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Abstract 

The study was designed to explore the 'Challenges of HIV / AIDS 
Program Implementation in Addis Ababa City Administration, Lideta 
Sub-city'. It was mainly focusing on the challenges of coordination and 
collaboration within and across different organizations which were 
working against the exponential spread of HIV/AIDS. To conduct the 
research, mixed research approach was employed to triangulate one 
set of finding against the others. The subjects of the study were ten 
sub-cities in Addis Ababa city Administration. From them Lideta sub city 
was selected purposefully. In this sub-city, there were nine kebeles 
from which eighteen health supervisors and nine Kebele Health Office 
Heads; four directors and four core processors of HC; four Anti­
HIV/AIDs associations (chairpersons, secretaries and cashiers, totally 
twelve persons); four Faith-based organizations one from each 
(Orthodox Christian, Catholic Christian, Protestant and Muslim); eight 
representative from private higher clinics and six NGOs who were 
working against HIV/AIDS in the Lideta sub-city were selected by using 
available sampling technique. This was because they were manageable 
sizes to the researcher. 

Data were mainly collected from 65 respondents using 
questionnaire for quantitative research and key interviews (4 top level 
NGO Chairpersons, 2 AAHAPCO office heads,1 sub-city HO head) and 
two Focus Group Discussions (male FGD and female FGD separately) . 
Frequency tables were used to see the rate of repetitions and 
interaction of the dependent and independent variables. All the 
gathered information was tallied and converted to percentiles. 
Percentile was used to compute in accordance with each category. 

The general results of the study revealed that though commendable 
achievements have been obtained, there are still gray areas that should 
be addressed meticulously by all government and NGOs. A case in 
point was that, most of the strategies and programs seemed to lack 
coordination and collaboration within and across different organizations 

Based on the overall results, it was recommended that both 
governmental and non-governmental organizations should create 
formalized system of communication, coordinated approach to the 
service, comprehensive client centered approaches and services to 
combat the ravages of HIV/AIDS pandemics easily. 
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CHAPTER ONE 

1. INTRODUCTION 

1.1 Background of the study 

According to long lines of literature(Singhal, 2001 quoted in Rogers, 

2003: 212; MOH 2004:2,to mention some)when AIDS first emerg ed, no 

one could have predicted how the epidemic wou ld spread across the 

world and how many mi llions of lives it wou ld change. There were no 

rea l ideas what ca used it and consequently no real idea 

how to protect against it. As a result, with its blurred picture, HIV/ AIDS 

was spread in g in all co rn ers of the globe unevenly like a wild fire and 

HIV / AIDS is the most serious world wide public health problem of the 

current generations. Virtually there are no areas that have not reported 

cases of infection . Although the infection rate is increasing in 

other reg ions, such as part of Asia and the Caribbea n, t he worst affected 

reg ion is Sub-Saharan Africa. ' Ethiopia is one in the sub-Saharan countries 

hardest hit by HIV/ AIDS. The number of children who are orphaned by 

AIDS is estimated to reach about 1.2 million' (UNAIDS, 2005: 5). 

Sexually transmitted diseases are known allover the world and in our 

country since man y years. However, beca use of their wide distribution, 

the danger they pose if they are not treated on time and because of 

their close relationship with HIV/ AIDS, their transmission is becoming a 

serious concern. In sp ite of th is, special focus and relentl ess effort have 

been made more than ever to the prevention and contro l of these 

diseases. HIV/AIDS crea tes heavy socia l pressure on families and 

comm unities and psychological stress on those who are li v ing wi th the 

v irus since th ere have been no protect ive vaccine or medi cin e aga inst it. 

Beca use of AIDS, marriage is destroyed, fa mily is disintegrated, ch ildren 
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are left without parents and old people remain with no one to support 

and care them. Children who lost their parents are going and liv ing on 

the street, the boys are exposed to crimes and the girls to 

prostitution. Th e population in the 15-49 age brackets is more affected by 

HIV/AIDS. This includes the farmer, intelligentsia, the worker, youth, 

commercial sex workers, long distance truck dri vers, members of the 

military etc. Since these social groups are the national backbones of 

production and reproduction, and for the creation of a new generation, 

the general crisis that emanates from the illness and death on these 

social groups is ve ry high . An AIDS person, apart from being separated 

from production as a result of AIDS, has other economic challenges. 

He/ she needs money for treatment and his/ her burial ceremony. Since 

his/her compatriots refrain from work to care him/her and attend his/her 

burial ce remony, the impact is not only on the individual himself/herself but 

also on the country. Because of this, AIDS at the present moment is 

becoming a problem beyond hea lth and a hindrances to national 

growth and development. Currently, an all round effort is being made to 

prevent and control the spread of HIV/ AIDS. 

1.2 Statement of the Problems 

The first AIDS Patients in the world were found in North America in the 

first half of 1981. The HIV virus which causes AIDS was known in 1984 

by American and French scientists. This virus, which does not 

differentiate race, color, sex, age and religion is widely spreading and 

creating heavy toll on many millions of people. According to the joint UN 

AIDS program and WHO report of 2002, 42.0 million people in the world 

live with the virus and 27.9 million have died due to AIDS. 
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As cited in the bullet in entitl ed 'AIDS in Ethiopi a'( 2002: 10) which was 

published by the Ministry of Health, 107,575 AIDS patients have been 

reported from all regions from the time the first two AIDS patients were 

found in 1984 to July 8, 2002. Out of these AIDS patients, 92 percent are 

adults of 15-49 years of age . These are patients who reported to health 

facilities and got laboratory examinations and treatment. A country that 

loses th is age group would face different cha ll enges such as economic, 

social and development, because this is a production age group. On top of 

that there a re many people who have not gone for blood examination 

and living with the v iru s and also most people infected show no symptom 

and are healthy for a long time, however, being able to pass the virus to 

others without even knowing. Because of this the prevention efforts are 

being difficult. For example Addis Ababa city administration where this 

study deals with the HIV/ AIDS prevalence rate is 9.2 percent and the very 

threatening is the incidence rate i.e. every year about 22,217 people are 

newly infected (AAHAPCO 2009: 45) . 

Though it has been three decades where tremendous actors are engaged 

in HIV/ AIDS prevention activities still many are infected with the v irus. 

Having exerted this much efforts; why could not make a difference? There 

must have been some gaps. The researcher of this study believes that 

these prob lems are emanated from lack of coordination of all 

stakeholders' efforts. Based on these gaps research questions are 

formulated. 

1.3 Research Questions 

The following research quest ions of the study are formulated to examine 

HIV/ AIDS program implementation in Addis Ababa City Government: 

1. What are the challenges towards coordination among governmental 

and non-governmental organizations in Addis Ababa? 
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2. To what extent does the interest of the cliente le of the fund donor's 

influence the efforts towards coordination? 

3. Has there been effective coordinat ion among government organ izations 

and non-government organi zations to implement the HIV/ AIDS 

programs? 

4. To what extent does lack of coordination among different organizations 

affect HIV / AIDS program implementations? 

5. How has lack of human and financial resource capacity affected 

implementation? 

6. What mechanism/measures should be used in order to resol ve the 

challenges of implementations? 

1.4. The Objectives of the Study 

1.4.1 The general objective of this study: is to investigate the challenges 

of HIV/ AIDS program implementation 

1.4.2 Specific objectives 

1. To exam ine th e extent to which absence of coordinat ion among actors 

affected HIV/ AIDS program implementation. 

2. To examine how capacity problems hindered program implementation. 

3. To analyze whether the implementing agency/ government organization 

employ a more participatory approach by invo lv ing key stakeholders. 

4. To suggest possible measures that might deal w ith the challenges of 

program implementation 
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1.5. The Significance of the Study 

It is hoped that the result of the study wil l benefit: 

A. Primaril y the FMOH since they wi ll be ab le to take approp riate and 

immed iate remedial measures in order to alleviate the detected 

problems. 

B. policy, strategy and program designers and any other bodies might use 

it as a spring board while designing or revising the training and 

implementation manuals 

C. The Addis Ababa city adm inistration will identify the gaps of the 

existing policy on HIV/ AIDS. 

D. Other researchers wil l use it as a beg inning for some issues that wi ll be 

recommended in this study for furth er study . 

1.6 Scope of the study 

The national HIV/ AIDS policy has been implemented across the country by 

various stakeho lders since the strategic plan fo r in tens ifying the multi­

sectora l HIV / AIDS response was introduced in 2004. To make the research 

man agea ble and due to finan cia l & time constraints, the scope of this study is 

limited to Addi s Ababa Ci ty adm inistration with particular reference to the 

targeted sub city (Lideta). 

1. 7 Limitation of the study 

It is clear that the national HIV/ AIDS policy implementation seeks all acto rs 

to invo lve through multi -sectora l approach as the policy applies to all 

stakeholders, from government, civi l society, private sector and development 

agencies involved in AIDS response. However, this study is limited only to 

the assessment of HIV/ AIDS program implementation by the implementing 

agencies in Add is Ababa city administration. 
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1.8. Design of the study 
This section subsumes the va rious steps that are to be adapted by a 

researcher in investigating the problems. These are research method, 

samples, sampling and data gathering instruments and method of data 

analysis. 

1.8.1. Research Methods 

The method that was employed in this study was a Mixed Research Method. 

According to Cresswell (2009: 67) mixed method research has been 

increasingly seen as a third approach in research methodology. It involves 

the collection or analysis of both qualitative and quantitative data in a single 

study with an attempt to integrate the two approaches at one or more stages 

of the research process. The purpose of mixed method research is to achieve 

a fuller understanding of a target phenomenon by triangulating or 

corroborating findings to verify one set of findings against the other 

(Cresswell,2009:70)) .This method also geared towards two fundamental 

questions: What happened in the past, and what is happen ing now in the 

sampled sub-city? 

1.8.2. Samples and Sampling Instruments 

Th e population of the study was ten sub-cities in Addis Ababa city 

Administration . From the ten sub-cities, Lideta was selected by using 

purposive sampling technique. Thi s was because the problems which were 

prevalent in the Lideta sub-city were assumed to be representative of all the 

ten sub cities in Addis Ababa in connection with levels of coordination and 

collaboration within and across the government/non-government 

organizations. In the Lideta sub-city, there are nine kebeles. Two health 

extens ion supervisors and one kebele health office head from each kebele 

(totally twenty-seven health extens ion supervisors & hea lth office heads); 

four directors and four core processors from Lideta subcity governmental 

health centers( totally eight persons); from four Anti-HIV/ AIDS associations: 
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chai rpersons, secretaries and cashiers(tota ll y twelve persons); four Faith­

based org an izations one from each (Orthodox Christian, Catholic Christian, 

Protestant Christian and Muslim); eight physicians and head nurses from 

private higher clinics and six NGOs who are currently working against 

HIV/AIDS in the Lideta sub-city were se lected by using availab le sampling 

techniq ue. 

1.8.3 Data Gathering instruments 

The city adm inistration was divided into 10 sub-cities and 99 Kebeles. The 

primary data were collected from 65 respondents us ing questionnaire, key 

interviews (four top leve l NGO Chair persons, one AAHAPCO office Head, one 

sub city HAPCO core processor, one sub city Health office Head and one sub­

city Idirs' Council chair person) and two Focus Group Discussions (male FGD 

and female FGD separate ly). The secondary data were collected basically 

from strategic plans, journa ls, working papers, documents, previous stud ies, 

statistical documents, national policies, and unpublished documents (reports) 

from different offices including federa l, regional, and from each kebele 

related to health program implementation. 

All the gathered information were tallied and converted to percenti les. 

Percentile was used to compute in accordance with each category. Since 

frequency tables were used to see the rate of repetitions and interaction of 

the dependent and independent variab les. Finally, conclusion was drawn and 

recommendations were given in line with the magnitude of the problems 

wh ich were prevalent in the sub-city. 

1.8.4 Data Analysis Tools 

The collected data were analyzed using percentile and interpretation was 

made for the interview results obtained from the officials of AAHAPCO, Sub­

city Hea lth Office and HIV / AIDS Prevention and Contro l Core Processor, 

NGOs, private higher clin ics, PLWHA associations and IDIR council s. 
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1.9 Operational Definition 

Below is a glossary of terms and definitions as they apply to implementation of 

case management in the context of HIV/AIDS programs in Ethiopia. 

AIDS (Acqu ired Immune Deficiency Syndrome): the late stage of HIV 

infection, characterized by a deterioration of the immune system and a 

susceptibility to a range of opportunistic infections and cancers. 

Adherence: refers to patients' ability to stick to or be devoted to ART. It involves 

taking 

medications in the correct amount, at the correct time , and in the way they are 

prescribed . 

Adherence support group a group of people who are taking ART and who 

support each other through sharing their experiences about treatment and care in 

order to promote adherence. 

Case Management/care management-is a client-focused process t hat 

expands and coordinates ex ist ing services to clients (HIV/AIDS infected 

people) .It is program coordination or service coordination tha t reflects a 

more client/consumer-centered approach 

(WWW.dhss.mo.gov/HIV_AIDS/ CaseMgmt.html). 

Care plan a client- and family-centered action plan wh ich is developed by an 

Adherence Case Manager and clients at-risk for non adherence or caretaker 

through a comprehensive need assessment in order to promote client's adherence 

to treatment and care. 

Clientele: is funder of the program(s) 

Client: HIV/AIDS patient receiving HIV/AIDS case management services. 

Clients at-risk for non adherence: clients who may likely not adhere to treatment 

and care and potentially become lost to follow-up (L TFU). 

• • • 
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Community mobilization: involves ensuring a supportive environment for 

HIV- infected or HIV- affected people in order to promote adherence and 

red uce L TFU . 

Documentation: recorded information in the client fil e or other source 

documents. 

Evaluation: the process of determining the worth of something , e.g ., in 

order to evaluate a service . 

Health facilities: public hospitals and health centers wh ich deliver 

ART services. 

HIV: (Human Immunodeficiency Virus) : the virus that causes AIDS by 

killing or damaging cells of the body's immune system. HIV 

progressively destroys the body's ability to fight infections and certain 

cancers. 

Idir: a voluntary association working on care and support beyond facilitating 

and covering the costs of burial and mourning ceremonies. 

Kebele: the lowest unit of government administration in both rural and 

urban setting. 

Need: Physiological, psychological , or social requirement for well-being 

that mayor may not be expressed by the client in need. 

Non-adherence: not taking ART medications as they are prescribed (i.e. , 

the right drugs, the right way, and at the right time) . 

Primary caregivers: the friends , family or neighbors that do most of the 

day-to- day, home- based caring for sick clients. 

Resource . a term used to describe something tangible that is supplied to, 

or can be accessed by, the client to help achieve goals. 

Services: a term used to describe a more formal , well-defined group of 

activities intended to accomplish a specific task. 

Support: an activity or intervention that encourages strengthens, or 

otherwise helps a client care for her/himself. 

Sub-city: district or collection of kebeles 
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CHAPTER TWO 

2. REVIEW OF LITERATURE 

2.1 Introduction 

Col laboration and coordination are essentia l components of any effective 

mUlti-agency community case management system. When co llaboration and 

coord ination among case managers is not practiced, this can undermin e t he 

efficiency of case management in HIV health care systems . Uncoordinated 

systems of case management can also keep clients from accessing services 

and cause duplication of efforts and gaps in service, waste lim ited resources, 

and prevent case managers from ach ieving shared goals of fa cilitating quality 

client ca re. Therefore, it is useful to work collaboratively during planning, 

implementation and eva luation within and across al l orga nizations to avert 

the rampant spread of HIVj AIDS . 

It is conceived that planning for a spotless program collaborat ion and 

coordinat ion entai l several steps that are related to estab lishing and 

maintaining sta ndard practices for the management of fund s, human 

resources, specific activ ities (for exa mple, monitoring and data col lection) , 

and internal commun ication team. It is also related to anticipating and 

preparing for potential issues that may arise during program implementation 

and affect expected outcomes. The student researcher believes that a team­

oriented mind-set, as well as attention to detail is critical to the 

implementation of all practi ces and steps in hea lth program implementation 

(Schiavo2007 : 200). 

2.2 Why Planning is Important for program implementation? 

Wheelen,T.and Hunger,J .(2006:216)stated that planning is one of the 

standard protoco ls and activities of the organization since planning is a 
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research-driven process. An in -depth understanding of the health 

environm ent as well as the needs, preferences, and expectations of key 

audited and well-orchestrated interventions those are far more effective than 

single and sporadic approaches (Sch iavo, 2007:337-338) . Fig.I: Down below 

describes the phases of health plan ning and strategic planning 

connected to the other two stages of the health cycle 

is directly 

(program 

implementation and monitoring, and evaluation, feedback, and refinement). 

In fact, effective strategic planning influences the success of the 

implementation experience, as well as the overa ll evaluation process and 

potential outcomes. In turn, planning is influenced by observations and 

lessons learned during the implementation and eva luation phases, which may 

validate or call for changes in all or some of the elements of the initial 

communication plan. It is believed that al l steps of the planning phase are 

interdependent. Failure to complete all steps may limit the program's abi lity 

to meet the expectations and needs of intended beneficiaries as well as 

effectively address any given health issue (Wheelen,T.& Hunger,J.2006 :206). 

Fig.I: Health Implementation Framework 

Planning 

• Research-and audience­
based 

• Structured approach 

• Strategic process 

Evaluation, feedback, d 
refinement 

• Starts during planning 

• A continuing part of I 
communication process 

Source: Schiavo,(2007: 221) 

Implementation and monitoring 

• Hard work to ensure spotless 

execution 
• Monitor progress, results, and 

audi e feedback 
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I n brief terms, it is be lieved that all t he bui lding blocks of the hea lth 

intervention program should be cohesive and have a strong ev idence- based 

foundation. Therefore, many great expectations about the programs 

implementation and potential outcomes seem to be stable and strong. Yet, 

even sturdy and balanced plans may falter or even fall in the absence of 

adequate maintenance or in the case of unforeseen difficulties. Clearly, it is 

important to maintain the health intervention program through management 

and monitoring of activities that ensure a spotless execution of all the plan 

elements (Schiavo, 2007:210). 

Implementing a health intervention program is similar to implementing any 

other type of plan . It is a combination of managing economic and human 

resources with monitoring program activities and audience feedback as well 

as measurement parameters and all the external factors and trends that can 

influence the program's potential outcomes. It requires hard work, 

perseverance, problem-solving skills, and a team-oriented mind-set. The 

implementation for evaluation plan is part of this process (Schiavo, 

2007:215). 

2.3. Planning a Successful Program Implementation 

It is conceived that planning for a spotless program execution entails several 

steps that are related to establishing and maintaining standard practices for 

the management of funds, human resources, specific activities (for example, 

monitoring and data collection), and internal communication team. It is also 

related to anticipating and preparing for potential issues that may arise 

during program implementation and affect expected outcomes. The 

researcher in this paper believed that a team -oriented mind-set, as well as 

attention to detail is critical to the implementation of all practices and steps 

in health program implementation (Schiavo, 2007 :200). 
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2.4. Human Resource Allocation and Budget Monitoring 

Dozens of scholars (Faton, 2005:225 and others) suggested that the tactical 

plan should include a detailed budget estimate as well as a description of the 

roles and responsibilities of specific team members and partners. This should 

ideally incorporate an approximate evaluation of the time each team member 

is committing to the program. Tactical plans should also identify the 

program's management team. However, sometimes programs get funded 

long after they were planned and call for a reassessment of these elements. 

The first step in program implementation is to make sure that no changes in 

the original program's team are necessary in the light of recent career 

moves, loss of interest in the project, or conflicting and unexpected priorities. 

Program staff substitutions should be strategic and should look at the specific 

skills and contribution the original team member or partner was bringing to 

the program. Perhaps, a patient group that is well known for its research and 

advocacy work in the field of mental illness decides to withdraw from a 

specific health communication program for a variety of reasons. In this case, 

program planners should identify another organization with similar 

reputation, skills, interests, expertise, and constituencies in the same disease 

area. In other words, human resources are allocated to a program on the 

basis of their skills and experience. The same principle should apply to 

potential substitutions or integration or partners and staff (Hofsson, 

2009:150). 

Finally, the program's team should include specific individuals who are 

responsible for budget monitoring, that is, making sure that all program 

tactics are implemented within the budget that has been estimated and 

allocated for each of them. This is normally the responsibility of the 

management team with the help of one or two additional team members. 
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Budget repo rts, which include itemized expenditures and rema ining amounts, 

may be a useful tool to record and share budgets status . 

2.5. Establishing Monitoring Teams 

According to many scholars (Schiavo,2007;Wheelen & 

Hunger,2006:216),monitoring is an essentia l function in program 

implementation and is re lated primarily to four areas: (1) program activities 

and the related process; (2) audience and stakeho lders ' ongoing feedback on 

the program's elements, overall content, and messages; (3) news and trends 

about the specific disease areas, key policies, audiences, and other relevant 

facts and events; and (4) the collection and analysis of evaluation data. 

Different skills and collect ion methods are required for each of these areas . 

For example, monitoring program activities, which is part of process 

eva luation and serves to assess whether program implementation occurs 

within the parameters envisioned by the program plan, is frequently a 

management function. However, it also involves the participation of all team 

members dedicated to a specific activity. If a team member has strong 

relationship with, for example, the HIV patient and advocacy community, he 

or she is the best cand idate to secure on-going reactions to and feedback on 

the program 's key elements and contents from this audience. Finall y, 

eva luation data should be monitored and co llected on the basis of the 

indicators and methods described in the eva luation plan. Early in program 

implementation, specific team members should be assigned to each of these 

areas of monitoring. 

2.6. Technical Support and Advisory Groups 

Sch iavo(2007:220) pointed out that involving agencies and consultants earl y 

in the process and in any case not later than during the strategy 

development phase, is good practice in health intervention program and 

helps maximize the strategic contribution and dedication of all consultants . 
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In other words , ea rly in program implementation, all agencies that have 

participated in progra m planning shou ld be invited to a team meeting to 

define the implementation process, confirm the program 's time line, and 

develop a checklist of all logistics related to the execution of program 

activities. It is also possible that additional consultants may need to be 

interviewed and hired in this phase of the program. Obviously, funds for 

hiring other consultants that are not part of the strateg ic comm unication 

process should have been included in the orig inal budget estimate. If specific 

needs arise or preliminary conversat ions wi th key stakeholders have 

confirmed the importance of a specific advisory that could lend techn ica l 

support to the program, these groups should be established and involved as 

early as possible. 

2.7. AIDS in the Context of Policy Development 

The implications of t he AIDS ep idemic cut across all sectors and sections of 

society and therefore require to be addressed with in the various releva nt 

policy frameworks . This National AIDS policy highlights the need to place 

AIDS in the broader context of national policies, especially of poverty 

erad ication and protection of human rights. It is also aligned to relevant 

intern ational policy frameworks (S inghal, 2001 quoted in Rogers, 2003 : 300; 

MOH 2004: 120). 

2.8. The Multi-sectoral Approach to the Control of AIDS 

The Multi-sectoral Approach to the Control of AIDS (MACA) advocates for the 

active involvement of all members and leve ls of society, individuall y and 

co llective ly, in HIV prevention, contro l and AIDS mitigation activities . It seeks 

to address not only HIV prevention but also the active response to and 

management of all perceived consequences of the AIDS epidemic. MACA also 

emphasizes instituti ona l capacity building for sustainable containment of the 

epidemic. Thi s policy builds on the MACA to provide further policy guidance in 
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the various aspects of management of the epidemic. 

A. To prevent the transmission of HIV 

B. To provide treatment and care to all those infected and affected by HIV 

and AIDS 

C. To min imize the socio-economic consequences of HIV and AIDS on the 

population and to national development 

D. To address HIV and AIDS concerns amongst the disadvantaged 

populations and those at higher risk of HIV infection , to reduce 

vulnerabi li ty and promote equal access to impact mitigation services . 

E. To promote and guide HIV and AIDS-related research to ensure 

standards, promote innovation and access to reliable information to 

maximize the attainment of the policy objectives 

F. To guide the coordination and management of the national response to 

the epidem ic 

G. To provide a coordinated, participatory, transparent approach to HIV 

and AIDS, which incorporates HIV and AIDS policy and programmes in 

all sectors 

Explanation- Ethiopia subscribes to the coord ination principles of the 

'Three Ones,' namely One Coordination Authority that brings together 

all partners in the response; One National Framework for Action, and 

One Monitoring and Evaluation Framework. Central coordination, by the 

National HIV/ AIDS Prevention and Control Office (NHAPCO), has been 

vital to ensure harmony, focus on common priorities and optimal 

utilization of availab le resources to avoid duplication. 

The National framework will have an in - built mechanism to ensure 

mobilization of key actors throughout all branches of government and 

include all policy areas to ensure a well integrated and coordinated 

approach to address HIV and AIDS. 
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2.9. Policy Implementation 

Policy implementation deals with the resources available, who should be 

involved and how implementation should be enforced (Walt 1996: 45). The 

health sector in Ethiopia has taken a new form since the national HIV / AIDS 

prevention and control office (NHAPCO) was created out of the MOH. As an 

authorized agency, the NHAPCO has the responsibility to implement the 

HIV/AIDS policy in the country whereas the MOH is responsible for policy 

development and agenda setting . The establishment of the NHAPCO is an 

essential part of the key strategies in the Health Sector. Set technical 

guidelines to achieve policy standards set by the ministry (MOH), Promote 

health modes of healthy living and good health habits by people establish 

effective mechanisms for disease surveillance, HIV/AIDS prevention and 

control. 

This policy would be implemented throughout the country albeit at district 

levels, to aid the decentralization process of the MOH. In implementing the 

policy, the NHAPCO as an important actor needs to starkly corporate with 

regional HAPCOs and all sectors at the international, national and local levels. 

NGOs, FBOs and IOs are indispensably vital for the success of the 

implementation. Going beyond policy formation to actual implementation 

allocating resources, mobilizing personnel, and providing institutional support 

to implement a policy usually require stronger commitment than formulating 

or approving a policy. Celebration of the adoption of a policy must quickly be 

followed by steps to ensure its implementation. Some policies items have 

already been implemented through operational or strategic plans and 

technical guidelines. The policy will initiate a comprehensive implementation 

of plans and will sustain and scale up the already ongoing plans and 

prevention efforts. 
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What is the role of pol icy? One possible interpretation is that policy 

development plays a marginal role . It serves mainly to systematize and 

legitimize ex isting principles and practices and communicate those to the 

organization, which may listen or ignore the messages. And also provide a 

framework for assistance and cooperation from international, regional and 

national development partners. 

2.10. HIV / AIDS Policy Implementation in Ethiopia 

The government of Ethiopia has established the Health Sector Development 

Program (HSDP), which incorporate a 20-year health development strategy, 

through a series of fi ve-yea r investment programs (MOH 1999 cited in BSS 

2005:2) . The first two phases have been completed and HSDP III has began, 

focusing on poverty-related health conditions communicable diseases such as 

HIV, malaria and diarrhea, and health problems that affect mothers and 

children with particu lar attention to rural areas (MoFED 2005 cited in BSS 

2005:3). 

Analyzing the worsen ing situation of the HIV epidem ic in Ethiopia, the 

enormous implications of human suffering and the social effects and costs of 

health services, the Ministry of Health drafted a National HIV/ AIDS policy in 

collaboration with various stakeholders in 1998. During the first half of 1998, 

the Ministry of Health and Regional Health Bureaus formulated HIV/AIDS 

Strategic Plans for the period of 2000-2004 for all the nine Regions and two 

city Administrations(HAPCO & FMOH 2004:2).In April 2000 the National AIDS 

Council (NAC) was estab lished under the chairmanship of the country's 

president . The council was composed of representatives from relevant 

government, Private, Faith based, Non Government Organizations and 

prominent figures. A secretariat accountable to the Prime Minister's Office 

was also established to coordinate the national multi-sectoral response. 
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Simi lar structures with similar constituencies were also estab lished in the 

regions and at lower administrative levels . (BSS 2005: 4). 

The legal estab lishm ent of HIV/ AIDS Control and Prevention Office in 2002 

and the launching of multi -sectoral HIV/ AIDS control and prevention 

programs were some of the major steps forward in the battle against 

HIV/ AIDS.(MOH & HAPCO 2004:3). The national AIDS priority Strategies for 

the period 2001 - 2005 were identified and the National Strategic Framework 

provided for the implementation of the Ethiopian Multi-Sectoral HIV/ AIDS 

Project is Known as EMSAP. 

The priority intervention areas of the strategic fram ework of the national 

response to HIV/ AIDS epidemic in Ethiopia have been designed to guide the 

implementation of programs to prevent the spread of the epidemic are: 

A. Information, Education and Communication (IEC) and Behavior Change 

Communication (BCC) 

B. Condom promotion and distribution 

C. Voluntary Counseling and HIV Testing (VCT) services/HCT 

D. Management of Sexually Transmitted Disease (STI) 

E. Blood Safety 

F. Universa l Precautions and Infection Prevention 

G. Prevention of Mother to Child Transmission of HIV (PMTCT) 

H. Care and Treatment 

I. Leg islation of Human Rights 

J. Surveillance and Research 

K. Monitoring and Evaluation (M&E) 

L. Management and Coordination 
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2.1 1. HIV/AIDS Po licy implementation Elements: 

2.11.1 HIV / AIDS Policy Management 

The implementation of the policy is based on partnership with civi l society, 

including the private sector, trade unions, NGOs, CBOs, FBOs and other 

stakeho lders. In addition to this multi-sectral approach, the implementation 

of the policy needs to be participatory, such that it needs to involve all 

beneficiaries including persons liv ing with and affected by HIV/AIDS and the 

most vulnerable groups, in the design, delivery and eva luation of the 

program. In Ethiopian case, the National HIV/ AIDS Prevention and Control 

Office has the responsibility to coordinate the nationa l response, provide 

leadership and technical guidance, and address t he mobilization of adequate 

loca l and international resources for an effective response to the epidem ic. 

Sector ministries, NGOs and private sector entities will implement various 

aspects of the policy. Strengthening and sustain ing partnerships between 

the Government and all relevant stakeholders is critica l to the success of the 

policy. 

2.11.2 Implementation Strategies 

A. Mainstreaming HIV / AIDS issues into all re levant policies, plans and 

programs or estab lishing a specific foca l point in each organization. 

B. Strengthening the role of the NAC (National AIDS Council ) in advising 

the government of Ethiopia on HIV/AIDS issues based on best 

practices, and coordinating the involvement of stakeholders and 

partners, including adolescents, youth and other vulnerabl e groups in 

the implementation of the national response. 

C. Ensuring that resources for HIV / AIDS are allocated and managed to 

ensure an effective and efficient national response. 
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2.11.3 National HIV / AIDS Research Agenda 

HIVj AIDS research is required to address gaps in existing know ledge about 

HIVjAIDS and to inform policy, practice and HIVjAIDS related interventions. 

2.11.4 Rights and Responsibilities of Stakeholders 

Government is a facilitator, to ensure coherence and coordinat ion of the 

national response including setting the comprehensive and inclusive 

legislative and policy framework, within an environment of multi-sectoral 

participation. Government is also implementer, through the delivery of health 

protection and promotion, clinical services, development of guidelines, social 

protection research, financial resources and enforcement. 

Civil Society needs to partner with government to implement various aspects 

of the policy, but also has a watchdog ro le to ensure that government fulfils 

on its commitments. Civil society, through faith based organizations, 

community based organizations, non - governmental organizations and the 

private sector also has the responsibility to advocate for interventions in 

keeping with fulfillment of human rights for all; and care for those infected 

and affected. There is an imperative that all stakeholders ensure that they 

provide accurate HIV-related prevention information and education as well as 

care and support for people living with HIVj AIDS and not make false claims 

of HIV j AIDS cures or promote behaviors that increase the risk of HIV 

infection. 

People liv ing with HIVj AIDS (PLWHA) - needs to be involved in all aspects of 

po licy development, implementation and evaluation. The policy will help to 

affirm the rights of PLWHA; to ensure that exclusion from work, social 

services or participation in events is not based on their HIV status; to 

normalize HIVjAIDS by reducing stigma and discrimination associated with it; 

to improve the quality of life for PLWHA; and to reduce the risk of infection 

21 



by PLWHA through adherence to consistent condom use or abstinence. No 

person should be obliged to disclose his or her status for purposes of 

employment or socia l involvement. PLWHA have the responsib ility to ensure 

that they do not willingly or unwillingly spread HIV and to be involved in 

lobbying for access to interventions and legal redress. 

Most Vulnerable Groups- Adolescent and Youth should have the right to 

knowledge of HIV modes and transmission and prevention methods of 

abstinence, mutual faithfulness and consistent condom use. They have the 

right to participate as a key resource during policy and program 

development, implementation and evaluation and given the opportunity to 

voice their concerns about strategies and interventions developed for them . 

Strategies designed for students with in the formal education system should 

be determined with the involvement of the Ministries of Education and Youth 

and Sport. Both in-school and out-of-school adolescents and youth should 

have access to cultu ra lly appropriate, gender and age sensitive interventions 

and support material within a life skills context. No child shou ld be denied a 

place in schoo l on the basis of real or perceived HIV status. 

Street & Working Chi ldren should have the right to HIV prevention knowledge 

and skills including abstinence, condom use, and to treatment, care and 

support, protection from statutory rape, sexua l assault and VCT. Commercial 

sex workers have a responsibility for protecting themselves, their clients and 

their sexual partners from the risk of HIV infection. They should have access 

to peer education training, condom-use and condom negotiation skills, VCT 

and proper diagnosis and treatment of STls. More user friend ly clinics should 

be established and sustained to improve the non-threatening access of CSWs 

to prevention information, skill s and services. 
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Inmates/people in prison should not be denied the right to access prevention 

knowledge, skills and services and voluntary counseling and testing. They 

should have access to treatment, care and support. Access to HIV/ AIDS ISTI 

prevention information, treatment care and support should take into account 

protection from rape, sexual violence and coercion. Juveniles should be 

segregated from adult inmates to protect them from abuse . inmates should 

not be subjected to HIV testing without their informed consent, isolation or 

any of quarantine on the basis of real or perce ived HIV/AIDS status. 

Policy implementation assessment tools consider seven dimensions these 

are: 

A. The policy, its formulation, and dissemination 

B. Social, political, and economic context 

C. Leadership 

D. Stakeholder involvement 

E. planning and resource mobilization 

F. Operation and services; and 

G. Feedback on progress. 

The tool enables stakeholders to gather information about a multifaceted 

process in a systematic, user friendly manner. With this evidence, they can 

better understand what is and what is not working, explore root causes, and 

begin to devise solutions to identified barriers. 

2.11.5 Transmission and Prevention: 

The HIV virus spreads from person to person through blood-to-blood or 

sexual contact with someone who has the virus. A mother living with HIV can 

pass the virus on to her baby during pregnancy, delivery or through breast 

milk. The virus does not spread from person to person by casual everyday 

contact and is not spread through the water or air. Body Fluids containing 

HIV Blood, Semen , Vaginal Fluids, Breast Milk, Other body fluids containing 

blood, you can contract HIV by sharing needles and syringes with someone 
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who is living with HIV; by having unprotected anal, vag inal, and oral sex with 

someone who has the v irus; A newborn 's exposu re to his or her HIV posit ive 

moth er during pregnancy, birth or through breast feeding. Sex between two 

mutually monogamous, uninfected partners who do not share needles and 

syringes with anyone; massaging one's own genitals or masturbation; 

activities that do not include touching a partners penis, vagina or anus; 

activ ities that do not include sex, whether oral, anal or vagina l are Safer 

forms of sexes. 

2.12. HIV / AIDS programs Coordination and Integration 

Program coord ination or service coord ination is one of the methods to avert 

the exponential spread of HIV / AIDS by using care management or case 

management. According to Hopson and Fenton (2008:20)), case 

management (care management) reflects a more client/consumer-centered 

approach. It is depicted in the following figures (ICIV) 
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Fig.II Stages 0 f I ntegration INTEGRA T ION 
Intensive collaboration, involving 

StageS 
extensive interdependence, 
significant sharing of resources 
and high levels of trust. 

II" 
Stage4 COLLABORATION 

working together on a case by 
case basis includ ing joint 
analysis , planning and 

accommodation. 

/ 
COORDINA TlON 

Stage 3 Coordination is working together 
on a case by case basis. 

,/ 
COMMUNICA nON 
Talking to each other and 

Sta ge 2 shari ng info rmation . 
Communication Can happen 
between any levels. 

/ 
ISOLATION 
Agencies do not recognize 

Stage 1 the need to communicate nor 
attempt to communicate 

Source: Hopson&Fenton(2008:20) as adapted from Burt Spellman (2007) 

2.12.1 Coordination 

(information sharing 

is the third stage after isolation 

net working) and genera ll y 

and communication 

involves staff of 

different agencies working together on a case by case bas is to ensure 

that cl ients rece ive appropriate services . It can involve front line case 

managers, supervisors and organizational leaders . Unlike collaborat ion, 

coordinat ion does not change the way agencies operate or the types of 

services they provide, rather it represents an agreements between them 

to avoid duplicating each other efforts and engage in some level of 

cooperation in the delive ry of ava ilable serv ices. 
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2.12.2 Collaboration builds on coord ination and incl udes joint work to 

develop shared goals. It also requires participants to follow certain protocols 

that both support and complement the work of others. Unlike coord ination, 

co llaboration requires the commitment to agency or system leadership to 

be effective and produce the kind of sustained changed that is centra l to 

its objectives. Collaboration has a greater potential to creates seamless, 

client centered system of case management, had a greater capacity for 

extend ing the reach of lim ited resources and gets participants closer to 

establishing a foundation for true systems integ ration. Collaboration 

usua ll y results in varying degrees of systems change. 

2.12.3 Integration is the most intensive form of co llaboration, involving 

extens ive interdependence among participants, significant sharing of 

resources and high levels of trust. Integration has tremendous potential to 

streamline efforts and maximize the use of resources by changing the way 

program function internally. Full integration of HIVjAIDS programs would 

necessitate policy and leg islati ve cha nges to reduce funding and 

adm inistrative barriers, and thus is not the focus of this study. 

2.13 Coordinated versus uncoordinated system of HIV / AIDS case 

Management 

While there is general agreements in the HIVj AIDS community that 

collaboration and coordination in the delivery of case management services 

is beneficial to both case managers and clients, these approaches have 

not yet become standard practices within systems of care. For a 

variety of systemic reasons already discussed, case managers 

sometimes work in isolation from each other with only a partial view of 

the services that the client is receiving. 
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Fig. III An Uncoordinated Case Management Environment for the Client 

Source, Hopson& Fenton (2008:20) 

SERVICE 
OVERLAPS 

The figure above depicts an uncoordinated system of care. The outer circle 

represents the total client env ironment. Each case manager's discipline of 

service represented by the shaded ovals in the figure which may cover 

either a specific or several different needs of the client, such as medical 

care, housing substance, abuse treatment, mental health, HIV prevention 

or benefits management. 

It is clear that lack of collaboration or coordination results in duplication of 

services as signified by the areas where the ovals overlap with each other or 

gaps in services that leaves client needs unaddressed as represented by the 

spaces between and around the ovals. 
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Fig.IV A Coordinated & Collaborative Case Management Environment for the Client 

CHent Envl ro"lll 
""t 

COLLABORATION 

I & --::~~ 
COORO INATION 

1" __ .. " 

Source: Hopson and Fenton (2008:23) 

In redrawing, this case management system, each oval now represent the 

unique contributions of individual case managers to a more coordinated or 

collaborative effort. In this system, each case manager supports and 

enhance the role of other case managers to address client needs in a 

comprehensive manner. Areas in which the ovals overlap with each other 

represent efforts by case managers to line their services rather than 

duplicating their efforts and waste resources. The white space between the 

ovals now represent areas of client self sufficiency, areas that expand 

as the client moves 

management services. 

away from his or her dependence on case 

2.14 Key Elements of Successful collaboration and coordination 

The parameters of collaborative or coordinated arrangement can change from 

situation to situation. The level of engagement depends on many factors 
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mentioned already. Despite the difference, there are severa l key elements 

of effective co llaboration or coordi nation. These included: 

2.14.1 A formalized system of communication: case managers who 

serve the same client populations should establish methods of regu lar 

com mun ication so that they can align their activities with each other. These 

could include monthly confe rence ca ll s at designated times, regular case 

confe rence or other approaches that keep them informed and updated 

about shared cl ient's progress. 

2.14.2 A coordinated approach to services delivery: to avo id 

duplication and services gaps, case managers effort must be in sync 

with each other. In cases where clients are eligib le for case management 

services programs, a " lead" case manager cou ld be designated to coord inate 

services and communicate regu larly with other case managers about a 

cl ients progress/ status. Such leadership cou ld rotate between team 

members depending on a client's assessed needs and services pri orities. 

2.14.3 A client centered approach: services should be based on clients' 

assessed need rather than services ava ilabi lity, and should accord cl ients 

both rights and responsibilities for their own care . Case managers should 

recognize and address client barriers to care. 

2.14.4 Comprehensive in scope: since most cl ients w ith HIV/ AIDS face 

multiple and persistent barriers to care, case management systems 

should , to t he extent possible, enhance, cl ient access in a broad range of 

services in seamless manner. This could involve development of a 'one­

stop' model that provides clients with wrap around services to meet their 

needs. 
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2.15 Conclusion 

To conclude, planning is a cooperative and interactive process 

between the case manager and the client that invo lves the development of 

an individualized treatment and service plan based on client needs and 

available resources. Planning also includes the establ ishment of short-term 

and long-term goals for action . Coordination and linkage connect clients to 

appropriate services and treatment in accordance with their service plans 

reduces barriers to access and el im inates/ reduces duplication of effort 

between case management programs. Coordination includes advocating for 

clients who have been denied services for which they are eligible. Monitoring 

and re-assessment is an ongoing process in which case managers 

continually evaluate and follow up with cl ients to assess their progress and 

to determine the need for changes to service and treatment plans. To avoid 

duplication and service gaps, program implementers' (service providers') 

efforts must be in sync with each other. And services should be based on 

clients' assessed need rather than services availability, and shou ld accord 

clients both rights and responsibilities for their own care . 
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CHAPTER THREE 

3 . Results and Discussions 

3.1 Introduction 

This part deals w ith presenting analyzing and interpreting the information 

gathered from Addi s Ababa city administration, Addis Ababa HAPCO and from 

Lideta sub-city administration and non government orga nizations wh ich have 

been working in connection with HIV / AIDS . All resu lts in tables have been 

obtained from the questionnaire respondents and the results obtained from 

interv iew and FGD support and strengthen the questionnaire responses . 

3.2. Analysis of Situations, Opportunities and Needs 

Table I: Situations, Opportunities and Beneficiary Needs 

Yes No Total If 'yes' to 

Items extent 

Did government F 0/0 F 0/0 F 0/0 3 2 

and non-

government 

organization 

make careful 

anal ysis of the: 

A. Situations, 14 22 50 78 100 7.14 14.4 

S. Opportun ities 24 37.5 40 62.5 64 100 4.2 8.3 

C.Seneficiary 

needs before 

designing 

program 

implementation) 46 .8 34 53 .13 64 100 3.3 6.7 

Average 22.6 35.5 41.3 64.54 64 100 4.9 9.8 

Source: Survey Data, 2010 
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Table I depicted that government and non-government organizations do not 

seem to make carefu l ana lys is of the situations 78 percent, opportunities 53 

percent and beneficiary needs 53 percent before designing program 

implementation. In relation to these pOints, although it is quite clea r that only 

we ll -planned and we ll -executed health activ ities with the concerned 

beneficiaries that have the potential to achieve long-term and sustainab le 

results, the Focus Group Discussants (FGD) pOinted out that in most 

implemen tati on programs, the needs of the client or the program benefi ciary 

seem to have been sidelined and downgraded by the program designers. To 

verse it differently, they have not been allowed to participate while different 

HIV/ AIDS programs have been designed. As a result, most of t he progra ms 

do not reflect the interest of the beneficiaries. 

The other important point is that t hough program designers have one 

common objective (i.e . preventing and controlling HIV/ AIDS) they do not 

have coord ination and collaborat ions while launching and designing anti­

HIV / AIDS activit ies. Moreover, we ll-orchestrated interventions, co llaboration 

and an in- depth understanding of the health env ironment as we ll as the 

needs and preferences of all beneficiaries are far more effective than single 

and sporadic approaches (Sch iavo, 2007:337). 
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Table II: Making Early Agreement on Expected Outcomes and 

Evaluation Parameters 

Yes No Total If 'yes' to 

extent 

F % F 0/0 F 0/0 3 2 

Do governmenta l 

and 

Non-governmental 

organ izations have 

made early 

agreements of 

expected outcomes 

and evaluation 

parameters with 

key stakeholders in 

connection with 

HIV/ AIDS7 31 48.43 33 51.56 64 100 3.22 6.45 

Average 31 48.43 133 51.56 164 100 3.22 6.45 

Source : Survey Data, 2010 

As can be mentioned in Table II above, most of the governmental and non­

governmental organizations 51 percent were not participating and making 

agreements on the expected outcomes and eva luation parameters with key 

stakeholders . Almost all the respondents proclaimed that they either did not 

participate 51 percent or nominally participated since most of the programs 

were imposed by the funding organizations. 

Some NGOs during th e interview mentioned that donors were not satisfied 

with the results of some programs in Ethiopia in general and in Lideta sub 

ci ty in particular. The main reason for th is is that the partners, donors, 
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constituencies or clients were not involved in defining expected outcomes or 

parameters before the launching of the programs. 

It is believed that establishing mutually agree-on outcome objectives and 

evaluation parameters with key stakeholders is the latest wisdom that should 

be employed in all organizations horizontally. Some recent findings suggest 

that vertica l funding can overwhelm a weak health system. Since there is a 

finite amount of health aid funding, focusing it on a few diseases has meant 

that the health needs of many go unaddressed. As an alternative, there 

should be a more efficient balance between vertical and horizontal 

investments collaboratively. It is recommended that horizontal programming 

that funds primary health care initiatives wi ll guarantee a more cost-effective 

and sustainable return on investment collaboratively. For this reason, it is 

proposed that by 2015 fifteen percent of the budgets of vertical disease 

oriented programmes like HIVjAIDS, Tuberculosis, and Malaria be invested in 

strengthen ing local primary health care systems in communities around the 

world (WHO, 2009:3). 
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Table III- Levels of coverage of priority needs of different groups 

Item Yes No Total If 'yes' to what extent 

Do the ex isting F a/a F a/a F a/a 3 2 1 

(present) health 

interventions 

against HIV / AIDS 

cover priority 

need of different 

groups, such as 

A. Youth 24 37.5 40 62.5 64 100 4 .1 6 8.33 87 .5 

B. CSW 15 23.43 49 76 .56 64 100 6.67 20 73.33 

D. People with 12 18.75 52 81.25 64 100 8.3 16.67 75 .03 

disabilities 

Average 17 26.56 47 73.44 64 100 6.38 15.00 78.62 

Source: Su rvey Data, 20 10 

Table III stated that the existing (present) health interventions against the 

spread of HIV / AIDS do not seem to cover priority needs of different groups, 

such as youth (63 percent), CSW (76 percent) and d isabled (81 percent). 

According to man y research f indings, in Ethiopia youth, CSW and people with 

disabilities are the prime sufferer of HIV/ AIDS. The young population, 

especiall y unmarried sexually-active fema les carry the greatest risk of HIV 

infection in Ethiopia, with preva lence rates much higher than the average for 

both urban and rura l areas as we ll as all women of reproductive age (MO H, 

2008: 17) . This report further made clear that girl s are at a much greater risk 

at an earlier age because of both biolog ica l and cu ltural factors. Young girls in 

Ethiop ia are more vu lnerab le to HIV than boys because of early age at sexual 

debut, early marriage, sexual abuse and vio lence such as rape 
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and abduction (AAHAPCO, 2008: 12). Some studies (Abebaw Ferede and 

Erulkar 2009: 35) have shown that girls, in Ethiopia often form sexual 

re lationships with men who are on average ten years older. As wel l, 

adolescent girls are at risk because they are unlikely to have had anything or 

experience in sexua l negotiation skills and are especiall y vulnerable in 

situations with older men where age, wealth, physical strength and other 

power dynamics put them at a disadvantage. 

Dozens of findings confirm the widely-he ld be lief that girls start having sex 

ea rlier than boys. Many find ings suggest that due to lack of collaboration or 

coordination the primary needs of youth, commercial sex workers and 

disabled ind ividuals have not got proper support to prevent and control 

HIVjAIDS. As a result, high burden of new HIV infections concentrated 

among young women, especially those sexually active, never married, both in 

the rural and urban areas of Ethiopia. 

Aside from fa iling to reach its stated goal, ve rti cal funding ca n actually harm 

a populations' health by skewing treatment priorities. Patients contacting 

health care facilities are likely to seek a range of treatments, spanning 

curative care, relief from suffering, reassurance, prevention and adv ice on 

use of health services - not just contro l of one single cause of ill health. 

Al though HIVjAIDS is a major health problem in Sub-Sahara Africa, the need 

for non-HIV j AIDS related health care in the populations affected is even 

larger, as the average HIV-prevalence (ages 15-49) is seven percent where 

as the moderate and severe acute malnutrition in the under-5 population is 

ten percent. To illustrate the problem: while acute respiratory infections 

represent twenty six percent of the total developing world burden within the 

20 most important commu nicab le diseases, it receives less than two point 

five percent of direct funding. AIDS, compris ing thirty one percent of the 
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burden, rece ives forty six percent of all direct donor funds. Vertical disease­

oriented programmes, in their single-m inded focus, largely ignore patients' 

needs for access to w id er health care services. 

Table IV: key elements of collaboration and coordination 

Yes No Total If 'yes' to 

extent 

F 0/0 F 0/0 F 0/0 3 2 

Are the key elements 

of successful 

co llaboration and 

coordination 

parameters, such as: 

A. a forma lized 

system of 30 46.9 34 53.1 64 100 3.33 6.66 

communication 

B. a coordinated 

approach to service 

delivery 28 43.8 36 56.3 64 100 3.57 7.14 

C. a client centered 

approach 28 43 .8 36 56.5 64 100 3.57 7.14 

D. Comprehensive in 

scope addressed to 

avoid duplication and 

serv ice gaps? 20 31.3 44 68.8 64 100 5.00 10 

Average 26.5 41.4 37.5 58.6 64 100 5.2 7.8 

Source: Survey Data, 2010 

Table IV stated that 59 percent of governmental and non-governmental 

orga nizations do not seem to have coord inated and co llaborative env ironment 

for HIV / AIDS patients. 53 percent lack fo rm alized system of communicat ion 

regarding this, the HIV / AIDS infected people during the Focus Group 
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Discussion (FGD) proclaimed that organizations which are working against 

HIV / AIDS do not seem to establish methods of regular communication with 

the HIV fatalities so that they can align their activities with each other to 

attain coordinated effect. These include, monthly conference ca lls at 

designated times, regular case conferences, activity report or other 

approaches that keep the HIV/ AIDS patients informed and updated about 

shared clients' progress. 

The Focus Group Discussants further depicted that some organizations are 

found adopting 'o ld patterns ' of organizational behavior, such as ' isolationism' 

and 'territoriality' which inhibit the development of effect ive , co llaborative or 

coordinated relationships within and across governmental and non­

governmental organizations. As a result, as to the loud voices of the FGD 

participants, most HIV/AIDS affected and infected individuals face multiple 

and persistent barriers to care and support in a broad range of services. 

In brief terms, though there are many governmental and non-governmental 

organizations which are working to stop the exponential spread of HIV/AIDS, 

as stated by the organizations themselves and FGD participants, they lack 

formalized system of communication (53 percent), lack coordinated approach 

to the service 56 percent, lack client centered approach (56 percent) and the 

services are not comprehensive in scope sixty nine percent. As can be seen in 

Table IV, above, the remaining leve ls of coordination and collaboration is 

found in lowest extent (85 percent) within and across organizations on 

average. 

It is recognized that effective collaboration and coordination take time 

and resource, which case managers, agency directors, and grantees have 

in short supply. Members further recognize the implications of asking 
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case managers, agency directors, and grantees to balance the needs of 

clients against the time require to develop and sustain effective 

partnerships. However, it is anticipated that through greater 

co llaboration and coord ination, case managers and clients will experiences 

improvements in serv ice delivery, reduced stress, more efficient use of 

both financial and human resources and other advantages that will 

make the effort seem beneficial and valuable. 

Table V: HIV / AIDS Mainstreaming Practices 

Yes No Total If "yes" to 

extent 

F 0/0 F 0/0 F 0/0 3 2 

Do government 

organizations 

launch HIV/AIDS 

mainstreaming 

and practice it 

such as 

A. Assigning 

HIV/AIDS focal 

what 

1 

person 30 46.87 34 53.13 64 100 3.33 6.66 90.00 

B. Budget 

allocation 20 31.25 44 68.75 64 100 - - 100 

D. estab lish 28 43.75 36 56.25 64 100 - - 100 

AIDS fund 

Average 26 4.63 38 59.37 64 100 1.33 6.66 96.67 

Source: Survey Data, 2010 

Tab le V depicted t hat HIV/AIDS ma instream ing such as assign ing HIV/AIDS 

focal person, budget allocation and AIDS fund raising appeared to be in its 

inception rather than being practice fu lly on the ground in all organizations 
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because of a multitude of ups and downs. As stated by the respondents in 

the questionna ire and during the interviews, althoug h Ethiopia has produced 

the implementation guideline on sector mainstreaming with joint participation 

of key partners and few organizations have been assign ing a focal person to 

act as cata lyst for HIV / AIDS mainstreaming purpose, they were constrained 

by over work, lack of training, support and recognition. As a result, nearly 60 

percent of the governmenta l organ izations have not practiced HIV / AIDS 

mainstreaming in their organ izations even though Ethiopia has been 

supporting ma instreaming activities at public and non-public institutions since 

2002. 

In consonant with the information gathered from some respondents, Federa l 

democratic republic of Ethiopia: Federal HIV / AIDS Prevention and Contro l 

Office reported in March, 2008 in Addis Ababa stated that there are laws and 

regulation as well as work place guidelines that protect people li ving with HIV 

in Ethiopia aga inst discrimination . These, as to the report, include the ' labor 

proclamation No . 262/2001 and 377/2003 Article 14.1 d', wh ich strictl y 

prohibits mandatory HIV / AIDS testing for employment, and the Civil Service 

Work place HIV/AIDS gu ideline, 2005, wh ich prevent discrimination of HIV 

positive employees. However, most of the respondent against these 

mainstreaming issues pOinted out that such gu idelines and other 

mainstreaming principles remain on the paper gathering dust on the shelf. 

For example, in some orga nizations such as Ethiopian Airlines, HIV/ AIDS 

testing is mandatory (FDRE, 1998: 29). 
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Table VI- Government and non-government organizations joint 

plans and pooling 

Yes No Total If 'yes' to 

what extent 

F 0/0 F 0/0 F 0/0 3 2 

Do both governmental and 

non-governmental 

organizations have joint 

plan, comm ittee and/ or 

poo ling to stop the 

rampant spread of 

HIV/AIDS? 28 43.75 36 56.25 64 100 - 3.5 

Average 28 43.75 6 56.25 64 100 - 35 

Source: Survey Data 2010 

Table VI pOinted out that governmental and non-governmental organizations 

have not designed workab le joint plans, committee and/ or pooling to mobilize 

both human and non-human resources against the rampant spread of 

HIV/AIDS. Respondents in this research paper stated that 56 percent of the 

organizations have no joint plans and pooling systems, of the remaining 44 

percent of the organizations 96 percent seem to have lowest, nominal joint 

and/ or pooling plans. 

It is essential to have a joint plan to alleviate the above problems. This is 

because planning is a cooperative and interactive process between the case 

manager and the client that involves the development of an ind ividualized 

treatment and serv ice plan based on client needs and available resources. 

Planning also includes the establishment of short-term and long-term goals 

for action. Moreover, coordination and linkage connect clients to appropriate 

services and treatment in accordance with their service plans reduces 

barriers to access and eliminates/ reduces duplication of effort between 

case management programs. 
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Coordination includes advocat ing for clients who have been denied serv ices 

for which they are eligible. 

In brief terms, although a coordinated approach to service delivery is 

essential to avoid duplication and service gaps, almost all of the FGD 

participants and interviewees assu red that there are unceas ing service gaps 

and duplications of resources among different organizations 
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Table VII- Levels of Participation of PLHA Association and HIV / AIDS 

infected people 

If 'yes' to what 

Yes No Total extent 

F 0/0 F 0/0 F 0/0 3 2 1 

Do PLHA 

Associations and 

HIV/ AIDS infected 

people have active 

participation in 

identifying 

priorities, program 

design, program 

implementation, 

Monitoring and 

Evaluation? 10 15.63 54 84 .37 64 100 10 20 70.00 

Average 10 15.64 54 84.37 64 100 10 20 70.00 

Source: Survey Data, 20 10 

Table VII indicates that 84 percent of the people who are living with 

HIV/ AIDS have not participated in designing program im plementation, 

monitoring and eval uation parameters. The Focus Group Discussants 

mentioned that most of the programs and parameters were designed without 

the knowledge of the beneficiaries. 

It is bel ieved that services shou ld be based on client's assessed needs rather 

than service ava ilability to accord clients both ri ghts and responsibilities for 

their own care. Nonetheless, fo r a variety of systemic reasons, most 

organizati ons seem to crea te their own Islands and work in isolation from 

each other with on ly a partia l view of the services that the client is receiving. 

The FDG participants further stated that almost all PLWHA associations are 

becoming non-functional because of lack of fund and co llaborations. 
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They clearly mentioned that some association coordinator have not got their 

sa lary fo r nearly nine mont hs so fa r in 2009/2010 . 

Table VIII- Service Linkages among Government and non-
G tOt" overnmen n anlza Ions 

Yes No Total If 'yes' to 

extent 

F 0/0 F 0/0 F 0/0 3 2 

Are there service 

linkages among 

private, 

government, 

NGOs and other 

service providers 

during HIV/ AIDS 

prevention and 

control Activities? 18 28.13 46 71.86 64 100 11.11 16.7 

Average 18 28.13 46 71.86 64 100 11.11 16.7 

Source : Survey Data , 2010 

Table VIII portrayed that most of hea lth service providers (72 percent) do 

not seem to have service linkages . Though it is conceived that coordination 

can be an important strategy for improving service linkages and 

communications across agencies in promoting greater use of resources and 

achieving greater efficiency in the delivery of services, most NGOs, private 

organizations and government health institutions are found uncoordinated 

vertically and horizontally. Lack of collaboration or coordination between 

service providers in turn result in client confusion about where and how to 

get needed services. For example, as witnessed by one of the female Focus 

Group Discussants, a client who undergoes multip le assessments with several 

health organizations to qualify for services may feel frustrated and 

overwh elmed by the amount of time and energy needed to secure health 
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care and socia l services. The FGD further stated that due to lack of 

coordination , some home based care prov iders have given ART drugs to one 

chron ic AIDS patient more than the prescription repeatedly. 

Table IX: Impact of Clientele towards Coordination and the 'Three 

Ones' principles 

Yes No Total If 'yes' to what 

Items extent 

F 0/0 F 0/0 F 0/0 3 2 1 

Do the clientele 

(Donor/source) of 

the fund donors' 

impact on efforts 

towards coord ination 

and 'Three Ones' 60 93.75 4 6.25 64 100 - 6.25 93.75 

princip les? 

60 93.75 4 6.25 64 100 - 6.25 93.75 

Source: Survey Data, 2010 

Table I X pOinted out that (94 percent) of the global response to the HIV/ AIDS 

ep idem ic has been unprecedented though financing for prevention, 

treatment, care and support activ ities in developing countries has increased 

tenfold over the past several years. In 2005, for the first time, resources 

were sufficient for appropriate response although maintaining resources in 

the longer term remains a cha llenge (94 percent) for 'O ne action plan, One 

national authority, One monitoring system' with increasing resource gaps 

proj ected which mainly stemmed from lack of Clientele coordination 

(He llevik, 2007:12) . However, in many cases the sheer number of donors 

with differin g stipulations on how the money should be spent, hand led, 

monitored and reported has overwhe lmed resource-poor countries with 

li mited human resources. Trying to dramatically increase the delivery of 
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services to com munities in a short period of time has also challenged national 

capacity. This may be especially true in countries experiencing 'brain drain' or 

loss of staff from HIV-related morbidity and mortality. 

A quarter-century into the epidemic, the global response must be 

transformed from an episodic, crisis-management approach to a strategic 

response that recognized the need of the beneficiaries for long-term 

commitment and capacity building, using evidence-informed strategies that 

address the structural drivers of the epidemic. 

The response must become stronger, more strategic and better coordinated if 

the world is to achieve unive rsal access to comprehensive HIV prevention, 

treatment, care and support by 2010. This in turn requires that the many 

actors responding to AIDS at the global, national and local levels fully 

coordinate and harmonize their efforts. 

To tackle this problem, in September 2003 a working group at the 13th 

International Conference on AIDS and Sexually Transmitted Diseases in 

Africa approved a set of guiding principles for making the money work best 

at country level . In April 2004, the Consultation on Harmonization of 

International AIDS Funding - bringing together representatives from 

governments, donors, international organizations and civil SOCiety endorsed 

the 'Three Ones' principles as follows (Hellevik, 2007:45): 'One agreed AIDS 

action framework that provides the basis for coordinating the work of all 

partners One national AIDS coordinating authority, with a broad-based multi­

sectoral mandate One agreed country-level monitoring and evaluation 

system'. 

According to many research findings (Hellevik, 2007: 12) national ownership 

of plans and priorities is the overarching theme of the 'Three Ones'. These 

principles also emphasize the idea that urgently needed responses should 
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contribute to developing national capacity and fit into broader national 

development strategies. They are also fully aligned 

with ongoing efforts for UN reform, which aim to streamline and harmonize 

multilateral assistance, as well as with the Millennium Development Goals, 

which provide an internationally-agreed upon framework for improving lives. 

Scaling up towards un iversal access to prevention, treatment, care and 

support is the internationally agreed-upon goal of the globa l response to 

HIV/AIDS. This will require a massive scaling up of the most effective 

program, and will require strengthening HIV prevention and HIV treatment 

program simultaneously - building on existing synergies - to increase impact 

and ensure susta inability. At the 2005 World Summit, the international 

community agreed to provide universal access to reproductive health by 

2015 . A 2006 political declaration ca lls for universal access to comprehensive 

prevention, treatment and care for HIV or AIDS by 2010. 

Achieving universal access will require broad participation and a strong 

country focus, as called for in the Three Ones. It demands finding practical 

ways to overcome obstacles to scaling up, building on decisions already 

made. The Three Ones process encourages countries to set their own 

roadmaps - including midpoint targets and milestones - for them in order to 

advance toward universa l access and to achieve the Millennium Development 

Goal on HIV/ AIDS. 
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Table X: Project Sustainability while NGO's withdraw from 

the Area 

If 'yes' to what 

Items Yes No Total extent 

F 0/0 F 0/0 F 0/0 3 2 1 

Is there a 

taskforce to take 

over the projects 

so as to sustain 

whil e the NGOs 

wi thd raw from 24 37 .5 40 62.5 64 100 4 .2 8.3 87 .5 

area? 

24 37.5 40 62.5 64 100 4.2 8.3 87.5 

Source: Survey Data, 2010 

Table X depicted that (62 percent) project lack sustainability while NGO's 

wit hdraw from the area. One of the most perpl exi ng concern s confronting 

deve lopment specialists working in the health sector is the sustainabi li ty of 

externally sponsored project activities and outcomes, once external funding 

ends. Too often, when international assistance ends, the activ ities initiated on 

the ground also die w ith little left to show for the effort. Yet, a key challenge 

in assessing sustainability is the diversity of views about what should be 

sustained. 

In its simplest terms, sustainability is the ab ility of an activ ity or system to 

persist. The heightened attention of international development assistance 

organizations to sustainability is, in part, an offshoot of the increased focus on 

outcome- based funding in development assistance work. Outcomes must be 

evident an d they must remain long enough to have an impact. The lack of 
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sustainable impact is wide ly seen as a key threat to continued flow of 

international development assistance. However, one of the challenges in 

assessing sustainability is the diversity of views about what should be 

sustained. 

As to different literature (Fenton, 2008: 15 and Singh and Nakya, 2009 :46, 

to mention some), whenever projects and funding from donor agencies are 

about to end, AIDS NGOs are always alarmed and frightened about this 

situation. Although this is understandable, what is making this situation 

unbearable is that as if there is no life to the NGO or project after funding 

ceases from donor. NGOs would cram for planning and most of the time 

tension would grip the NGO office. The worse is that staff would lose 

motivation and project implementation would suffer, even though, there is 

still a lot of time before the project ends. As the issue of sustainability has 

been a perennial problem to NGOs doing HIV j AIDS work, and a lot of 

probable solutions have been drafted to address this challenge, still NGOs 

would have problems about this. This paper presents a perspective in going 

about this challenge of sustainability. It will remind NGOs even at the start 

of implementing an HIVjAIDS project that they should also start thinking 

and planning how to continue these projects. Giving more weight to project 

sustainability is like giving more focus and values to HIVj AIDS work as 

continuity of the AIDS project will most of the time be assured. Even the 

pandemic rages on, projects on HIVj AIDS continue to prevent communities 

from its impact and provides care and support to the infected and affected. 

1.3 Conclusion 

Lack of coordination results in duplication of services, overlap of services 

with each other, or gaps in service that leave client needs unaddressed, 

whereas coordination represents an agreement between agencies to avoid 

duplicating each other's efforts and engage in some level of cooperation in 

the delivery of available services. 

For a variety of systemic reasons, most organizations included in the study 

seem to create their own Islands and work in isolation from each other 
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with only a partial view of the services that the client is receiving. To change 

these trend agencies i.e. all the stakeholders involve in the prevention of 

HIV / AIDS and mitigating its impact should come together under collaborative 

and coordinated framework where they consistently complement each other's 

effort. This will req uire new ways of thinking and address old patterns of 

organization behavior such as isolation. But for some it seems threatening 

(lack of trust, fear of losing organizational authority/autonomy). 
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CHAPTER FOUR 

4 SUMMARY, CONCLUSION AND RECOMMENDATION 

4.1 SUMMARY OF THE FINDINGS 

In practice, coordination and collaboration reflect different leve ls of 

cooperation among agencies or staff. Coord ination, for example, generally 

involves staff of different agencies working together on a case-by-case 

basis to ensure that clients rece ive appropriate services. It can involve 

front-line case managers, supervisors and even orga nizationa l leaders. 

Coord ination does not change the way agencies operate or the services 

they provide, rather, it represents an agreement between partners to avoid 

overlap in each other's efforts and cooperate to some degree in the delivery 

of services they already provide. 

Collaboration builds on coordination and includes joint work to develop 

shared goa ls. It also requires participants to follow set protocols that 

support and complement the work of others. Unlike coordination, 

collaboration requires the commitment of agency or system leadership to be 

effective and produce the kind of sustained change that is central to its 

objectives. Collaboration has a greater potential to create seamless, cl ient­

centered systems of case management, has a greater capacity for extending 

the reach of limited resources and gets participants closer to estab lish ing a 

foundation for true systems integration . 

Wh ile co llaboration yields greater benefits for agencies, systems, and clients, 

instances exist where collaboration is not possible or appropriate. But 

coordination can be an important strategy for improvi ng interagency 

communication and promoting more efficient delivery of case management 

services to HIV-infected persons. Coordination ca n help lay the groundwork 

for future collaboration. Hopson and Fenton (2008:25) 
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Thus, this study was intended to investigate the levels of coordination and 

collaboration within and across governmental and NGOs. To this end the 

following leading questions were formulated: 

1. What are the challenges towards coordination among governmental 

and non-governmental organizations in Addis Ababa? 

2. To what extent does the interest of the clientele of the fund donor's 

influence the on efforts towards coordination' 

3. Has there been effective coordination among government organizations 

and non-government organizations to implement the HIV/AIDS 

programs' 

4. To what extent does lack of coordination among different organizations 

affect HIV/AIDS program implementations' 

5. How has lack of human and financial resource capacity affected 

implementation? 

6. What mechanism/measures should be used in order to resolve the 

challenges of implementations' 

In order to answer the above leading questions, Mixed Research Method was 

employed. According to Cresswell (2009:67) mixed method research has 

been increasingly seen as a third approach in research methodology . It 

involves the collection or analysis of both qualitative and quantitative data in 

a single study with an attempt to integrate the two approaches at one or 

more stages of the research process. From the ten sub-cities in Addis Ababa, 

Lideta sub-city was selected by using purposeful sampling technique. All the 

secured information was tabulated, converted into percentile, analyzed, 

interpreted and discussed. 

In brief, the overall result of this research has shown that there is very little 

coordination and col laboration within and across different organizations. To 

verse it differently, stakeholders are expected to engage in greater 

cooperation toward pursuit of mutual goals. There are no formalized 

systems of communication and coordinated service delivery which are 

comprehensive in scope and client-centered approaches. 
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4.2 CONCLUSION 

After the data were gathered and analyzed the research er arrived at the 

following concl usions: 

1. Both government and non-government organizations do not 

seem to make careful analysis of the situations (78 Percent), 

opportunities (62 Percent) and beneficiary needs (53 percent) 

before designin g program implementation. The needs of the 

program beneficiary seem to have been side lined and 

downgraded by the program designers. In other words, the 

program beneficiaries have not been allowed to participate while 

different HIV/AIDS programs have been designed. As a result, 

most of the programs do not reflect the interest of the 

beneficiaries 

2. Most of the governmental and non-governmental organ izations 

(51 percent) were not participating and making agreements on 

the expected out comes and eva luation parameters with key 

stakeholders. Almost all the respondents proclaimed that they 

either did not participate (51 percent) or nominally participated 

since most of the programs are imposed by the funding 

organizations . 

3. The existing (present) health interventions against the spread of 

HIV / AIDS do not seem to cover priority needs of different groups 

and lack coordination and collaborat ions, such as youth (62 

percent), CSW (76 percent) and disabled (81 percent). The young 

population, especially never-married sexually-active females 

carry the greatest risk of HIV infection in Ethiopia, with 

prevalence rates much higher than the average for both urban 

and rural areas as we ll as all women of reproductive age (MOH, 

2008:17). 
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4. 58 percent of governmental and non-governmental organizations 

do not seem to have coordinated and co llaborative environ ment 

for HIV / AIDS patients. They lack formalized system of 

communication (53 percent), lack coordinated approach to the 

serv ice (56 percent), lack client centered approach (56 percent) 

and the services are not comprehensive in scope (69 percent). 

The remaining levels of coordination and co llaboration are found 

in lowest extent (85 percent) within and across organizations on 

average. 

5. HIV/ AIDS mainstreaming such as assigning HIV/AIDS focal 

person, budget allocation and AIDS fund rais ing appeared to be 

remain on the paper since 60 percent of the governmental 

organizations have not practiced HIV/AIDS mainstreaming in 

their orga nizations For example, in some organizations such as 

Ethiopia n Airlines, HIV/AIDS testing is mandatory current ly. This 

provokes stigma and discrim ination unless a remed ial action 

taken. 

6. Governmental and non-governmental organ izations have not 

designed workable joint plans, committee and/or pooling to 

mobilize both human and non-human resources aga inst the 

rampant spread of HIV/AIDS. These research paper respond ents 

stated that 56 percent of the orga nizations have no joint plans 

and pooling systems. Out of the remaining 44 percent of the 

organizations 96 percent seem to have lowest, nominal joint 

and/or pooling plans. 

7. 84 percent of the people who are liv ing with the HIV / AIDS have 

not participated in designing program implementation, monitoring 

evaluation parameters. The Focus Group Discussants mentioned 

that most of the programs were designed with out the knowledge 

of the beneficiaries. 
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8. Though it is conceived that coordination can be an important 

strategy for improving service linkages and communications 

across agencies in promoting greater use of resources and 

achieving greater efficiency in the delivery of services, most of 

the health service providers (72 percent) do not seem to have 

service linkages or they are found uncoordinated. Lack of 

collaboration or coordination between service providers in turn 

result in client confusion about where and how to get needed 

services. 

9. 94 percent of the global response to the HIV/AIDS epidemic has 

been unprecedented though financing for prevention, treatment, 

care and support activities in developing countries has increased 

tenfold in developing countries over the past several years. 

Resources were sufficient for an appropriate response although 

maintaining resources in the longer term remains a cha llenge (94 

percent) for 'One action plan, one national authority, one 

monitoring system' with increasing resource gaps projected. 

10. 62 percent of HIV / AIDS projects lack sustainability while NGO's 

withdraw from the area. In other words, when international 

assistance ends, the activities initiated on the ground also die 

with little left to show for the effort. Yet the key challenge is in 

assessing the sustainability of the diversity of views about what 

should be sustained. 

Absence of collaboration and coordination could minimize the positive 

impact of case management for HIV-infected clients. For example, in 

situations where clients have multiple case managers who do not work 
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together or comm unicate, gaining access to services can prove time­

consum ing and cause client confusion about each manager's role in 

his/ her care. Lack of coordination and collaboration leads to overlap of 

efforts and ineffective use of resources, consequences case mgt 

agencies can ill afford given tight budgets and high caseloads . 

In brief, the overa ll result of this research has shown that there is very little 

coordination and co llaboration within and across different organizations. 

4.3 Recommendations 

In the light of the finding of the study, it is possible to suggest the following 

recom mendations: 

1. Both government and non-government organizations should make 

careful analysis of the situations, opportunities, and beneficiary needs 

before designing program implementation. The needs of the program 

beneficiary should not be sidelined and downgraded by the program 

des igners. In other words, the program beneficiaries should be 

allowed to participate while different HIV / AIDS programs have been 

designed . 

2. All the governmental and non-governmental organ izations should 

make agreements on the expected out comes and eval uation 

parameters with key stakeholders before launching the programs. 

3. The existing health interventions against the spread of HIV / AIDS 

should cover the priority needs of different groups, such as CSW and 

persons with disability. Attention shou ld be given to the young 

popu lation, especially never-married sexually-active females carry the 
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greatest r isk of HIV infection in Ethiopia, since the prevalence rates is 

much higher than the average for both urban and rural areas as we ll 

as all women of reproductive age (MOH, 2008: 17). 

4. Both governmental and non-governmental organizations should 

create coordinated and co llaborative environment for HIV / AIDS 

patients. They should have formalized system of communication, 

coordinated approach to the service, client centered approach and the 

services should be comprehensive in scope. 

5. HIV/AIDS mainstreaming programs should be practiced such as 

assigning HIV/AIDS focal person, budget allocation and establishing 

AIDS fund to strengthening the multi-sectoral responses. 

6. Governmental and non-governmental organizations should have 

workable joint plans, committee and/or pooling to mobilize both 

human and non-human resources aga inst the rampant spread of 

HIV/ AIDS. 

7. Enabling environment has to be created for people who are li ving 

with the HIV / AIDS to participate in designing program, 

implementation, monitoring evaluation parameters. 

8. All the health service providers should have service linkages or 

coordination among themselves to give effective client services about 

where and how to get needed services. This is because coordination 

can be an important strategy for improving service linkages and 

communications across agencies in promoting greater use of 

resources and achieving greater efficiency in the delivery of services. 
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9. The government of Ethiopia should strive to minimize (or if possible to 

avoid) the dependency syndrome that prevail among the HIV/AIDS 

infected people specially the destitute section of the society and 

should enable them to engage in different activities because the 

global response to the HIV/AIDS epidemic has been unprecedented 

though financing for prevention, treatment, care and support 

activities in developing countries has increased quadrupled and more 

in developing countries over the past several years. Resources were 

sufficient for an appropriate response although maintaining resources 

in the longer term remains a challenge for 'One action plan, one 

national authority, one monitoring system' with increasing resource 

gaps projected. 

10. HIV/AIDS projects should be sustainable while NGO's withdraw from 

the area . In other words, there should be fertile ground to sustain 

projects when international assistance ends . 
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Appendix-I 
Addis Ababa University 

Faculty of Business and Economics School of Graduate studies 

Department of Public Administration and Development 

Management 

In-depth Interviews for Policy Designers (AAHAPCO, AAHB), Sub 

city HAPCO, Sub city Health office head, PLHA association chair 

Persons & representatives from private higher clinics, NGOs and 

Sub city Idir council chairperson 

I. General instruction 

The questions are prepared to gather information about the challenges of HIY / AIDS Program 

implementation in Addis Ababa city Administration (one Sub-City Lideta). I am Mesfin 

Derso. I came from Addis Ababa University Faculty of Business and Economics Department 

of Public Administration and Development Management. You are one of the resourceful 

persons in connection with HIY/AIDS; thus, thank you in advance for being volunteer to be 

interviewed and devote your time. Your genuine and accurate information has paramount 

importance for the success of this research paper. Yet, be confident that whatever ideas yo u 

forward will be kept confidential and used only for research purpose. So, would you mind 

introducing yourself and answer the fo llowing questions? You can interpret the question the 

way you are intended to carry out. 

Part I. Background Information 

For the questions given below write your response using the appropriate word or phrase. 

I) 

2) 

3) 

4) 

5) 

Sex: Male Female 

Age' _____ _ 

Marita l Status: Married __ , Single __ , Divorced_ , Widowed __ 

Sexuality: Active __ , Inactive __ 

Educational status/Qualification:- Completed 

a) Elementary School b) High School c) Diploma 

d) Degree e) Masters Degree and above 

6) Current position at office _ ______________ _ 



Part II. Interview Questions 

Questions on implementation & coordination programs 

1 . Did government and non government organizations make carefu l analysis oflhe: 
A. Situations 
B. Opportunities 
I. Beneficiaries needs 

before designing HIV I AIDS programs implementation? 

2. Does governmental and Non-governmental organization have made early agreements of 
expected outcomes and evaluation parameters with key stakeholders in connect ion with 
HIV/AIDS? 

3. Do the existing (present) health interventions against HIV/AIDS cover priority need of 
different groups, such as 
A. Youth 
B.CSW 
C. People wi th disab ilities? 

4. Are the key elements of successful coordination and co llaboration parameters, such as: 
A. a formali zed system of communication 
B. a coordinated approach service delivery 
C. a client centered approach 
D. comprehensive in scope addressed to avoid duplication and service gaps? 

5. Do government organizations launch HIV/AIDS mainstreaming and practi ce it such as 
A. Assigning HIV I AIDS focal person 
B. Budget allocation 
C. Establish AIDS fu nd 

6. Do both governmental and non-goverrunental organizations have joint plan, committee and lor 
pooling to stop the rampant spread of HI VIA IDS? 

7 . Do PLHA Associations and HIV/AIDS infected people have active parti cipation in 
identifying pri orities, program design, program implementation, Monitoring and Evaluation? 

8 . Are there service linkages among private, govenun ent, NGOs and other service providers 
during HIV/AIDS prevention and control Activities? 

9. Do the clientele (funder of the programs) of the fund donors' impact on efforts towards 
coordination and the 'Three Ones' principles? 

10 . Is there a taskforce to take over the projects so as to sustain while the NGOs withdraw from 
the area? 



Appendix-II 
Addis Ababa University 

Department of Public Administration and Development 

Management 

Faculty of Business and Economics School of Graduate studies 

Questionnaire for Kebele health extension supervisors, kebele 

Health office head, Anti-AIDS clubs committee members, 

Health Centers Directors and Core process owners, faith based 

organizations, higher private clinics physicians and NGOs staff 

The questionnaire IS prepared to gather information about the implementation of 

HIV/AIDS Program in Addis Ababa city Administration Lideta Sub-city). You are not 

required to write your name. You are simply expected to generate (fill) genuine and 

accurate info rmation freely and openly. Whatever ideas you forward will be kept 

confidential and used only for research purpose. Thank yo u in advance fo r doing the 

questionnaire. 

Part I. Background Information 

Mesfin Derso 

Addis Ababa Unive rsity 

For the questions given below write your response using the appropriate word or phrase . 

I) Sex: Male Female 

2) Age ____ _ 

3) Martial Status: Married __ , Single __ , Divorced_ , Widowed __ 

4) Sexuality: Active __ , Inactive __ 

5) Educational status/Qualification:-

Completed a) Elementary School b) Hi gh School c) Diploma 

d) Degree e) Masters Degree and above 

6) Current position at office ___________ _ 



Part II. Put tick mark c'h under 'Yes' or 'No' to assess the implementation & 

coordination process of HlV/AIDS programs and then number 3=highest, 

2=medi um and I = lowest to describe the degree of each issue, if your answer is 'yes'. 

yes No To what extent 
3 2 1 

1 Did government and non government organizations make 
careful analysis of the: 

A. Situations 
B. Opportunities 
2. Beneficiaries needs 

before designing HIV I AIDS ]Jrograms implementation? 

2 Does governmental and Non-governmental organization 
have made early agreements of expected outcomes and 
evaluation parameters with key stakeholders in connection 
with i-IIV/AIDS? 

3 Do the ex isting (present) health interventions against 
HIV IAIDS cover priority need of different groups, such as 
A. Youth 
B.CSW 
C. People with di sab ilities? 

4 Arc thc key elements of successful coordination and 
collaboration parameters, such as: 

A. a formali zed system of communication 
B. a coordinated approach service deli very 
C. a client centered approach 
D. comprehensive in scope addressed to avoid duplication 

and service gaps? 

5 Do government organizations launch HIV/AIDS 
mainstreaming and practice it such as 

A. Assigning HIV I AIDS focal person 
B. Budget allocation 

C. Establi sh AIDS fund 

6 Do both governmental and non-governmental 
organizations have joint plan, committee and lor pooling to 
stop the rampant spread ofHIV/AIDS? 



yes No To what extent 
3 2 1 

7 Do PLHA Associations and HIV/AIDS infected people 
have acti ve participation in identifying prioriti es, program 
design, program implementation, Monitoring and 
Evaluation? 

8 Are there service linkages among private, government, 
NGOs and other service prov iders during HIV I AIDS 
prevention and control Activities? 

9 Do the clientele (Source of fund) of the fund donors' 
impact on efforts towards coordination and the 'Three 
Ones' principles? 

10 Is there a taskforce to takeover the projects so as to sustain 
while the NGOs withdraw from the area? 



Appendix-III 
Addis Ababa University 

Department of Public Administration and Development 

Management 

Faculty of Business and Economics School of Graduate studies 

Focus Group Discussion with PLHA Association Members and 

HBC (home based care providers) 

The questions are prepared to gather information about the implementation of I-II V/AIDS 

programs in Addis Ababa city Administration (targeted at Lideta Sub-City) . You are not 

required to mention your name. You are simply expected to generate genuine and 

accurate info rmation freely and openly. Whatever ideas you forward will be kept 

confidential and used only for research purpose. Thank yo u in advance for being 

volunteer in the Focus Group Discussion. 

Mesfin Derso 

Addis Ababa University 

I. Questions for FGD on program implementation 

I . Did government and non government organizations make careful analys is of the: 

A. Situations 
B. Opportuniti es 
C. Beneficiari es need 

before design ing HIV/AIDS programs implementation? 

2. Does governmental and Non-governmental organization have made earl y 

agreements of expected outcomes and eva luation parameters with key 

stakeholders in connection with I-IIV / AIDS? 

3. Do the existing (present) health interventions against HIV/AIDS cover priority 

need of different groups, such as 

A. Youth 

B CSW 

C. People with disabilities? 



4. Are the key elements of successfu l coordination and collaboration parameters, such 

as: 

A. a formalized system of communication 

B. a coordinated approach service delivery 

C. a client centered approach 

D. Comprehensive in scope addressed to avoid duplicat ion and service gaps? 

5. Do government organizations launch HIV/AIDS mainstreaming and practice it such 

as 

A. Assigning HIV I AIDS focal person 

B. Budget allocation 

C. Establi sh AIDS fund 

6. Do both governmental and non-govenunental organizations have joint plan, 

committee and l or pooling to stop the rampant spread of HI VIA IDS? 

7. Do PLHA Associations and HIV/AIDS infected people have active participation in 

identifying priorities, program design, program implementation, Monitoring and 

Evaluation? 

8. Arc there service linkages among private, government, NOOs and other service 

providers during HIV/AIDS prevention and control Activities? 

9. Do the clientele (Source of fund) of the fund donors' impact on effort s towards 

coordination and the 'Three Ones' principles? 

10. Is there a taskforce to take over the projects so as to sustain while the NOOs 

withdraw from the area? 


