outset that the project would phase out at some point in time. In fact, the phase out of the project would affect the commenced works in some ways, but it will not paralyze it. Thus, we have the responsibility to take their services forward, by creating a mechanism to motivate them, so that they can continue the service. It is also possible to invite NGOs to take over the project, until it takes root in the community, than leaving it as it is.

Regarding the cost-sharing, the official is in support of the idea, even referring to the government's focus on financing of the health care system. He thinks that FP should also be treated like that, if it has to sustain and ease the dependency on external donation. 

Head of the Women's affairs office said that they have already discussed over collecting the reports of CBRHA and PEs through the health posts in the respective PA, though the issue of the monthly pocket allowance remained unresolved. On the other hand, a respected and well known government official and a member of the SC in East Hararghe, appreciating the initiatives of CARE for shouldering what they - as government body - should have done, strongly emphasized on the need to carry on the services of community workers, at any cost, like by giving them priority to involve in campaigns like Polio [and hence pay them perdiems]. On top of this, he says, there is a discussion amongst them on how to recognize CBRHA and PEs as support staff to the new HEP program. 

The zonal health bureau representative in Borena, recognizing the contribution of the CBRHA said, "this project has taught us some thing very new about the possibility of using even illiterates with little orientation and the subsequent support to make family planning a norm. What remains is integrating the program with the upcoming health extension package to sustain it and bring greater impact." 

In East Hararghe, the existence of the chain of SC from community/PA level to the woreda and Zonal level is one of the strengths of project. This SC, having well discussed on the importance of the introduction of the user-fees for FP methods, conducted a rapid assessment on the effectiveness of the strategy, the results of which are disseminated. Consequently, a memorandum of understanding (MOU) is signed between the Health Office and the project (CARE) in order to take the plan forward. Finally, three types of receipts are printed, covering the cost from the project, to be delivered to the woreda Health Office and then to be distributed to the health facilities (HFs). In fact, the project ended, before the receipts are distributed to the HFs for implementation. 

Phase-out strategy: CARE's phase-in strategy, during the implementation stage of the project, came up with clear roles and responsibilities of parties involved in the implementation program [i.e.the role of CARE through its EAs & PEs, the CBRHA, and the woreda/zonal Health offices] and seemed to work very well. For instance, it was clearly marked when an extension agent would enter a PA, for how long he/she would stay there, which part of the time requires an intensive work, with whom to work, and the like. The same is true for the roles of others. 

In a similar fashion, there should have been a preparation and a strategy designed to show when CARE as an institution enters the project sites, what activities it accomplishes during its stay, which parties will be involved in the taking-over process of the project, what kind of capacity enhancement is going to be provided for those who take over, the kind of memorandum of understanding (MOU) needed between key partners like creation of a linkage between the health extension package (HEP) and the work of CBRHA, etc. for the complete phase-out of CARE from the project. 

However, as this is not designed as a strategy earlier, the fate of the community volunteers seems to be in dark, though "everybody" is showing a positive interest for the continuation of their activities. 
9.1.4. Gender Mainstreaming 
We have begun to observe increasing voice of women in the decision of HH matters, which is extending to the community level. The community is also giving equal respect to both men and women CBRHA and PEs. As this is a Muslim dominated area, women used to be confined to their village, but now even are starting to participate in community works and discussions. Husbands have started to keep the money in the hands of their wives as a result of the increasing discussion, both at HH and community level. Thus, they say, though there is a long way to go, there are encouraging signs of change. Some of the staff comment that the relative openness of the Hararghe culture might have its own impact for this "quick" progress. All performance data is disaggregated by gender. 
But one of the front line workers is very much critical of CARE's approach towards gender issues. He asks "why should we keep on treating gender as a cross-cutting issue all the way? Why not directly work on girls education, why not engage in promotion of affirmative measures at different levels, even in rural settings? why not work on the various aspects of the violations of females rights in the respective localities and the like? He adds, CARE needs to start with revising its minimum criteria for recruitment of CBRHA and PE, which builds on the already existing marginalized position of females, due to their education; plus its training manuals that lack a systematically designed gender component. 

When the community workers (CBRHA & PE) themselves are asked about their opinion on the gender balance among themselves, they all said that it is dominated by men, for which they pointed on the minimum criteria for selection, while it is obvious that girls/women are either not sent to school or drop out before they go further. Apart from this, they admitted that most husbands and fathers are also not willing to send females away for trainings. 
A male CBRHA explained the situation in his area as: since the government also is educating the community on this gender issue, now the old tradition of wife-inheritance on the death of the husband is under question mark; having a new wife without the consent of the existing one is almost unthinkable; sale of big asset without her agreement is becoming an old fashion; women themselves have started to claim their rights by taking their cases to the court and the government also is giving them due attention, etc. Finally, he cited his situation at home, where he and his wife decide together and share responsibilities. In his words "I'm not treating my wife the way my father did to my mom." 
All parties agree that in the course of this project, women are consulted and involved in the selection of their volunteer representatives at the same degree as it was the case with men.

A religious leader and community leader expresses the change in his view towards the participation of women in community work as: "previously we used to teach and keep our women at home/village. But now we've realized that their involvement is important not only to the women themselves, but also benefits the whole family. I'm no longer the man who used to think in that way".

All male FGD members confirmed the above by saying "it is very important to discuss FP as well as other HH matters with our wives, for they are wise and knowledgeable than we used to think about them. Now, some of us are even keeping family money in the hands of our wives, as they do manage it better. We also jointly decide on issues like sale of big animals or other assets, unlike the early time, in which we the men used to decide by ourselves. This is we can say, partly the outcome of this project."

9.1.5. Partnership, Synergy, Networking and Advocacy

A member of the woreda SC in East Hararghe cites the quarterly reporting of CARE's project to the committee, on regular basis, and their serious discussion on the achievement and challenges of the project, as an example of the partnership existing between them. As a result of this strong bond, mainly with the efforts of the CARE staff, the SC engaged in a strong advocacy to the extent of taking the issue of cost-sharing to the attention of the Zonal government decision making body. 

Explaining about the synergy created with the efforts of CARE, a woreda official says: we strongly believe that this project is filling a very big gap [i.e. by addressing family planning] in our effort to develop our area. CARE has reached the community in such a short period while it would have costed us damn, both in terms of time and money. Regarding HIV/AIDS, in fact, the government started intervention in the last few years, with a very little effect and still struggling to reach the community, using the existing structure. But CARE had made it within short period, very effectively, which can be observed easily with the difference - in knowledge and demand for methods - between CARE's intervention PAs and others. Emphasizing the situation, he says, let alone the direct interventions PAs, even those that are neighboring to them have a difference in their level of understanding. He concluded by saying: "for us, this is just a very clear example of real partnership and complementarity/synergy." 
However, this kind of collaboration and joint advocacy for a cause does not seem to exist in West as well as in Borena, as almost all of the SC members say that they have a reservation on the effectiveness of the Committee. Reports are also not submitted regularly and discussed. Yet, an official from a relevant government office witnesses that CARE is doing what is in the government's plan of action, using the existing government structure. He says, this has strengthened the implementation capacity of the government sector, which he really commended and suggested to be replicated by other NGOs as well. He said that "CARE is helping us to solve our own problem" through the CB programs, the introduction of COPE, etc. all of them witnessing the positive and collaborative spirit CARE has. 

Engender Health (EH), a formal partner of CARE in implementing this FP/HIV/AIDS project in the three intervention Zones, particularly with regard to improving the quality of care in the HFs, comments that CARE is one of the most flexible, collaborative and ready to work organizations, with whom they are working. EH has given number of trainings and other supports to health professionals and facilities. However, the partner has the feeling that the partnership could have contributed more than what has been achieved, if the specific roles and responsibilities of each party (between CARE & EH) were clearly delineated in the initial agreement, which they found as more general. FGAE in West Hararghe also witnesses that CARE staff are really collaborative and ready to work together, whenever there is a need, though the situations did not allow them to collaborate more. Health providers at Hospitals and HCs also comment their relationship with CARE staff as "fantastic". 
However, Idirs in East Hararghe, though got some kind of support from the project, they do not mention any effort made by CARE to link them to other networks and create a sense of collaboration among them, while this is one of the project's plan it to create such a synergy among local actors in response to HIV/AIDS. A girl from in-school AAC club in East Hararghe mentions that they only know a support and training from CARE and their lead teachers at school, other than this they have made no linkage with other groups. 

The exclusion of PLHA, particularly of their sole association in Assebe Teferi, also reflects on the limitations of the project to create linkages among critical actors, mainly with regard to the HIV/AIDS aspect of the intervention.
In West Hararghe, CARE shares an intervention area with Family Guidance Association of Ethiopia (FGAE) in one of the woredas, which at the outset created a kind of overlapping of efforts and uneasiness between the implementers. However, thanks to the sense of collaboration cultivated later on, the two sister organizations are working jointly in the areas to the extent of one referring to the services of the other and utilizing CBRHA in common, as necessary. Those working in the area: FGAE, Goal and CARE also collaborate in giving relief service in times of shortage of contraceptives in the intervention areas of one another (by lending or providing methods to health facilities). Most importantly, as CARE is not directly involved in providing FP services, its EAs refer their clients to FGAE HF and get a warm welcome from the later. It is suggested that the young Zonal NGO Forum can be exploited well, in this regard, for future collaboration.
Apart from collaborating with a partner NGO, CARE is working with the woreda Urban Administration, where the project supported the initiative of the later on HIV/AIDS intervention. The partnership with the Zonal Health office, particularly in working together to serve one of the most marginalized groups in prisons, to the extent of establishing anti-AIDS clubs (AACs) in the jails is cited as an example. 
Along with this, recently, CBRHAs started to report to the nearest HF (usually Health post), to be sent to the woreda health office. CARE's community workers also get their monthly stuff of methods from this HFs, whenever available. 
Expressing his reservation about the success of the partnership with the government facilities, particularly as compared to the expected result, one of the staffs says that "we made the mistake of starting the partnership and collaboration at the lower level [i.e. from the service points], by focusing on giving the trainings (like COPE) to the health providers. However, we should have noted that in the absence of the support and appreciation of the initiative by the top managers, it cannot take us longer". 
With regard to the efforts of advocacy, there was a strong campaign to win the supports of local leaders (traditional and religious) to mobilize the community to embrace the purposes of the project. As a result, almost all the local leaders have owned the project idea and started to promote it in their own way, giving it a due attention. The mobilization went to the level of Religious leaders encouraging their wives to use FP methods and educating about FP in places like mosques, to the extent of discussing the issue of condoms. This is one of the successful advocacy efforts, at a community level, made for better implementation of the project. The advocacy for the introduction if cost-sharing for FP services, especially in the Haraghes, is another remarkable achievement of the project. Role for resource mobilization and the elimination of HTPs are some. Volunteers in Borena also actively participated for the elimination of JALEJALTO by lobbying the GADA leaders to speak about it during their anniversary, held in 2005.

9.2
The Project from the Stakeholders perspective:

· An elder and religious leader in West Hararghe said we have now come to realize why our capacity to feed our own children is challenged, why we are not able to send all of our children to school, why the land is fragmenting, etc because of the education we got on FP. We've noticed a change in the health of our babies, their mothers, started to enjoy cleaner babies and their mothers. Expressing his view towards the rationale and the educations of FP, he says, this teaching is really in conformity with the teachings of our Sheria which orders the child to be breast fed at least for 2 years.

· In relation to the benefits of Family planning, a CBRHA in West Hararghe comments: this education on FP methods has come to us by the time we were desperate and yet do not know what to do, and cites the example of a woman who had 8 children in 8 years, with a very serious problem at home. Then by the time she conceived the 9th one, she just wanted to die. By that time I visited her house and told her about FP, which she accepted warmly. Now the woman is educating the community from her own experience and has changed her situation dramatically. She even says, her husband, who had the tendency of having another woman because of her bad situation while she was struggling with un-spaced babies and had little time to care for herself, is now attracted to her. 

· Another CBRHA in East Hararghe said, the thinking that "children are wealth" is now being challenged at the community level. In the past, we were the ones to provide them the methods from house to house, but now the women themselves come to our house and get their method. Even their husbands remind and send them to clinics or to our house. 

· With regard to contraceptive coverage, an official from a woreda Health Office applauds the results achieved in the Zone, due to the efforts of CARE, on CPR, which is found to be >30%, far from the rate in other Oromia Zones. He adds, had it not been for the intervention of CARE, the situation of our woreda would have been by far different from it is now. 

· The Yabello zonal health bureau official appreciates what CARE Ethiopia is doing in health and other emergency assistance. He also said that the demand for FP has been created by the CARE project, what remains is providing the services without interruptions. 

· Representative of FGAE comment that it is possible for their office to take-over and run the project, if CARE is willing to cover the overhead costs; he also commends CARE for creating such a huge demand for methods particularly of long-term ones, in relatively short period of time

· Community FGD members said that after the education with this project, we have come to realize that it is important to care for PLHA, rather than stigmatizing them. Because the ways of transmission are clearer now, and the project reduced our misconceptions significantly. Now we feel better about PLHA. Yet, while caring for the person, we've also learnt how to care for ourselves, like using plastic bags to cover our hands, in treating open wounds.
· Except in Chiro Woreda, Assebe Teferi, there is no association of PLHA as well as a person exposed his status, to educate the community and to get support.
· CARE has given training on HBC services, which does not seem to reflect the reality and even seems wastage of resources unless the trained provide the service.
· There is no networking among Idirs or with other groups working on HIV/AIDS
· Due to lack of a supportive environment created to our members, some of our female members of the PLHA association are going back to the life style which they left, to commercial sex work. The Chairperson expresses his concern as, with the introduction of ARTs it is possible for many PLHA to transmit drug resistant strains of the virus to their sex clients, as they are going out forced.

9.3
Overall Implementation of Project Activities
	Ser.
No.
	List of Activities
by Component
	Unit of
Measure- ment
	Project Plan
	Project

Achieve-ment
	% of Achieve-ment

	 
	Obj.1 Improve access to FP/HIV/AIDS services
	 
	 
	 
	

	 
	Intermediate results
	 
	 
	 
	

	IO-1
	Increase CPR
	 
	 
	 
	

	1
	Identify leaders
	No
	1500
	3011
	201

	2
	Social Mapping Exercise
	No
	500
	677
	135

	3
	ELCO Mapping
	No
	500
	711
	142

	4
	ELCO Registration
	No
	38810
	48706
	125

	5
	Social Mobilization Meeting on FP Issues
	Meeting
	1080
	1919
	178

	6
	Identification of CBRHAs
	No
	500
	752
	150

	7
	Refresher training of field staffs
	No
	32
	75
	234

	8
	Basic training of CBRHAs
	No
	500
	542
	108

	9
	Refresher training of CBRHAs (new/old)
	No
	2146
	1536
	72

	10
	HH visit by CBRHAs
	Visits
	687600
	435698
	63

	11
	HH visits by EA
	Visits
	12600
	63533
	504

	12
	Recruitment of new FP users by CBRHAS&EAs
	No
	59670
	43881
	74

	13
	No of revisit FP users (CBRHAs & EAs)
	No
	538500
	212087
	39

	14
	Couple years of protection (CYP) achieved
	CYP
	43221
	32547
	75

	15
	Individual education by CBRHAs and EAs
	Sessions
	772380
	539115
	70

	16
	Group education by CBRHAs and EAs
	Sessions
	22590
	65849
	291

	17
	OC pills distributed by CBRHAs and EAs
	cycle
	537300
	236572
	44

	18
	Condom distribution for FP
	piece
	483750
	85842
	18

	19
	Referrals by CBRHAs and EAs for clinical contraceptive
	No
	39780
	31101
	78

	20
	Development, production and distribution of IEC mater
	No
	40000
	64538
	161

	21
	Organize local media campaign/public event/drama
	Sessions
	30
	64
	213

	IO-2
	 Increase access to VCT
	 
	 
	0
	

	1
	Social mobilization to use VCT-services/HIV/AIDS
	Meeting
	390
	97
	25

	2
	Strengthen Existing VCT centers
	No
	4
	7
	175

	3
	Train MoH staffs on counseling & treating/VCT
	No
	30
	12
	40

	4
	Training of Lab. Technicians on HIV/Rapid Test
	No
	9
	2
	22

	5
	Facilitate linkage of PLWH/A with C&S Organizations (CBOs/Local NGOs) 
	No
	30
	3
	10

	IO-3
	Decrease high risk behavior for HIV/AIDS
	 
	 
	 
	

	A
	IEC
	 
	 
	 
	

	1
	PEs identified (community)
	No
	710
	1097
	155

	2
	PEs training (community)
	No
	710
	936
	132

	3
	PEs identification (School)
	No
	210
	327
	156

	4
	PEs training (School)
	No
	210
	205
	98

	5
	Refresher training of PEs
	No
	920
	1649
	179

	6
	Individual education by PEs, CBRHAs 
	No
	276000
	668197
	242

	7
	Group education/IEC by PEs, CBRHAs
	Sessions
	69000
	118997
	172

	8
	Educational talk in schools by trained person/PEs
	Sessions
	6300
	14468
	230

	9
	Strengthen Anti-AIDS clubs in high schools
	No
	26
	43
	165

	10
	Organize school Anti-AIDS clubs with mini-media
	No
	18
	28
	156

	11
	Support to Youth Centers 
	No
	3
	4
	133

	12
	Life Skill training for youth and linkage with the Youth Center
	No
	90
	50
	56

	13
	Organize parent-child discussion forum
	Sessions
	12
	5
	42

	14
	Identify and involve Celebrities or PLWHAs in HIV/AIDS advocacy
	No
	9
	5
	56

	15
	IEC/Group education by Eas
	Sessions
	1800
	3868
	215

	B
	Condom promotion
	 
	 
	 
	

	1
	Condom distribution by peers
	Pcs
	345000
	140516
	41

	D
	Strengthen referral services
	 
	 
	 
	

	1
	Referral by PEs /others for STI/RHS
	No referred
	27600
	18614
	67

	2
	Organize woreda level PEs meeting
	Meetings
	108
	92
	85

	E
	Introduce IP/UP methods
	 
	 
	 
	

	1
	Train SPs in IP/UP measures
	No
	83
	86
	104

	2
	Introduce IP/UP methods / Follow-up
	No of HFs
	74
	79
	107

	IO-4
	Support to PLWH/A and those affected 
	 
	 
	 
	

	A
	Community and HBC
	 
	 
	 
	

	1
	Identify and organize CBOs in HBC
	No
	9
	57
	633

	2
	Train selected members of CBOs
	No
	18
	42
	233

	3
	Identify local NGOs/sectors for integration
	No NGOs
	3
	5
	167

	4
	Train care givers from local NGOs on HBC/ with CBO trainees
	No
	6
	1
	17

	5
	Support all trained groups with basic materials/supply
	No
	18
	66
	367

	6
	Provide community and HBC by trained groups
	No HBC
	18
	29
	161

	7
	Advocacy & sensitization work for influentials on CS.
	No
	1050
	901
	86

	 
	Object.2 Improve Service Quality
	 
	 
	 
	

	IO-1
	Improve Client satisfaction
	 
	 
	 
	

	1
	Train MoH staffs on Norplant insertion/removal 
	No
	18
	18
	100

	2
	Re-introduce COPE/follow-up of Facility COPE
	No of HF
	15
	69
	460

	3
	Introduce Community COPE in Public Clinics
	No of HF
	15
	12
	80

	4
	Community COPE follow up in Public Clinics
	No of HF
	15
	3
	20

	5
	Training on surgical contraception
	No
	6
	6
	100

	6
	Training of service providers on communication
	No
	83
	78
	94

	7
	Training on LAM and SDM for SPs
	No
	60
	63
	105

	8
	Orientation of CBRHAs on MAP & Contraceptive Update
	No
	745
	459
	62

	9
	Orientation of PEs on MAP & Contraceptive Update
	No
	721
	588
	82

	10
	Counseling Men on MAP by CBRHAS &EAs
	No
	11227
	4039
	36

	11
	Referral service for men (for EDF, Infertility, VSC etc)
	No of ref.
	1161
	122
	11

	12
	School session by PEs on MAP
	Sessions
	352
	85
	24

	13
	Sessions given at the community on MAP by PEs & CBRHAs
	Sessions
	1224
	448
	37

	14
	Training of SPs on Communication skill with men
	No
	18
	25
	139

	15
	Purchase of equipments/materials for LT/PC
	HFs
	6
	19
	317

	16
	Basic medical materials procured/distributed
	HFs
	44
	49
	111

	17
	Establish out-reach sites
	No facilities
	3
	5
	167

	IO-2
	Improve private sectors service quality
	 
	 
	 
	

	1
	Identify the number and type of private/local NGO health facilities/clinics in project operational area
	No facilities
	60
	54
	90

	2
	Train selected members of clinic staffs on concepts and principles of quality of care and Infection prevention techniques
	No
	60
	26
	43

	3
	Support trained staffs to strengthen their facilities linkage with the formal government health institutions and local MoH authority
	No
	60
	14
	23

	4
	Introduction of COPE at private clinics and/ pharmacies 
	No
	30
	16
	53

	5
	Introduce IP/UP methods on Private Clinics
	No of HFs
	30
	16
	53

	IO-3
	Improve IP practice of TBAs and THs
	 
	 
	 
	

	1
	Identify the number and distribution of Traditional healers in the project area
	No
	90
	102
	113

	2
	Train THs on: IP, HIV/AIDS & HTPs & facilitate their linkage with H/facilities
	No
	90
	81
	90

	3
	Basic training of TBAs
	No
	29
	0
	0

	4
	Refresher training of TTBAs
	No
	58
	41
	71

	5
	Facilitate linkage of TBAs with local government facilities for technical assistance, referral, and follow-up
	No TBAs
	29
	41
	141

	6
	Strengthen support and assistance to TBAs in West Hararghe
	No TBAs
	58
	53
	91

	7
	Provide infection prevention kit for THs
	Kitts
	60
	3
	5

	 
	Objective 3: Learning and Documentation
	 
	 
	 
	

	IO-1
	CARE’s best BCC practices Studied and documented
	 
	 
	 
	

	1
	Identify Behavioral Change Approaches of CARE that has remarkable accomplishment in bringing Behavioral Changes
	No BCC approach
	1
	0
	0

	2
	Study the factors associated with its success and challenges encountered through the process
	Doc
	1
	0
	0

	3
	Disseminate to stakeholders for experience sharing and soliciting constructive feed
	workshop
	1
	0
	0

	IO-2
	Assessment and documentation of Best CARE-RHS lessons learned
	 
	 
	 
	

	A
	CARE CBRHS-Approach- “Phase-in phase-out”
	 
	 
	 
	

	1
	Assess and document CBD-Strategy 
	Doc.
	1
	1
	100

	2
	Organize forum of discussion to align CBRHAS program with HEP 
	Forum
	1
	0
	0

	B
	Partnership and/ Networking with Private sectors, as an out-let for CBRH-Service
	 
	 
	 
	

	1
	Review/assess experiences in employing private sectors as an outlet for Community Based RHS
	Doc.
	1
	0
	0

	2
	Disseminate findings of review/assessment results
	workshop
	1
	0
	0

	C
	Community Based Safe Motherhood Initiatives
	 
	 
	 
	

	1
	Review/Assess existing CARE experiences, in Safe motherhood 
	Doc
	1
	0
	0

	2
	Disseminate findings to be adopted, piloted or applied in a larger scale
	
workshop


	1
	0
	0

	IO-3
	Assessment of similarities & differences b/n CARE’s CBRH programming & HEP
	 
	 
	 
	

	1
	Assess similarities & differences
	Doc
	1
	0
	0

	2
	Organize results dissemination workshop
	workshop
	1
	0
	0

	IO-4
	Study operational challenges of HEP EAs
	 
	 
	 
	

	1
	Conduct the study
	Doc
	1
	0
	0

	2
	Disseminate results
	workshop
	1
	0
	0

	V
	Cross cutting programs
	 
	 
	 
	

	A
	Community participation
	 
	 
	 
	

	1
	Train CBRHAs in community participation skill
	No
	500
	36
	7

	B
	Gender issue
	 
	 
	 
	

	3
	Conduct gender awareness training for staffs/volunteers
	No
	25
	0
	0

	4
	Partners Training on Gender & MAP
	No of Trainees
	0
	7
	#DIV/0!

	C
	Cost sharing mechanism
	 
	 
	 
	

	1
	Organize Zonal level Cost Sharing workshop
	No
	3
	0
	0

	2
	Step down workshop with woreda steering comm.
	No
	3
	0
	0

	3
	Prepare memorandum of understanding
	Document
	3
	1
	33

	4
	Train volunteers in simple accounting CBRHAs/PEs
	No
	652
	98
	15

	5
	Pilot cost sharing scheme at woreda level
	Sites
	3
	3
	100

	VI
	Monitoring & Evaluation
	 
	 
	 
	

	1
	Clinic visit by EAs/ES
	Visits
	210
	549
	261

	2
	Project coordinating staffs to field
	Visits
	90
	99
	110

	3
	PO/APC at sub office to field
	Visits
	90
	97
	108

	4
	ES to EA
	Visits
	1350
	1183
	88

	5
	EA to adjacent PA CBRHAs
	Visits
	540
	1044
	193

	6
	PEO to PE
	Visits
	1620
	1534
	95

	7
	Joint supervision at zonal level
	Visits
	36
	25
	69

	8
	Follow up meeting with CBOs and local NGOs
	Meeting
	30
	16
	53

	9
	Organize cross visit for influential leaders to the palce where PLWHAs are organized
	Visits
	3
	2
	67

	10
	Organize cross visit for staff on experience sharing in other RH projects
	Visits
	3
	11
	367

	11
	PEs regular meeting
	Meeting
	60
	125
	208

	12
	Woreda steering committees meeting
	Visits
	36
	30
	83

	13
	Zonal steering committee meeting
	Visits
	18
	16
	89

	14
	Linkage of CBRHAs with MoH facilities
	No
	290
	304
	105

	15
	CBRHAs monthly meeting
	Meeting
	108
	13
	12

	16
	Training impact assessment
	No
	1
	0
	0

	17
	Project review meeting
	Meeting
	3
	9
	300

	18
	Project Final Evaluation: Dissemination Workshop
	No
	1
	0
	0


List of activities for which plan implementation is below 75%

	Ser.
No.
	List of Activities
by Component
	Unit of
Measure- ment
	Project Plan
	Project

Achieve-ment
	% of Achieve-ment

	 
	Obj.1 Improve access to FP/HIV/AIDS services
	 
	 
	 
	

	 
	Intermediate results
	 
	 
	 
	

	IO-1
	Increase CPR
	 
	 
	 
	

	9
	Refresher training of CBRHAs (new/old)
	No
	2146
	1536
	72

	10
	HH visit by CBRHAs
	Visits
	687600
	435698
	63

	12
	Recruitment of new FP users by CBRHAS&EAs
	No
	59670
	43881
	74

	13
	No of revisit FP users (CBRHAs & EAs)
	No
	538500
	212087
	39

	15
	Individual education by CBRHAs and EAs
	Sessions
	772380
	539115
	70

	17
	OC pills distributed by CBRHAs and EAs
	cycle
	537300
	236572
	44

	18
	Condom distribution for FP
	piece
	483750
	85842
	18

	IO-2
	 Increase access to VCT
	 
	 
	0
	

	1
	Social mobilization to use VCT-services/HIV/AIDS
	Meeting
	390
	97
	25

	3
	Train MoH staffs on counseling & treating/VCT
	No
	30
	12
	40

	4
	Training of Lab. Technicians on HIV/Rapid Test
	No
	9
	2
	22

	5
	Facilitate linkage of PLWH/A with C&S Organizations (CBOs/Local NGOs) 
	No
	30
	3
	10

	IO-3
	Decrease high risk behavior for HIV/AIDS
	 
	 
	 
	

	A
	IEC
	 
	 
	 
	

	12
	Life Skill training for youth and linkage with the Youth Center
	No
	90
	50
	56

	13
	Organize parent-child discussion forum
	Sessions
	12
	5
	42

	14
	Identify and involve Celebrities or PLWHAs in HIV/AIDS advocacy
	No
	9
	5
	56

	B
	Condom promotion
	 
	 
	 
	

	1
	Condom distribution by peers
	Piece
	345000
	140516
	41

	D
	Strengthen referral services
	 
	 
	 
	

	1
	Referral by PEs /others for STI/RHS
	Referred
	27600
	18614
	67

	IO-4
	Support to PLWH/A and those affected 
	 
	 
	 
	

	A
	Community and HBC
	 
	 
	 
	

	4
	Train care givers from local NGOs on HBC/ with CBO trainees
	No
	6
	1
	17

	 
	Object.2 Improve Service Quality
	 
	 
	 
	

	IO-1
	Improve Client satisfaction
	 
	 
	 
	

	4
	Community COPE follow up in Public Clinics
	HFs
	15
	3
	20

	8
	Orientation of CBRHAs on MAP & Contraceptive Update
	No
	745
	459
	62

	10
	Counseling Men on MAP by CBRHAS &EAs
	No
	11227
	4039
	36

	11
	Referral service for men (for EDF, Infertility, VSC etc)
	No of ref.
	1161
	122
	11

	12
	School session by PEs on MAP
	Sessions
	352
	85
	24

	13
	Sessions given at the community on MAP by PEs & CBRHAs
	Sessions
	1224
	448
	37

	IO-2
	Improve private sectors service quality
	 
	 
	 
	

	2
	Train selected members of clinic staffs on concepts and principles of quality of care and Infection prevention techniques
	No
	60
	26
	43

	3
	Support trained staffs to strengthen their facilities linkage with the formal government health institutions and local MoH 
	No
	60
	14
	23

	4
	Introduction of COPE at private clinics and/ pharmacies 
	No
	30
	16
	53

	5
	Introduce IP/UP methods on Private Clinics
	No of HFs
	30
	16
	53

	IO-3
	Improve IP practice of TBAs and THs
	 
	 
	 
	

	3
	Basic training of TBAs
	No
	29
	0
	0

	4
	Refresher training of TTBAs
	No
	58
	41
	71

	7
	Provide infection prevention kit for THs
	Kitts
	60
	3
	5

	 
	Objective 3: Learning and Documentation
	 
	 
	 
	

	IO-1
	CARE’s best BCC practices Studied and documented
	 
	 
	 
	

	1
	Identify Behavioral Change Approaches of CARE that has remarkable accomplishment in bringing Behavioral Changes
	No BCC approach
	1
	0
	0

	2
	Study the factors associated with its success and challenges encountered through the process
	Doc
	1
	0
	0

	3
	Disseminate to stakeholders for experience sharing and soliciting constructive feed
	workshop
	1
	0
	0

	IO-2
	Assessment and documentation of Best CARE-RHS lessons learned
	 
	 
	 
	

	A
	CARE CBRHS-Approach- “Phase-in phase-out”
	 
	 
	 
	

	2
	Organize forum of discussion to align CBRHAS program with HEP 
	Forum
	1
	0
	0

	B
	Partnership and/ Networking with Private sectors, as an out-let for CBRH-Service
	 
	 
	 
	

	1
	Review/assess experiences in employing private sectors as an outlet for Community Based RHS
	Doc.
	1
	0
	0

	2
	Disseminate findings of review/assessment results
	workshop
	1
	0
	0

	C
	Community Based Safe Motherhood Initiatives
	 
	 
	 
	

	1
	Review/Assess existing CARE experiences, in Safe motherhood 
	Doc
	1
	0
	0

	2
	Disseminate findings to be adopted, piloted or applied in a larger scale
	w/shop
	1
	0
	0

	IO-3
	Assessment of similarities & differences b/n CARE’s CBRH programming & HEP
	 
	 
	 
	

	1
	Assess similarities & differences
	Doc
	1
	0
	0

	2
	Organize results dissemination workshop
	workshop
	1
	0
	0

	IO-4
	Study operational challenges of HEP EAs
	 
	 
	 
	

	1
	Conduct the study
	Doc
	1
	0
	0

	2
	Disseminate results
	workshop
	1
	0
	0

	V
	Cross cutting programs
	 
	 
	 
	

	A
	Community participation
	 
	 
	 
	

	1
	Train CBRHAs in community participation skill
	No
	500
	36
	7

	B
	Gender issue
	 
	 
	 
	

	3
	Conduct gender awareness training for staffs/volunteers
	No
	25
	0
	0

	4
	Partners Training on Gender & MAP
	Trainees
	0
	7
	0

	C
	Cost sharing mechanism
	 
	 
	 
	

	1
	Organize Zonal level Cost Sharing workshop
	No
	3
	0
	0

	2
	Step down workshop with woreda steering comm.
	No
	3
	0
	0

	3
	Prepare memorandum of understanding
	Documen
	3
	1
	33

	4
	Train volunteers in simple accounting CBRHAs/PEs
	No
	652
	98
	15

	VI
	Monitoring & Evaluation
	 
	 
	 
	

	7
	Joint supervision at zonal level
	Visits
	36
	25
	69

	8
	Follow up meeting with CBOs and local NGOs
	Meeting
	30
	16
	53

	9
	Organize cross visit for influential leaders to the place where PLWHAs are organized
	Visits
	3
	2
	67

	15
	CBRHAs monthly meeting
	Meeting
	108
	13
	12

	16
	Training impact assessment
	No
	1
	0
	0

	18
	Project Final Evaluation: Dissemination Workshop
	No
	1
	0
	0


9.4
List of key-informants

	Name
	Position
	Zone

	1. W/ro Shitaye Beyene
	Head women’s Office At Yabello
	Borena

	2. S/r Hawo Koha
	Head, Yabello health Center
	Borena

	3. S/r Asha Sora
	Head wereda Health bureau 
	Borena

	4. W/t Amsalu Degefu
	Health Extension worker 
	Borena

	5. Ato Sintayehu Abera
	CBOs Secretary Yabello Town Administration
	Borena

	6. Ato Yeneneh Bizuayehu
	Head Zone HAPCO
	Borena

	7. Ato Halake  Banti
	Area Coordinator Care Ethiopia 
	CARE Borena

	8. Ato sintayehu Kassa
	PLHA Yabello
	Borena

	9. W/ro Zinashe Teferra
	PLHA Yabello 
	Borena

	10. Aba Merigeta M. Alemu
	Priest Orthodox church 
	Borena

	11. Ato Yossef
Alemy
	Health Program team leader CARE 
	CARE Borena

	12. Ato Tesfaye Tilahun
	Extension supervisor CARE 
	CARE Borena

	13. Ato Abdulkedir Abdi Nur
	Administrator Yabello Zone
	Borena

	14. Ato Genene Bekele
	Zone Health Coordinator
	Borena

	15. Ato Girma Getachw
	Area Manager, Goal Ethiopia
	Borena

	16. Dr. Muna Abdulah
	Project Coordinator 
	CARE Borena

	17. Ato Wasyhun Andualem,
	DM&E advisor 
	CARE HO

	18. Ato Ababu ---
	Oromia Federal MOH FH senior Expert, RH dept
	Addis Ababa

	19. Dr. Gelila
	Engender Health
	Addis Ababa

	20.  Sr. Fahmia
	Chiro Hospital
	West Hararghe

	21.  Ato Abdulaziz
	Health Team Leader
	CARE W.Hararghe

	22.  Sheik Abdalla
	Religious Leader, Burka PA
	West Hararghe

	23. Sheik Jemal Ahmed
	Religious leader, PA #28
	West Hararghe

	24.  Sr. Roza Ahmed
	Bedessa Health Center
	West Hararghe

	25.  Ato Jemal
	Head, Kuni Woreda Health Office
	West Hararghe

	26.  Ato Berhanu Kassaye
	Leader, Bedessa 02 Kebele Idir
	West Hararghe

	27.  Ato Abyot Mitiku
	EA Supervisor
	CARE W. Hararghe

	28.  Metron Ismael Abate
	Head MCH Dept, Gelemso Hospital
	West Hararghe

	29.  Ato Ibrahim
	Head, Kuni Woreda HIV/AIDS Secretariat
	West Hararghe

	30.  Ato Shawel Demisse
	Member, Abdi Boru AAC, Bedessa
	West Hararghe

	31.  Wt. Tenagne Yohannes
	EA
	CARE West Hararghe

	32.  Ato Debebe Yilma
	FGAE Assebe Teferi Branch
	West Hararghe

	33.  Ato Gezahegn Ephrata
	Chair, Beza-Lewogen PLHA Asso., Assebe Teferi
	West Hararghe

	34.  Ibrahim Mussa
	Vice Chair, Beza-Lewogen PLHA Asso., Assebe Teferi
	West Hararghe

	35.  Student Robera Ali
	Abdi Boru in-school AAC, Bedessa
	West Hararghe

	36.  Wz. Nuria Usman
	Head, Kuni Woreda Women's Office
	West Hararghe

	37.  Ato Negash Girma
	Community Elder, Rare Jeneta PA
	East Hararghe

	38.  Wz. Azeb Gulilat
	Community Influencial, Rare Jeneta PA
	East Hararghe

	39.  Wz. Aster Amare
	Head, Bedeno Woreda Women's Office
	East Hararghe

	40.  Obo Ibrahim Adem
	Chair, Mahiberawi & Nib Idir, Bedeno
	East Hararghe

	41.  Student Helen
	Member, in-school AAC, Bedeno
	East Hararghe

	42.  Ahmedin Kassim
	FP Officer, Bedeno Health Center
	East Hararghe

	43.  Sr. Mebrate Getachew
	Head MCH, Grawa HC
	East Hararghe

	44.  Sr. Netsanet Alemayehu
	Head MCH, Kurfachele HC
	East Hararghe

	45.  Ato Bushra Aliye
	Head Bedeno Woreda Health Office
	East Hararghe

	46.  Ato Molla Workagegnehu
	Head, Bedeno Woreda HIV/AIDS Secretariat
	East Hararghe

	47.  Wt. Mahlet Tesfaye
	EA
	CARE E. Hararghe

	48.  Ato Abdulaziz Mohammed
	Chair, Grawa Youth AAC
	East Hararghe

	49.  Ato Bora Modeksso
	Health Team Leader
	CARE E. Hararghe

	50.  Ato Ahmed Hassen
	Rep. Bedeno Woreda Admin Office
	East Hararghe

	51.  Ato Zelalem Mamo
	Extension Supervisor 
	CARE East Hararghe

	52. Ato Taje Dejene
	Area Manager
	West & East Hararghe

	53.  Ato Kefyalew Aychluhm
	West Hararghe Zone Youth and Sports Office
	West Hararghe


Married men witness the role of the project in significantly increasing their participation in FP issues and discussion of sexual matters with their spouses
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