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ACRONYMS

AIDS

Acquired Immune Deficiency Syndrome

ART

Anti-Retroviral Therapy

CBC

Community Based Care

CBO

Community Based Organization 

C & S

Care and Support

VCT

Voluntary Counseling & Testing

HAPCO
HIV/AIDS Prevention and Control Office 
HBC

Home Based Care

HIV

Human Immunodeficiency Virus

IGA

Income Generating Activity

MoH

Ministry of Health

MTCT

Mother to Child Transmission

NGO

Non-Government Organization

OVC

Orphans and Vulnerable Children

PE/PF

Peer Educators or Peer Facilitators

PC

Peer Coordinators

PLWHA

People Living with HIV/AIDS

PLG

Positive Living Groups
STD

Sexually Transmitted Diseases

STI

Sexually Transmitted Infections

VCT

Voluntary Counseling & Testing

Executive Summary

CARE Ethiopia’s Urban HIV/AIDS Prevention and Control Project in the former Woreda 13 has indeed surpassed its intended objectives.  The four-year Project (June 2002 – May 2006) had the following objectives:

· To increase the practice of HIV/AIDS transmission risk-reduction behaviors by women of reproductive age and their partners in the project area

· To provide accessible and affordable Voluntary Counseling and Testing (VCT)  at the neighborhood public health center 

· To reduce the socio-economic effects of HIV/AIDS on affected families through support to local non-governmental organizations and community-based organizations

The final evaluation utilized both quantitative and qualitative methods to determine intervention impact, provide explanations of results, triangulate, and hence strengthen the evaluation validity. 

The final evaluation design was validated by CARE Ethiopia.  Data collection occurred during a three week period employing 23 enumerators, three research assistants, and two data encoders.  

Overall, the results from the final evaluation revealed that the Project achieved much in terms of increasing knowledge, access to VCT, and community-based care to people infected and affected by HIV/AIDS in the intervention zone.

Behavior Change Communication
At the end of the Project life, there was universal HIV/AIDS awareness among the target population.  Respondents at follow-up had greater comprehensive HIV/AIDS knowledge than those at baseline; 39% versus 30% knew at least three prevention methods and 23% knew three PTMCT prevention methods as compared to 2%. There were also signs of risk-reducation behaviors; people who have ever used a condom increased from 29% to 35% at the end of the Project life.  Likewise, sexual debut for females was delayed by one year from 18 to 19 years.  
Using local volunteers to promote and provide believable role models for individuals of reproductive age in the target zone was one of the key strategies in the Behavior Change Communication component.  At the end of the Project, over 150 peer educators were trained and are still working as PE and peer coordinators.  With follow-up from PC and the Project, PE engaged their peers in discussions on a number of topics related to HIV/AIDS.  In addition, PE used IEC materials and other techniques to aid discussions.  
As much as this channel has been an important community mobilization vehicle, more can be done to better support these volunteers.  Specifically, an understanding of the risk perceptions, needs, and interests of the different target groups will be essential to better target messages and design relevant strategies. It is expected that with these alterations, retention and motivation of peer educators to work will dramatically increase.  As such, the sustainability of this communication will likely have the multiplier effect for years to come.
VCT

The Project worked with the local health center to establish VCT service in the intervention zone.  VCT services commenced in February 2003.  From 2003 until May 2006, there were almost 5,000 clients who sought VCT at the Kebena Health Center.  Demand for VCT has risen dramatically; at the end of the project the proportion of those reporting VCT more than doubled (45% versus 19%).  Moreover, respondents at follow-up were more likely to say that their partner/spouse should also be tested (58% versus 26%).
Quality of care appears to be not a major issue among clients although with increased demand, the health bureau and HAPCO will have to decide on how best to manage this growing need.  It is promising that CARE Ethiopia, the health bureau, and HAPCO have taken the initiative to develop a standard package of care as well as to establish a more structured referral network system for Addis Ababa.  

Community-Based Care

Although initially this component was not a major area of focus, after the mid-term evaluation, a  substantial increase in funding was allocated to increase care and support to vulnerable individuals in the intervention zone; an additional eight CBO were assessed to receive capacity-building and grants to aid this population. HBC volunteers were also instrumental in giving care and support to family members and other community members.      
The final evaluation findings revealed that enabling local organizations and institutions is a worthwhile investment.  The Orthodox Church has also been instrumental in disseminating prevention messages, reducing stigma and discrimination, as well as providing community-based care.  Partnerships with these organizations and institutions as well as investing in building their capacity over the longer term, will be essential to mitigate HIV/AIDS in Ethiopia.

The rationale for employing the three-prong approach and involving the beneficiaries as agents of change will do much to sustain efforts.  Future programs can benefit from the positive results of CARE Ethiopia’s Urban HIV/AIDS Project.  

Introduction
HIV/AIDS issues and trends in Ethiopia

Similar to other African contexts, the causes and effects of the HIV/AIDS pandemic in Ethiopia are inextricably linked. With a population of 74,777,981 million (CIA 2006), the decade old epidemic has resulted in 1.7 million PLHA and 1.2 million orphans.  HIV Prevalence in 2003 was estimated to be 4.4% affecting female, urban, and youth populations more than male and rural ones; the prevalence among youths aged 15-24 in Addis Ababa (13.35%) is higher than the rest of the country (UNGASS Report 2006). Projections in 2005 indicate the adult prevalence at 4.7%; 12.5% among urban and 3.0% rural populations (HAPCO 2006). 
The impact of AIDS in Ethiopia is felt on several levels: individual, families, communities, public sector services, including health care services, agriculture and labor sectors.  Without a doubt, individuals infected suffer the most, facing psycho-social issues such as stigma and discrimination, and the potential risk of death if they are not cared for and treated with appropriate measures.   AIDS also affects the stability of families when persons infected cannot earn a living.  Moreover, households are expected to take on more dependents because of AIDS.  Family cohesion deteriorates as the head(s) dies; surviving children maybe fostered by grandparents or extended family members.  These children in turn are less likely to attend school, and are more likely to engage in behaviors that put them at increased risk for HIV/AIDS or unwanted pregnancies.  Moreover, the complexity of the HIV/AIDS situation is exacerbated by the country’s pervasive poverty and food insecurity (UNDP 2006).   
The response to the epidemic in Ethiopia has been a collective effort comprised of government, multi- and bi-lateral donors, international and national organizations as well as community-based organizations, faith-based organizations, private sector and PLHA, women’s and youth associations.  Thus far indications are that the multi-sectorial approach has resulted in slight decreases in both incidence and prevalence rates.  However, underlying contributing factors to the spread of HIV/AIDS persist.  Issues such as poverty, high unemployment, low literacy, stigma and discrimination of those infected and affected by HIV/AIDS, gender inequity, migration, widespread prostitution, and harmful cultural and traditional practices need to be addressed to mitigate HIV/AIDS in Ethiopia.
CARE Ethiopia’s Urban HIV/AIDS Program

CARE Ethiopia’s Urban HIV/AIDS Prevention and Control Project is one of the many health projects undertaken by the Country Office. This project is a replicate of the previous project initiated in Woreda 15 of the City Administration (January 2001 – February 2004) with a general objective of reduced incidence of HIV infection among the population, thereby reducing the Mother-to-Child transmission of HIV/AIDS. Based upon the success of the Woreda 15 Project, CARE expanded to another area in the Capital
.  

EU-Funded Urban HIV/AIDS Prevention and Control Project Overview
Consistent with CARE’s vision and philosophy, the Urban HIV/AIDS Prevention and Control Project is based on principles of local community participation and empowerment as well as gender equity to increase the likelihood of intervention impact and sustainability. Forming partnerships with and involving community representatives, local government and health officials, local community-based organizations (CBO), non-governmental organizations (NGO), and the largest faith-based organization (FBO) in the design, implementation, and follow-up were deemed crucial. To affect social attitudes and norms requires a supportive environment.  The Project utilized Behavior Change Communication (BCC) to mobilize the community.   Individuals from the target populations, i.e. female and male youths and adult women, were both agents of change and beneficiaries of the Project.    It was hoped that enhanced community awareness concerning prevention of STD/HIV/AIDS would inevitably de-stigmatize people infected by HIV/AIDS while at the same time increase demand for VCT service. (See Appendix A for a Conceptual Framework that illustrates the different societal/environmental forces and other factors influencing individual positive behavior changes.) The Project also provided social and economic support to people infected and affected with HIV/AIDS by working with CBO, NGO, and the Orthodox Church to undertake these responsibilities. 

The four-year Project
 (June 2002 – May 2006) had the following objectives:
· To increase the practice of HIV/AIDS transmission risk-reduction behaviors by women of reproductive age and their partners in the project area
· To provide accessible and affordable Voluntary Counseling and Testing (VCT)  at the neighborhood public health center 
· To reduce the socio-economic effects of HIV/AIDS on affected families through support to local non-governmental organizations and community-based organizations
Final Evaluation Design
The main purpose of this evaluation is to determine whether the Project as implemented had its intended effects.  Further, it also appraised to what extent established mechanisms aimed at updating Project staff of activities in the field were functional and efficient. Finally the evaluation also examined important lessons learned from decisions and actions taken by the Project.  These will be of use to those policy makers and program managers in planning future prevention and control programs in Ethiopia.  
In specific terms, the final evaluation will examine
:

· The results of the three components based on indicators
· The complementary aspects of the three-prong approach 
· The functionality of the current MIS and M & E system; and
· The sustainability of interventions
The main indicators of achievements for the Project include the following:

1) The proportion of the target population who report condom use in the previous month

2) The proportion of the target population who has ever received VCT

3) Client satisfaction with VCT service

4) The average age of reported sexual debut

5) Comprehensive knowledge of HIV/AIDS

6) Knowledge of STD

7) Knowledge of PMTCT 
8) Awareness of community-based care and support service

Final Evaluation Methodology
The core Final Evaluation Team was comprised of CARE staff from the Head and Project Office along with two external evaluators, a consultant and a volunteer (See Appendices C & D for a list of  Team members and the Scopes of Work for the external evaluators.)  The two external evaluators refined the design of the final evaluation with close collaboration with the core Team
.  Although the Terms of Reference for the Evaluation had been drafted, the Team validated the final design and instruments prior to data collection for both quantitative and qualitative components. The Team, and in particular, the Project Manager, were instrumental in organizational and logistical support in carrying out the final evaluation.  CARE Ethiopia recruited and selected the enumerators, research assistants, and entry encoders (See Appendix C). The two evaluators worked at the Project office throughout the duration of the evaluation.   
The final evaluation employed both quantitative and qualitative methods to determine impact, triangulate findings and hence strengthen the validity of the evaluation.  The quantitative evaluation used a simple before-and-after-design in which before and after-intervention measures are taken (indicators) to show differences made by the project. The qualitative evaluation essentially involved a rapid assessment relying on primary and secondary research methods.  Specifically, key informant interviews, observations, exit interviews, and focus group discussions were used to better understand Project operations and achievements. Both components were carried almost simultaneously commencing with the household follow-up surveys, followed by the rapid assessment. The data collection for the follow-up surveys took place during a period of six consecutive days. The consultant conducted some key preliminary interviews with the ex-CARE staff and observation of the PE refresher training while the bulk of the assessment was undertaken by the three research assistants in roughly three days.  However verification of findings and analysis was reiterative. (See Appendices E & F details concerning areas of evaluation/research for the Qualitative Design and the Final Evaluation Timeline.) 
Qualitative Evaluation

The qualitative evaluation data collection was undertaken by a team of three researchers with the Evaluator as the advisor.  The Evaluator designed all qualitative instruments, a few of which were adapted from those used in the Mid-Term Evaluation.  The Assistant Evaluator conducted interviews with two School Directors.  After one day of orientation, tasks were divided among the three local research assistants; two female research assistants worked on the BCC component; they took turns facilitating and taking notes of the four FGD.  To gain a better understanding of specific activities and verify findings encountered in FGD, they interviewed the BBC Officer and Supervisor.  The male research assistant was responsible for researching primarily the Care and Support and VCT components, however, his responsibilities covered data verification and translation of other project-related reports.  The Work Plan for the Qualitative Evaluation Team in Appendix G provides additional information on the number and kinds of information and tools used. (Appendix H provides qualitative evaluation tools for BCC and VCT components; Appendix I includes tools for Care and Support and Project Learning.)
Data Processing and Analysis
FGD and most of the interviews were recorded and transcribed into English.  Researchers were instructed that verbatim translation was not necessary.  Thus, in the majority of instances, translations and data were summarized.  It is recognized that some findings might have been lost in the process; however, given the different levels of English fluency among team members and the short timeframe, compromises had to be made.  Throughout the data collection and processing period, the research assistants briefed the Evaluator after having completed conducting and translating each interview.  Efforts were also made to verify findings revealed during the FGD or interviews via informal discussions with Project staff, reports or other Evaluation participants whenever conflicting or new findings were found.

Quantitative 

The structure and content of the baseline (pre) survey remained intact.  Nonetheless, certain changes were made to consider impact; questions related to project development were deleted.  A few questions were edited to permit more specific information. Questions are grouped into the following sections: socio-demographic characteristics; knowledge of HIV/AIDS, MTCT, and STD; VCT, sexual behavior, stigma and discrimination, as well as care and support. (See Appendix J for the two surveys.)
Sampling
Households with individuals of reproductive ages between 15-49 in the former Woreda 13 (Kebeles 13/14 and 14/15) were randomly selected to participate in the follow-up survey.  The re-structuring of administrative zones in Addis Ababa changed the geographic area and size of the original intervention zone.  The general population at baseline was 81,000; the estimated population of Kebele 13/14 and Kebele 15/16 of Sub-city Arada is 84 000 as reported by the Kebele administration in May 2006. The target population (those between 15-49 years) at baseline was 66,366; the estimated target population at follow-up is 45,360 based the fact that 54% of the urban population in Ethiopia are between the ages of 15-49 (DHS 2000). (See Appendix K for the list of neighborhoods and merged Kebeles.)

Hence, the sample size for the follow-up survey was 1099.  (See Appendix L for a more detailed explanation of the calculated sample size.) 
Data Analysis
Two local hires entered the data into SPSS 12.0 during a period of five days.  Data clean up and verification were then accomplished by the Assistant Evaluator.  Both evaluators collaborated to analyze the data using SPSS.  
Triangulation of Qualitative and Quantitative Results

Findings based on the quantitative and qualitative analyses were verified using primary and secondary data sources. Whenever possible, findings were corroborated with existing project documents and/or with Project staff.  
The following sections highlight the Project’s success in increasing community awareness about HIV/AIDS, community empowerment to actively assist others infected or affected by HIV/AIDS, individual risk-reduction behaviors, and self-perceived risks as shown by the marked rise in the proportion of target populations seeking VCT. The Discussion section incorporates all relevant sources of data to come to plausible conclusions and provide recommendations for future actions. 

Final Quantitative Evaluation Results

Characteristics of the Target Population
As explained previously, the re-allocation of governmental/administrative units in the Capital in 2003 changed the boundaries and size of the original intervention zone.  Despite the change, it appears that the target populations at baseline and follow-up are similar with a few exceptions. At follow-up, the population surveyed comprised of more female respondents (56% versus 51%), slightly more educated (4% versus 7.5% reporting no education) as well as higher wage earners (14% versus 8% earning more than 750 birr) than that at baseline.   The cumulative proportions of those reporting being Orthodox and Muslim are roughly the same (93%) however the proportions of Orthodox decreased (83% as opposed to 89%) while the proportions of Muslims increased (10% vs. 5%).  
Figure 1: Socio-economic Demographic Characteristics of Target Populations at Baseline and Follow-up

	
	2003 

(N=1438)
	2006

(N=1099)

	Sex
	
	

	Male
	48.8
	46.0

	Female
	51.2
	56.0

	
	
	

	Age
	
	

	15 – 24
	45.3
	52.4

	25 – 34
	28.7
	33.1

	35 – 49
	26.0
	14.5

	
	
	

	Religion
	
	

	Orthodox
	88.5
	82.9

	Muslim
	04.7
	10.0

	Protestant
	05.9
	04.7

	
	
	

	Partnership status
	
	

	Married
	28.7
	30.1

	Sexual partner
	18.8
	26.7

	No partner
	52.5
	44.0

	
	
	

	Education
	
	

	No education
	07.5
	04.0

	1 – 8 grade
	24.1
	25.0

	9 – 10 grade
	18.6
	32.7

	11 – 12 grade
	38.0
	32.9

	University (12+)
	11.8
	05.4

	No edu; can read/write
	02.5
	01.9

	
	
	

	Household Income in Birr
	
	

	V low income 
	<=100
	19.6
	13.2

	Low income   
	101-350
	31.3
	29.2

	Med income
	351-750
	20.4
	30.7

	High income
	>750
	07.8
	13.6

	Don’t know
	
	21.0
	13.3

	
	
	

	Occupation
	
	

	Unskilled labor
	08.4
	06.8

	Skilled labor
	07.8
	08.9

	Office work
	07.6
	09.4

	Professional
	03.5
	03.3

	Vending/trading
	05.0
	05.3

	Other
	01.0
	02.9

	No occupation
	66.6
	63.3


Community Awareness of STD/HIV/AIDS

Sources of HIV/AIDS Information

Overall knowledge of sexually transmitted diseases including HIV/AIDS among the target population increased significantly during the Project life. One hundred percent of the respondents had heard of HIV/AIDS compared to 98.8% at baseline.  Enhanced community dialogue was manifested in the greater proportions of youths and adults of reproductive age reporting obtaining such information from religious institutions (11% as compared to 2%), family/neighbors (17% versus 12%), spouse (5% versus .8%), and PE/PLWHA 31%
. Although discussions with family members were prevalent at the beginning of the Project, respondents reported also engaging others in these discussions.  

Figure 2: Sources of HIV/AIDS Knowledge at Follow-up May 2006
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18% cited PE as a source of information on HIV/AIDS

14% cited Kebena Health Center


Comprehensive HIV/AIDS Knowledge including MTCT

At the end of the Project, over half of those surveyed said they knew someone with HIV/AIDS. People’s comprehensive knowledge about HIV/AIDS was evident in responses relating to AIDS prevention, transmission, including MTCT, and existence of therapy.  The proportion of respondents mentioning MTCT as one of the transmission modes increased over four-fold during the Project life, from 6% to 28%. There were also higher proportions of people knowing any method of prevention (Figure 3). Finally, in-depth knowledge of MTCT was manifested in explanations of how mothers can prevent her child from acquiring the virus; almost half of the respondents said women should prevent themselves from infection (as compared to 13% at baseline) and a tremendous increase of responders at follow-up mentioned that women should know their HIV status before pregnancy (52% versus 22%). An overwhelming majority (91%) said there is treatment available in Ethiopia though less than half (44%) knew that it was free of charge. Respondents at follow-up were more likely to say that people infected do not necessarily die from AIDS (10% versus 4%) and that a health-looking person can have AIDS (92% versus 86%). 
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Awareness of Condoms, Usage, and Self-Perceived Risks 

Compared to the baseline respondents, there was little change in awareness of condoms (98% and 97%).  Knowledge of where to obtain condoms did increase at the end of the Project with people citing the market/shop (88% compared to 62%) as the most popular place of purchase, follow by the pharmacy (72% to 31%).  There are indications people have been reducing risks at the end of the Project life; more than a third (35%) of the population post-intervention reported using a condom (compared to 30%) as well as higher frequency of use. Twenty-two percent of respondents said they used condoms more than 5 times in the previous month compared to 3%.   People at the end of the Project appeared to have lower self-perceived risks than those at start-up. The proportions of respondents assessing their own risk based upon past sexual experience doubled (21% versus 10%) and more than doubled for those assessing their current sexual practice (20% versus 7%) at follow-up.  They were also more likely to consider their partner’s sexual behavior in evaluating their risk status (10% versus 4%). 

Patterns of Sexual Behavior

Patterns of sexual activities among the target population appeared to remain much the same with subtle changes in the number of reported partners and sexual episodes in a period of a week.  No real differences were found in the proportion of people who had had sex between baseline and follow-up, 62% and 60% respectively.  Sexual debut for the female target population is one year later (19 years) than compared to at baseline (18 years). The increased sexual activities, i.e. numbers of partners, may appear to be higher however; differences are not significant due to baseline data input problems
.
Figure 5: Patterns of Sexual Behavior of Target Population at Baseline and Follow-up   
	
	2003

%
	2006

%

	Have you ever had sexual intercourse?
	(n=1438)
	(n=1097)

	Yes
	62.2
	60.0

	No
	37.8
	40.0

	
	
	

	Average age of sexual debut (mean)
	(n=895)
	(n=653)

	Female
	18.1 
	19.1 

	Male
	19.3 
	19.7 

	
	
	

	How many different people did you have sex with last month/last six months?
	(n=895)
	(n=658)

	
	1 m
	6 m
	1 m
	6 m

	1 sexual partner
	63.4
	63.0
	81.2
	77.1

	2 sexual partners
	00.9
	00.9
	01.8
	03.5

	3 sexual partners
	00.1
	00.2
	00.8
	01.8

	4 -10  sexual partners
	00.0
	00.6
	00.9
	01.2

	11+ sexual partners
	00.0
	00.0
	00.0
	00.3

	Don’t know
	00.7
	00.0
	00.2
	00.0

	
	
	

	How many times did you have sex last week

	(n=895)
	(n=658)

	1
	24.1
	27.4

	2
	03.4
	20.1

	3
	00.7
	06.1

	4+
	00.6
	05.1

	
	
	

	Are you using any kind of prevention?
	(n=867)
	(n=639)

	Yes
	37.0
	77.0

	Condoms
 
	
	34.4

	The pill 
	
	32.4

	The loop 
	
	06.9

	Abrupt intercourse 
	
	02.0

	Other 
	
	01.3

	No
	63.0
	23.0

	
	
	


Gender

Efforts were made at follow-up to better discern potential gender issues given the widely recognized societal norms for gender/sex roles.  Questions concerning forced sex and receiving gifts for sexual intercourse were added to the follow-up survey, however, results were inconclusive.  It is probable that the interviewers misread the questions or the interviewees misinterpreted them; same proportions of male and female respondents reported having received gifts for sex and having sex against their will (9% and 4% respectively). (See Appendix M for details.)

Prevention Knowledge, STD Experience, and Health-Seeking Behavior
There was a marked increase of prevention awareness as well as symptoms of Sexually Transmitted Diseases at the end of the Project life. Condom use, abstinence, and reducing number of partners are considered crucial in STD prevention. Greater prevention knowledge can also be observed in the decreased proportion reporting not knowing any ways for prevention at follow-up (20% as compared .4%).  Percentages of symptom discernment, notably, painful urination, lower abdominal pain, and penile/vaginal discharge increased substantially in particular for those citing lower abdominal pain (9% versus 39%).  Likewise, the proportion reporting having experienced a STD in the previous year increased from 1% to 4%, although in real terms, the actual numbers of those reporting having an episode are quite low.
Table 6: STD Knowledge 
	Respondents that have heard of STD
	2003


	2006



	Knowledge of STD prevention*
	(n=1287)
	(n=892)

	Use condoms
	41.3
	71.9

	Abstain from sex
	46.3
	65.1

	Limit number of partners
	27.5
	35.2

	Avoid social contact
	06.6
	00.2

	Other
	02.7
	00.1

	Don’t know
	20.2
	00.4

	
	
	

	What are symptoms of STD?
	(n=1281)
	(n=880)

	Pain when urinating
	38.2
	46.4

	Lower abdominal pain
	09.4
	39.0

	Penile/vagina discharge 
	36.6
	61.0

	Sores/pimples on private parts
	17.5
	10.6

	Other
	02.8
	00.2

	Don’t know
	32.4
	18.2

	
	
	

	Can STD be cured with medication?
	(n=1274)
	(n=883)

	Yes
	91.0
	96.4

	No
	03.6
	02.2

	Don’t know
	05.4
	01.5

	
	
	

	Should partner be treated? a
	(n=1276)
	(n=774)

	Yes
	75.2
	92.5

	No
	17.0
	06.1

	Don’t know
	07.8
	01.4


Knowledge, Attitudes, and VCT
In general, people’s knowledge of VCT, its favorable attitude, and VCT have risen significantly in four years.  There was a 20% increase (80% to 100%) in the proportions of people stating that a blood test is needed to know one’s HIV status.  Moreover, a two-fold increase of people reporting having been tested for HIV was observed (19% to 45%) with preference for testing in hospitals at the end of the Project (50% preferred hospitals for VCT at follow-up versus 43% at baseline.)  The preference for hospitals for testing was also expressed among those who had not yet been tested; there was a greater preference for VCT at hospitals at follow-up (59% versus 46%).  The three main reasons reported at follow-up for not wanting to get tested were fear of knowing, unreliability of tests, and lack of confidentiality. The proportion of respondents reporting that their spouse/partner has tested also increased (from 26% to 58%).  (Data shown in Appendix M.)
Figure 7: Knowledge and VCT
	Respondents that have heard of HIV/AIDS
	2003

(n=1421)

	2006

 (n=1099)


	
	
	

	How can one know one’s HIV status?
	
	

	Blood test
	79.4
	99.6

	
	
	

	Have you ever been tested for HIV?
	
	

	Yes
	19.2
	44.9

	
	
	


Stigma and Discrimination
Similar to results found at baseline, stigma and discrimination of those infected by HIV/AIDS was reported as being quite low.  The most significant attitudinal change was observed among those who said that PLHWA should be able to continue to work (99% versus 94%) while other positive attitude changes are not as significant, i.e. that they would visit their infected neighbor (99% versus 98%), let a family member live with them (no change at 98%) as well as take care of them (97% versus 99%).  More interestingly, a twenty percent increase of respondents felt that the community (75% versus 56%) and family (31% versus 11%) should provide care to PLWHA. 
Table 8: Stigma and Discrimination
	
	2003

(N=1438)


	2006

(N=1099)



	Do you agree that people with HIV should be able to continue their normal work?
	
	

	Yes
	93.5
	98.7

	
	
	

	Will you go and visit your neighbor if s/he is HIV+
	
	

	Yes
	98.3
	99.0

	
	
	

	Would you let an HIV+ family member live with you?
	
	

	Yes
	97.9
	97.5

	
	
	

	Are you wiling to take care of a family member with AIDS?
	
	

	Yes
	98.7
	96.8

	
	
	

	Whose responsibility is it to care for PLWHA?
	
	

	No one
	01.7
	05.2

	Government
	31.3
	37.7

	Community
	55.5
	74.9

	Family
	11.1
	31.0

	
	
	


Care and Support 

It is evident that with greater community involvement in the provision of care and support to PLWHA and their families, respondents at follow-up knew at least one group providing this service.  Large proportions were able to cite supports such as cooking (40%), financial (66%), and school aid (51%) given to those infected or affected by HIV/AIDS. Moreover, respondents also said that they knew someone that received some kind of service from one of the CBO/NGO/Idir.

[image: image4.emf]Figure 9 :Knowledge Community-Based Care Services, May 2006
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Discussion 
The Urban HIV/AIDS Project has demonstrated the effectiveness of employing a three-prong approach to prevent and control HIV/AIDS while alleviating the negative impacts of the epidemic on vulnerable communities in Addis Ababa.  Moreover, strategies undertaken by the Project has resulted in positive individual behaviors, community attitudes toward PLWHA, as well as enhanced community capacity to provide care and support to local residents infected and affected by HIV/AIDS.  The following sections discuss each strategy based on all findings from the multiple methods used to understand the activities implemented, the processes, the outcomes, and ultimately to improve the health and lives of communities.     

Effectiveness of BCC Component
The Project has achieved its objectives of creating greater awareness of not only comprehensive HIV/AIDS knowledge which is an essential first step in many behavior-change theoretical models
, but also of reducing risk behaviors of the target population.  In addition to information as a necessary component, environmental variables also play pivotal roles in supporting and reinforcing desired changes. The conceptual framework illustrates the various simultaneous factors and forces affecting whether a person uses condoms, reduces the number of sexual partners, assesses his risk, obtains VCT, or treats a STD. (See Appendix A for the conceptual framework.)    
Recognizing the complexity of influencing and sustaining risk reduction behaviors, the Project sought partnerships with local government offices (the Kebele Health Bureau and the HIV/AIDS Prevention and Control Office), organizations (CBO and NGO), and the Orthodox Church to increase the likelihood of sustaining positive individual and community attitudinal as well as norm changes. Through local Kebele and other community leaders, the Project recruited and trained 164
 PE and PC.  Youths and adults in the Project zone were engaged in active discussions using IEC materials, drama, music, coffee ceremonies, jokes, and stories to inform and persuade their peers to prevent STD/HIV/AIDS by promoting abstinence, reducing the number of partners, using condoms (if they are sexually active), and assessing their risk by VCT.  Despite the fact that the BCC strategy has done much to dispel many misconceptions about HIV/AIDS and de-stigmatized PLWHA, some revisions can be made to strengthen this communication channel.

Community Support for PE

Results from interviews with Project staff, PE surveys, and FGD revealed that one of the key issues of retaining and motivating PE is the lack of “community” support and in some cases resistance from the target population.  People residing in the intervention zone may not fully understand the role and responsibilities of PE and PC. PE expressed that there was little appreciation or recognition in their community or neighborhood for the service that they provide for free.  PE were given 50 Birr and PC
 70 Birr per month for transportation costs
.  If peer education component is supposed to be managed more or less by the “community”, the kebele health bureau, local HIV/AIDS Prevention and Control Office, and/or Idir
 would have to somehow show their appreciation for and provide increased support to PE. In many instances, participants recruited by PE for discussions thought that PE  were paid personnel of CARE, therefore, they too should be paid for participating in the weekly discussions and meetings.  Financial motivation for PE may not be necessary if there is a more encouraging environment for them to work.  
In addition to community recognition and increased support, female PE and PC may need another kind of support to do their work; some female volunteers mentioned that they hid the fact that they were PE from their families due to the stigma of HIV/AIDS
.  A few mentioned that their husbands did not like that they work as PE.  Working under additional forces of resistance as well as other challenges mentioned previously may be especially difficult for female PE and PC.  
PE Selection and Stigma
Perhaps community and peer resistance can be explained by the stigma associated with HIV/AIDS, and by the volunteer recruitment process. First, despite the fact that the majority of the population know about HIV/AIDS and have more positive attitudes toward PLWHA in recent years, stigma and discrimination still persist to some extent.  Findings from the FGD of the four groups (female and male youths, adult women, and peer coordinators) revealed that some community members thought that PE themselves have HIV/AIDS, so they did not want to be associated with the PE.  Some of the adult women PE mentioned that people called them “AIDS mama” or other names when they walked by.  It is then questionable to what extent can PE be effective, i.e. their messages relevant and believable if they are not respected in the eyes of the community? Secondly, as mentioned PE are recruited based on criteria set by CARE and the community to ensure that PE are role models for their peers.  Understandably, PE should have a certain level of education, be willing to volunteer, and not engage in obvious delinquent behaviors such as drinking and smoking.  However, there is little current understanding concerning what “peers” themselves consider to be their role model(s).  Peers as a group are not homogenous.  Thus, a better understanding of youths in the intervention zone regarding risk perceptions, risk behaviors, as well as their life aspirations and needs should be obtained prior to setting selection criteria for selection of PE.  It may be that there are several sets of selection criteria based on the perceptions of the different groups of peers.      

Audience Segmentation

Based on interviews with Project staff, PE and PC refresher training observation, and examination of a handful of translated IEC pamphlets, audience segmentation for both volunteer group and peers (beneficiaries of peer education) might be a good strategy. PE and PC have different roles and functions; as such refresher trainings can be divided into the respective groups to focus specifically on issues they encounter in performing their duties.  Messages, skills, and training manuals for female and male youth PE should also be tailored.  
Likewise, peer education discussions should take place within single sex groups given the sensitive topics. FGD findings revealed that youth PE (both males and females) had co-ed peers in one group. Moreover, it may be prudent to have participants with similar life experiences to avoid potential pitfalls in discussions; some of the adult women PE mentioned that they had prostitutes along with regular women, i.e. mothers or non-prostitutes, in their groups.  There are potential issues of having co-ed groups or individuals with drastically different characteristics.  Boys and girls have diverse perspectives as well as issues related to adopting risk-reduction behavior such as condom use. The prescribed gender roles may impede true discussions among all participants, in particular for girls.  The decision of using a condom is not entirely theirs.  
The prostitutes/other women mixed groups may be also problematic and likely to have limited effectiveness among participants for the following reasons: 1) prostitutes are normally stigmatized already; 2) PE who themselves are not prostitutes (and may be virgins as they are supposed to be role models) may have little persuasion power when they talk about consistent condom use with prostitutes; and 3) participation of other women or prostitutes may be tacit depending the topic of conversation.  There is not much documented among Project reports concerning the functioning and the going-ons of the peer education approach despite the fact that it can reach many and have a multiplier effect.        

Sustainability of Peer Education Channel

Cost-effective Measures and Sustainability of PE
Furthermore, other considerations should be taken into account to sustain the interest and motivation of PE and PC.  In discussions with PE/PC, key informant interviews with Idirs and NGO, and informal discussions with Project staff, it seemed obvious that empowering these volunteers should include other life skills which would enable them to survive aside from skills with which to perform their jobs, i.e. communication/facilitation techniques and HIV/AIDS information.  PE/PC themselves expressed an interest and need to obtain vocational skills so that they can generate some income; one of the key reasons why PE or PC stop volunteering is that when and if they find another income-generating activity, they quit.  This is not surprisingly given the economic conditions and living standards of most of the target population.  There needs to be a better way of keeping PE/PC content in order to reduce the turnover rate. On the other hand, since PE and PC are both agents of change and beneficiaries, perhaps the issue of high turnover rates may not be such a dilemma since there is a multiplier effect with this strategy. Volunteers, whether or not they continue to be peer educators for the Project, will have had the correct prevention information as well as communication skills.  It is likely that many will continue to share their knowledge with their friends and family members. 
HBC Volunteers
After the mid-term evaluation, to further increase the scope of support to individuals infected by HIV/AIDS, the Project recruited and trained female and male volunteers to work with CBO and NGO to provide care and support to those infected with HIV/AIDS.  The majority of HBC volunteers recruited then are still active providing care to their own family members.  In contrast to the PE/PC, the retention of the 38 HBC volunteers seems to be more stable than the other group; turnover rate was 30%.  It could be that the work of HBC volunteers are more needed (or perceived) in the communities than the other group.  It is also likely that HBC volunteers have been fortunate to have had closer follow-up as there was one HBC Officer for 38 volunteers versus one BCC Officer for almost 200 volunteers. 
Effectiveness and Quality of VCT
With the support of the Project in terms of renovation, equipment, supplies, establishment of client tracking/reporting, and trainings of government health personnel, VCT services commenced in February of 2003 at the Kebana Health Center.  From Project mid-term, May 2004, until May 2006, there were 3516 clients for VCT service.   And, up to the present time, there have been 4,946 clients seeking VCT service at the KHC in the intervention zone.  As the follow-up results indicate, VCT knowledge and visits among the target population have increased greatly in the last several years.  Positive results could be attributed to the intervention as well as concurrent interventions taking place spearheaded by governmental and other agencies in striving to achieve the country’s strategic objectives.  In the span of four years, VCT services have sprung up in both private and public establishments across the capital.  Access and availability have grown exponentially, as well as affordability of such services.   In the beginning, services were set at 10 Birr at government health centers, however, since 2005, VCT services at the KHC have been provided without charge.  

Service Delivery

Based upon findings from key informant interviews with VCT and Project staff, observations, as well as exit interviews, there are indications that service delivery could be improved.  It is recognized by the KHC, specifically, the coordinator of the center needs more staff to provide for the growing demand for VCT services.  Originally, the KHC added another room for counseling and had two counselors; however, according to the responsible, the KHC converted the second counseling room into the lab and let go the other counselor as demand was not overwhelming in the beginning.  Currently, since the one counselor is on leave, the responsible, who is also a nurse, provides counseling as well as tracks clients and provides monthly reports to the Health Bureau and CARE.  She accepts a maximum ten clients a day. 
Although there were mechanisms in place at the KHC to monitor the quality of service delivery yet it is not entirely clear whether they were utilized. According to the Mid-term Evaluation Report in 2004, counselors self-assessed their counseling service periodically and discussed with their supervisor if necessary.  With the recent changes, i.e. staff shortage and increased demand, it is questionable if the counselor has time to self-evaluate.  The present issue at the KHC appears to be that there is existence or availability of VCT service versus no VCT service.  The question of service quality may be an added dimension which the KHC may not be able to manage.  The exit interviews conducted at the KHC at the end of the Project showed that most of those ten who received service were pleased with the counselor and the counseling.  However, it is not clear that the counselor/person-in-charge provided pre and post counseling to the clients.  Moreover, the laboratory technician interviewed questioned the quality of the reliability of the first test used.  He has performed quality control tests on his own and discovered that three percent of the tests that were supposed to be negative were in fact positive. Samples are sent monthly to the Regional Laboratory for quality control. Interestingly, poor test quality or reliability and lack of confidentiality were among the reasons reported by those who did not get VCT at follow-up.   

Initially, surveys were placed at the reception area for clients to complete if they wish to do so.  However, few people actually completed the survey
; according to Project staff the survey was tedious.  It is unclear how long this system was in place and to what extent information obtained was utilized.  The qualitative evaluation team examined the defunct form to understand what kinds of questions were asked.  There were a number of questions on the the geographic convenience of the KHC for clients, VCT service housed with other health services, and the alike.  It seems that these kinds of questions were perhaps appropriate prior to the intervention, not after VCT provision was up and running. In any case, client satisfaction has not really been assessed at the KHC aside from the Mid-Term Evaluation of the Project.  The recent proposal from HAPCO shows that they are also interested in quality service provision.  
Effectiveness and Sustainability of Community-Based Care
Referral System and Linkages

Although this component received little funding and focus at the beginning of the Project, based upon the Mid-Term Evaluation recommendation, the Project expanded the scope and reach of C & S in order to attempt to address unmet needs of vulnerable populations of the intervention zone.  Findings from the interview with the KHC Coordinator indicated there is a need for a better referral system.  A more transparent and structured referral system would require each actor to know the kinds of services/supports provided by a NGO, CBO, FBO, or other associations and their criteria of inclusion. Moreover, there should be some sort of feed-back mechanism to ensure that people are getting the type of services needed. The KHC Coordinator mentioned that currently KHC staff do not know if the clients being referred to a particular service actually get what s/he needs; occasionally clients would inform the KHC on their return visit that the CBO did not accept them for x reason. CARE Ethiopia, the health bureau, and the HIV/AIDS Prevention and Control Office have started working together to improve the standard of care as well as referrals and linkages between and among health institutions and programs outside of the formal health sector.       

Building Capacities of CBO or Idirs
At the present time, it appears that infected and affected individuals’ main concern is survival; the monthly VCT reports show the majority of the referrals out are for financial and medical needs, much more than for psycho-social support.  The follow-up survey also indicated that people’s perceptions of community-based care comprised primarily of financial support for those infected and affected by HIV/AIDS. In the last two years of the Project life, the Project aided seven additional CBO in order to increase coverage. Experiences have shown that the process of building CBO capacity in the areas of organizational and financial management was challenging.  CBO by nature are a community-based organization; some have existing organizational structures while others do not and require much more intensive training or support in order to be efficient and effective. Since Idirs are well respected and trusted in their communities, it would be advantageous to continue to provide needed support so that they help individuals in their own communities. As the follow-up results show, people in the Project area believe that care and support of PLWHA should be the community’s responsibility.  This thinking was not the norm in 2003.     
Self-Sustainability of CBO and NGO

In addition to building local capacities to undertake community-based care, it will be also important to increase the likelihood that CBO/NGO are able to function independently after the skills-learning and practice period. CBO and NGO representatives expressed the need for their organizations to generate income and/or leverage alternative funding to sustain their services. Both CBO representatives interviewed suggested that instead of giving financial assistance directly to beneficiaries, the Project could give the Idirs sufficient amount based on proposed the IGA or other innovative schemes.  In this manner, Idirs can manage the IGA and raise revenue for the beneficiaries.  Another option would be to provide pertinent vocation training and have beneficiaries earn the amount allotted to them. The representative of Idir Selam Tena said that “instead of giving them 100 birr per month, it’s better if they work and get 50 birr by themselves.”  He also saw the need to have IGA for girls and women as the consequences of risk-taking fall on them. 

The two NGO interviewed, Dawn of Hope and Ethiopian Aid, have already been incorporating IGA activities into other approaches employing other sources of funding.  As provision of basic needs for vulnerable populations continues to be priority in the C & S strategy, building local capacities to be skilled and ultimately self-sufficient will be important in Ethiopia.  It is acknowledged that the process of enabling CBO and NGO may consume vast amount of resources initially.  However, in the longer term, it is not impossible that a network of CBO/NGO providing community-based care can be established and provide aid to each other. 
Project Learning, Efficiency, and Effectiveness
The Project had sufficient mechanisms in place for staff to monitor and follow-up with activities in the field.  For example, the PE submit their monthly reports to the PC and the PC to the BCC Officer.  The BCC Officer also visited each PE in the field to observe a PE session as well as meet with the PC at the Project office on a monthly basis.  She also sent her monthly report to her supervisor.  Informal discussions between BCC staff occurred whenever necessary.  
Likewise for C&S and VCT, CBO/NGO/FBO remit their monthly financial report to the Project; if they need to, they can contact the Project to discuss any issues. The KHC also sent the monthly tracking of number of VCT, referrals, and positive cases.  It is assumed that Project staff in their respective unit were aware of the problems faced by implementers as they discussed them on a one-on-one basis or during periodic formal gatherings.  However, it appears that there was little or no record of the issues encountered by PE/PC, CBO/NGO/FBO, HBC volunteers, and KHC in terms of changes in service delivery.  Effectively, lessons learned gleaned from project implementation were not recorded and reported in a manner useable to the Project and CARE Ethiopia.       

There are two different issues here.  The current MIS is functional however it needs to incorporate two types of information for Project and other CARE staff.  A MIS should be accessible and contain basic statistics on targets, up to date per quarterly and year, and descriptive information (lessons learned, processes undertaken, etc.) For example, for the BCC component, basic statistics or indicators could include:
· total number of PE and PC in year one, year two, year three, and year four
· total number of drop outs by year or bi-annually

· number of PE/PC in each Kebele, 13/14 and 15/16
· number of students teachers trained in year one, year two, year three, etc.

· specific prevent messages disseminated

· changes in messages or other strategies

In addition to basic indicators, the Project should record positive and not-so-positive experiences encountered either by the implementers or the Project.  For the BCC component, it was widely recognized that there was a high turnover rate from the beginning to the end of the Project.  Perhaps Project staff understood the issues but thought little could be changed to solve this problem.  However, it is argued that perhaps the real reasons why 50% of PE drop out bi-annually or so can be explained by multiple factors and not economic reward alone.  Without proper record-keeping, much of the valuable information and opportunities to learn and do something about it is lost.  Keeping information (not only numbers but explanations) pertaining to each component should be done by each officer for the purposes of resource mobilization (proposals) or other purposes.  These types of information could be easily stored in CARE Ethiopia’s local network so that staff at the Project and Head office can easily access them as needed.    

The need for up-to-date Project information is even more important as it seems that there have been also frequent changes in staff positions and turnover rate at CARE Ethiopia in the last several years. If there is no record of lessons learned, when a CARE person moves on to another organization, a wealth of information is lost.       

Recommendations
BCC

Focus on Youths

Given the fact that youths 15-24 years comprise about half the target population, have one of the highest prevalence rate, are more amenable to positive behavioral changes, are at increased-risk for STD/HIV/AIDS, unwanted pregnancies, and other negative health and social consequences, future interventions should first obtain youths’ perspectives prior to designing an intervention.  This understanding can also be used to improve the selection process to pick role models which the community leaders or Kebele representatives and youths appreciate. Recognizing the different interests and needs of boys and girls as well as OVC, out-of-school youths, prostitutes, will be also helpful.

Segmentation 
Based upon formative research, “audience” segmentation should be done to better position and target health messages to the different target populations.  Tailoring trainings for the different groups of PE and PC would also be more beneficial to the respective groups.
Motivating PE/PC to Enhance Retention
As PE are an important source of information for the target population, more should be done to motivate them to continue their service.  A study to better understand the roles and functions  of PE and how community organizations and kebele health office can specifically help  volunteers should be conducted.  Study findings can be used to effectively motivate PE/PC and decrease the turnover rate. Evaluation results indicate that PE/PC may need public recognition for their service and vocational training to earn income.  Perhaps a system of reward can be designed which rewards PE who complete a year of service with some vocational training opportunity. 
Gender Equity
To effectively influence sustained sexual behavior such as condom use, it will be necessary to recruit and engage more men to be PE or PC.  Condom use involves two people; if a project focuses and addresses messages only to women, it will probably miss opportunities for consistent condom use as men are the decision-makers in many instances.   Furthermore, given the fact there have been reports of informal prostitution among young girls and women, future interventions may consider trying to gain a better understanding of this at-risk group. 
Enhanced Collaboration with the FBO

Religious institutions have shown to play an increasing important role in mobilizing communities to adopt risk-reduction behaviors, reduce stigma and discrimination, and provide care and support to vulnerable populations.  As religious institutions have a massive following and are regarded with respect in Ethiopia, future projects whose goal is to affect social attitudes and norms need to continue to work in partnerships with these institutions. Future collaborations could include disseminating consistent or similar prevention messages.    

C & S

Linkages

There should be a body at the local health bureau or HAPCO which could coordinate the referral system, ensuring that it is functioning properly; the qualitative research efforts have demonstrated that neither CARE nor the KHC have the resources to follow-up on referrals.  HAPCO, the health bureau, and CARE Ethiopia have started to standardize a package of care and establish a more efficient system of referrals within health institutions and among other community-based organizations.   

Investment in Capacity-Building
Since CBO/NGO have provided care and support to PLWHA, OVC, and their families, they should continue to receive support in training or other kinds of support as needed.  As more people are on ART, many PLWHA will be likely to lead a more productive life.  As such future interventions should work in enabling PLWHA, specifically PLWHA associations or Positive Living Groups so that they too become self-reliant and be role models for others. Future programs can provide tailored training packages to suit the PLWHA groups or CBO as well as include an IGA or micro-finance schemes as that was the overwhelming need of current CBO.  

VCT
Greater Coordination between VCT Center and Partners
There is a need for the Health Bureau, the Project, and HAPCO to have more communication with each other to resolve issues (on supplies, equipment, personnel, service delivery etc.) and strategize accordingly.  Correspondence to all partners on changes, i.e. staffing or other matter of significance, at the VCT center should be done in a timely manner. The qualitative evaluation efforts revealed that VCT service has been provided for free since February 2005, yet the Project staff was not aware of this.  Partners can also discuss how best to alleviate shortage of staff as demand for VCT service grows as well as how best to develop a more structured and useable referral system given the growing number of CBO/NGO in the communities providing care and support to PLWHA and their families. 
As CARE Ethiopia has just begun its collaborative partnerships with the health bureau and HAPCO to improve service delivery including establishing a functional referral network in Addis Ababa, this would be a good opportunity to ensure that greater communication and coordination mechanisms are in place for each organization/agency to exchange ideas and information. 

Project Learning and Efficiency
As previously discussed, although the Project had systems in place to monitor and follow-up implementation activities, more efforts and resources placed in the MIS could benefit Project learning and ultimately its effectiveness.  Learning from doing or mistakes and documenting them in a centralized location, i.e. the local network, would enable the Project and CARE Ethiopia staff to access lessons learned and data throughout the Project life.  In this way, justifications for design strategy modifications can be done with facility. A simpler MIS is needed for future programming to ensure its utility.
Final Evaluation Limitations
Design

Given the design of the final evaluation, one cannot say with certainty that positive results found after four years of intervention are attributed solely to the Project.  The true experimental design comparing control (non-intervention Kebeles) to treated (intervention zone) groups would be the gold standard.  However, given the limited resources allotted to the final evaluation, this design was not possible.    
Extraneous Confounding Factors

Conclusions about the Project impact/success have to take into account the various influences and forces from the socio-economic and political environment which may have also had some effects on the observed findings.  In the last four years, the multi-sectorial approach to mitigating the HIV/AIDS problem in Ethiopia has meant enormous growth in interventions at multiple levels addressing a wide range of stakeholders and target population groups.  As such, the target population (as well as those outside of the intervention zone) have been exposed or aided by these efforts directly or indirectly.  The positive impacts observed may be attributed to the availability and access of VCT service (centers), ART, PE and mass media campaigns by other institutions.  

Trade-offs 

The final evaluation was conducted within relatively a short time-period: three weeks to finalize the design of the quantitative and the qualitative components, train two sets of enumerators, collect data, both qualitative and quantitative, as well as analyze all existing data. The training of the quantitative enumerators was done in one day; more time for hands-on practice would have been helpful.  This was also an issue for the qualitative component.  Less then a day was spent on orienting the three individuals.  Moreover, the different skill and English fluency levels of researchers made it sometimes challenging to comprehend at a more in-depth level.   Lastly, due to time constraints, the qualitative evaluation component had to be done almost simultaneously; it would have been interesting to follow-up with the qualitative evaluation based on preliminary analysis of the survey. 

Conclusion

By replicating the strategies used in the previous Pilot Urban HIV/AIDS Project in Woreda 15, CARE Ethiopia was successful in undertaking a very similar Project in the former Woreda 13 of Addis Ababa.  After four years of implementation there were incredible results and positive indications that the Project has made significant impact among the intended populations. Knowledge and attitudes related to HIV/AIDS are impressive; there is greater knowledge concerning HIV/AIDS/PTMCT and STD.  People have not only started to reduce their risks by using condoms and delaying sexual debut but also sought VCT.  Moreover, those infected and affected by HIV/AIDS have gained greater care and support through community-based organizations.
Without a doubt CARE Ethiopia’s community-based strategy as well as the three-prong approach to preventing and controlling HIV/AIDS have been shown to be successful.  Employing volunteers from the intervention zone to promote and increase the likelihood of behavior changes via personal communication (role modeling) is a necessary step.  Working with already existing CBO/NGO/FBO to reinforce risk-reduction behaviors, stimulate demand for VCT services, and give care and support to vulnerable groups makes strategic and economic sense.  With results from formative research to tailor future program design and interventions, greater program impact can be achieved. 
� The restructuring of geographic/administrative zones in the capital in 2003 has subsequently altered the intervention zone slightly and also its name; the project intervention zone is called Sub-city Arada.


� In 2005, the Project was granted a no-cost extension for the remaining unspent funding.


� See Appendix B for the ToR for the Final Evaluation.  Note that all the indicators stated in the ToR were not examined in the final evaluation for various reasons, i.e.  the cost-recovery mechanism and condom distribution were never implemented; OVC were one of several target groups and did not comprise of the majority of target population, thus, the indicator for orphans who continued school conceived initially is not a relevant one for the Project. Only knowledge of CBO providing C & S and of individuals who actually received such services were asked in the follow-up survey. 


� Initially involvement of stakeholders was envisioned in the design process, however, in reality, time constraints did not allow for such participation. 


� PE and PLWHA were not among the answer options in the baseline question.


� Same value was entered for no response and no partner at baseline.


� The baseline questionnaire asks per month; this figure is divided by four for an estimate of per week.


� Prevention/FP options only available in the final evaluation survey.


� For example, The Health Belief Model, Theory of Reasoned Action, Risk-Reduction Behavior Model, etc…These models posit that individual cognitive factors are necessary to any behavior changes. 


� The original number of PE and PC trained were 200; throughout the Project drop-outs have reduced the number. The Project in effect has trained approximately 400 volunteers in the course of four years.


� Peer Facilitators – supervisors of PE; they monitor roughly 10 PE. 


� $ 1 = 8.69 Birr


� Community-based organizations, primarily funeral associations that provide care and support to PLWHA and their families.


� One person said that her parents said “ AIDS is a dangerous disease” so they would rather not that she gets involved in it.


� According to the responsible at the KHC, the form was developed by CARE and according to Project staff, the MoH developed it. 
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