Subject:     A SHORT NOTE ON HIV/AIDS COMPETENCE   

Explanatory Note:    The following are a few thoughts, rather than a complete paper, on HIV/AIDS competence in preparation for discussion with Lisa Mbele Mbong on 14th November 2001.        Relevant documentation  includes UNAIDS 'best practice' on Phayao - Thailand (2000);       technical notes one, two and three on 'local response'   (UNAIDS Geneva);     a draft paper by Dr Joe De Cosas on SAT, Harare, on 'Social Ecology';  and many documented examples of  ' local community capacity development' or local response in multiple cultural situations between the years 1990 to the present, held on file by the  Salvation Army International Health Services office, London.

BACKGROUND

The theoretical foundation to local response is community development.    'Human capacity development' refers to the nurturing, refinement and application of the potential of people in local relationships and partnerships to respond to stress situations.  The context for development is mutual well being, acknowledgement of challenges, and affirmation of strength, including capacity for caring by standing alongside others, capacity for change, capacity for community building, for leadership, and for hope.  Such human values, when affirmed, motivate people in local relationships and other  community environments to respond in the interest of a shared future. The essence of the community development process allows the participation of 'outsiders', yet  strongly grounds response in local community ownership.

EXPRESSION OF HUMAN CAPACITY AND COMPETENCE

Human capacity and competence is seen in persons, families, communities, potentially even in nations.  For example, a 'community' is competent, when it is acting, when it is changing, and when it is measuring its change for itself.   Competence can be expressed  in synergy with local and other partners.    

Distinctive areas of human capacity that can develop for response to HIV/AIDS include:

· care encompassing emotional, spiritual, and physical well being; 

· capacity for change - not only behavioural change;

· capacity for acknowledgement.

HIV/AIDS insidiously and increasingly exerts impact, which escapes the attention of insiders and outsiders. Failure to acknowledge the accumulating loss leads to suppression of hope and of community memory formation.  Capacity can be built on community relationship and accountability that focuses the environment for shared change.  This in turn leads to confidence to deal with both the present and the future.  

ACTIVITIES  AND  RESPONSES THAT SUPPORT HIV/AIDS COMPETENCE

In contrast to loss of hope and confidence, it is possible for people in local situations to acknowledge fragility, and threat, and at the same time act for the future through utilising existing resources of human capacity and technical support.    It has been commonly observed that when relationship-based home care is linked to acknowledgement of group based anxiety that often leads to stigma, then personalised blame shifts to shared concern on issues that affect the wider group.    The community exercises capacity for shared confidentiality.   An environment is then created which is destigmatising, and in which  care and change can be more easily sustained.

Some activities and responses that help develop local community competence include:

· locally available team approaches to home care, strategically linked to 

· community driven processes of acknowledgment and response, 

· community counseling is a tool for acknowledgment.

· responses include behavioural change, support, and income generation, along with more assertive efforts to advocate, and to access health care and other support.   

· environmental influences including appropriate technical support, skills training, and helpful legal policy context are also crucial for nurturing knowledge transfer between local responses, and partner organizations.

SOME RESULTS/INDICATORS OF HIV/AIDS COMPETENCE

· defined action by a team of people within a local  setting 

· action is carried out 

· the local community along with local partners is able to measure for progress by naming indicators 

· care with reference primarily to support in daily living 

· change, not only behavioural  but environmental 

· community building characterised by belonging 

· hope, which represents confidence to deal with the present and the future at the same time whilst drawing on the past as a source of strength and transfer  

· community to community transfer and other forms of knowledge transfer 

· strengthening of local partnerships  

· learning opportunities for national and international networks and organisations

A CONTINUUM FOR HIV/AIDS COMPETENCE

Some elements of globally relevant HIV/AIDS competence are shown in table form, along with examples of actions and indicators.

The following table illustrates a continuum for HIV/AIDS competence

	ELEMENTS
	HIV/AIDS COMPETENCE OUTCOMES
	INDICATORS
	EXAMPLE

	Personal
	Ready to share the news verbally in public, or in intimate family and friends circles
	Family inclusion and willingness to declare

 ‘we have HIV/AIDS'
	Zambia (Chikambola

local community)

	Family
	Destigmatisation

Economic improvement

Functioning as a normal part of the community
	Income generating activities in which the family participates. 

Inclusion of children in school.

Family stability, with resolution of conflict and growth of solidarity.
	North East India (Mizoram - programme with drug using youth)

	Local Community
	The community continues to exist

Care and prevention are integrated into everyday life
	Community measurement of change 

Community to community transfer.

Community determined indicators

Home care links to community conversation and prevention

Advocacy to health systems


	Northern Zambia – (see draft report on the Human Capacity Development Workshop 15-18 October 2001 - Zambia)

	ELEMENTS
	HIV/AIDS COMPETENCE OUTCOMES
	INDICATORS
	EXAMPLE

	Local partnerships
	Communities with local partners develop a shared vision that is based in local ownership and responsibility for response.
	Local  responses and other partners facilitate knowledge transfer between communities, and between organisations
	Tanzania  (Mwanza)

Thailand (Phayao, Chiang Mai)

	National Partnerships and Networks
	Better collaboration.

More partnerships that are based in local responses and knowledge transfer. 

Willingness  to learn from local action and experience.
	Formation of networks

Networks based in shared vision for learning with local responses, and in collaboration

National facilitation teams
	Zambia (National Facilitation Team.)     Regional Networks in support in country responses e.g. (SAT, RATN, The Salvation Army

	Government
	Government commitment expressed through the National AIDS Council, for local response.

Improved and decentralised health and other systems.

Commitment to improve  technical assistance, as a support for local response  

Broadening and  expansion of the role of health  systems to include facilitation of going to scale with local responses
	People in health systems are encouraged to learn from local action and experience. 

Inclusion of people from National AIDS Council in local learning.

Process analysis of  facilitation  and the formation of national facilitation teams
	Brazil

Zambia

Thailand

Uganda


ATTACHMENT:    THREE CASE STUDIES   

1. The development of the NATIONAL FACILITATION TEAM – some process elements that were part of the ‘Human Capacity Development Workshop’, Zambia, 12 – 19 October 2001, sponsored by UNAIDS Technical Network Development Unit, Geneva.

	Regarding the process of the emergence of the national facilitation team, there are some points worth noting:

· The preparation for the workshop - there were four working group meetings 

over three months.   By the third meeting, local ownership had happened and 

vision had authentically developed and shared. 

· At the workshop the same working group acted as facilitators throughout.  

· Each morning the SALT process imaged  the idea of a National Facilitation Team.    Through an extending scenario, some approaches and steps in a typical visit were analysed

· Concept analysis coordinated by Thebisa Chaava grounded people's thinking  solidly in the notion of local capacity for response

· This was matched by Alison Rader's work on analysing  the 'working culture of facilitation'   by networking and organizations

· Invitations were  named for NFT visits

· Applications were undertaken by every person leading to explicit commitment toward a human capacity development framework and  to participation in the NFT (25 out of 30 people)

· There was agreement by the working group and  by the group as a whole, on the need for a national partner institution and for the  need for follow up visits that should begin very soon

· The working group has agreed that CMAZ should be affirmed as the national partner institution 

· Meetings have been set up to plan the schedule and to link with the National AIDS Council.

· In Thailand at the technical consultation on the involvement of PLWHA discussion happened  with Dr Alix Simwanza, the national programme officer of the NAC, regarding the need for a strong collaborative link with the NAC and with the NFT.   The working group believes that the TND Unit should continue to show interest in the NFT and have a presence in Zambia on a regular basis - perhaps sitting alongside the three-monthly synthesis.   This will give an opportunity to 'mentor' as needed.

· The imaging of the National Facilitation Team was carried out the day after the workshop through the first National Facilitation Team visit to the Kafue Gorge Hospital and community




	2. CHIKOMBOLO COMMUNITY YOUTH PROJECT, SOUTHERN PROVINCE, ZAMBIA
· In 1997,  a headman in the Chikankata Hospital catchment area was encouraged by the hospital AIDS care and prevention team to make a visit with six other headmen to the Kafue Gorge community

· This is located in a power station complex, and a large part of the population consists of security personnel and police

· The Kafue Gorge response at that point was one of embracing home care and there was some concern emerging for orphans and for youth.   The headman from Chikombolo was inspired by this and thought a lot on his return.  He was very open to people with HIV/AIDS in his community and encouraged home care and community involvement

· He was invited in 1999 to attend a meeting sponsored by UNAIDS  in Botswana for Christian Development Organizations and leaders throughout Africa and other parts of the world.

· He represented the view that ‘our community has HIV’.     He was very effective, along with two members of his community who actually are living AIDS.    On his return he gathered other headman together and agreement was reached to allocate land in the interest of youth, to develop income generating work and agriculturally based skills that would in the future enable youth to be productive and engaged

Youth became involved from the beginning and were part of the coordinating committee.

Other partners were encouraged to join – the local school, and the hospital.   However the hospital was not asked for money nor was it asked to organize the event.

· The committee wrote a project long-hand, and  this was presented to the international facilitation team of The Salvation Army for advice, during a visit to Chikankata Hospital.

· The original document was shared with the funding group in London, which provided $26,000 for the initiative proposed – in short, it was a local demonstration that had potential to spread to at least ten other locations in the catchment area.

· This has now been implemented – the land is allocated (eight hectares), some small buildings constructed, and implements along with animals obtained.   Other headmen are involved – after initial distrust and jealousy, they became aware that this was a learning experience for other

organizations as well as for themselves, and they now welcome shared involvement between different parts of  the attachment area.

· The hospital remains an infrastructural support but is not a supervisor – in this sense it is a facilitator organization cooperating as a partner together with the local community.   In this sense both comprise elements of the local response. 

· This represents a community and not commodity driven initiative




	3.        THE SALVATION ARMY FACILITATION TEAM APPROACH 
REPRESENTING 
INTERNATIONAL, REGIONAL, COUNTRY, LOCAL SUPPORT PROCESSES TO 
SUSTAIN HIV/AIDS  RELATED RESPONSE

· Based on an integrated home care and neighbourhood prevention process demonstrated at Chikankata Hospital, Zambia, from 1987 through to 1990, the notion of ‘local community capacity development’ or ‘local response’  was developed and valued.

· The International Headquarters health services of The Salvation Army, based in London promoted from 1990 the idea of ‘concept transfer’.   This was implemented through a four member international facilitation team representing a strong experience in local programme development from Zambia and from other places, and a multi-cultural perspective.

The focus was on working with The Salvation Army  constituency and yet other religious and secular organizations, and situations

· Local responses developed rapidly – out of an initial project   goal of six  countries, 18 country responses developed within three years, and 37 country responses by the year 2000.

In Africa, demand rapidly grew for more accessible and frequent technical support.     The facilitation team based style was strongly appreciated – face to face,   based on strategic questioning, and active listening, with shared development of tools for capturing concerns, vision, ways of working, activities, and desirable results that expressed  local capacity development rather than actions of the implementing organizations.

· Regional facilitation teams in Africa, Asia Pacific and India  developed between 1995 and 1997.    These are built from local field implementers who from time to time join an intercountry team  that works facilitatively, face to face with people with local responses, to help evaluate,  design and support development.

The process constantly reinvents itself because it is immersed in learning from local experience.    An indicator of well-being is that the resource pool  consists of people from international, regional country and local context who are effective facilitators in a relationship based team approach as well as useful as successful local implementers.

This international support and learning team process is illustrative of growth in organizational HIV/AIDS competence
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