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1 INTRODUCTIONAND OVERVIEW
The Dire Dawa administrative council consists of the city of Dire Dawa and surrounding rural areas. The council has no administrative zones but one woreda-Gurguraworeda. There are 4 Keftegnas, 24 urban kebeles and 28 rural peasants associations. Dire Dawa is the capital city of the administrative council. Dire Dawa is located in the eastern part of the country enclosed by the state of Somalia and the state of Oromia. It is founded at a distance of 515 kilometers from Addis Ababa. 

As a result of the spread of HIV/AIDS in Dire Dawa city, the number of HIV positive women and the affected households is increasing.  As a result the number of orphan and vulnerable children in the area and the surrounding areas is also growing. According to data obtained from the city HIV/AIDS Control and Prevention Office, there are currently4,255 orphan and vulnerable children in the town of DireDawa alone. As available literature demonstrates, children affected by AIDS are in themselves highly vulnerable to HIV infection. Their risk for infection arises from the potential for early onset of sexual activity, commercial sex and sexual abuse; all of which may be precipitated by economic need, peer pressure, lack of supervision, exploitation and rape (source of the idea from Skinner, Tsheko, Mtero-Munyati, Segwabe, Chibatamoto, et al). 

Moreover, PLWHA and their affected families are victims of stigma associated with HIV/AIDS. Still the awareness towards the problems of OVCs and the type and quality of support and care they need is also very low at community level. Besides, support services directed at orphans and vulnerable children in the area are at their minimal. 

Due to its wide spread gap in OVC, care and support it essential to strengthen the health and wellbeing of OVC. OVCs should be enabled to utilize services for improving HIV/AIDs care, health, nutrition, economic security, education, protection and psychological well-being. Working at community level social mobilization and development interventions related to HIV/AIDS will help translation of awareness in to social action. A community based mobilization intervention that is aligned with the overarching national strategy of HIV prevention should therefore be implemented in the area. It is necessary to engage in OVC support interventions as the burden of the problems of OVCs mainly fall on the shoulders of women and elder girls as experience demonstrates.

With an objective to improve the socio-economic well-being of women’s and Orphans and Vulnerable Children care givers and improve the quality of life of people living with HIV/AIDS, the project will focus on outcomes in reducing Vulnerability and dependency of targeted women’s and OVC’s and PLWHA and contribute HIV-impacted OVCs to access comprehensive HIV/AIDS related and other services for improving health, nutrition, education, protection, livelihoods and psychological well-being.
Concern for Integrated Development (CfID) had implemented similar project successfully in Dire Dawa city council through a financial support obtained from different donors.In the last twelve months CfID have empowered 50women care givers/guardians and 100 OVC’s accessed essential support services, specifically in education, psychosocial support, health and livelihood options; and enhancing attitudinal and behavioral changes against HIV/AIDS, HTPs and the project also supported 30 PLWHA in income generating activities and provides psychosocial support to strengthen their capacity which enables them to support themselves in a sustainable way in SabianKebele 02 of Dire Dawa City council.
 In order to strengthen and consolidate the gains made in previous years and to improve the planning, management and financing for government structure, particularly at the community level; parents and caregivers have the capacity to access services, high quality, developmental appropriate services are available to OVC and high-quality services are available to “hard-to-reach” at Dire Dawa, CfID has designed this project proposal to undertake the targeted activities at Dire Dawa cluster/Strata.

2 ORGANIZATIONAL BACK GROUND AND HISTORY
Concern for Integrated Development (CfID) is a local non-profit, non-governmental organization founded in 2000 by a group of visionary individuals dedicated to solving the multifaceted development problems in the country and Re-registered as per the country new CSO proclamation as Ethiopian Resident Charity with Registration No.0456.

CfID’s vision is to see a country in which the socio-economic status of all citizens has improved. Its mission includes creation of an enabling environment for the communities with whom it works by facilitating, planning, implementing and monitoring of transformational development activities through their active participation. The organization’s focus areas of intervention are: rehabilitation of marginalized women, child development, reproductive health, HIV/AIDS, formal and non-formal education, promotion of agro-forestry and appropriate technology, and so on CfID mainly operates in Afar, Somali, Oromiya Regional states and Diredawa city council taking in to consideration the peculiar nature of the socio economic status of women and children in the area and the level of unsatisfied needs prevailing there.

Concern for Integrated Development (CfID) had been implementing similar project from 2004 to 2009 and aimed at creating options for economic empowerment of commercial sex workers, OVC and PLWHA social support and other poor women and girls. Further, CfID had implemented similar project successfully in Dire Dawa city council within 2012-17(tile now) through a financial support obtained from different donors. 
2.1 Vision, Mission, Goal and Objectives of CfID

Vision
The ultimate vision for the Concern for Integrated Development is reducing poverty, creating healthy, educated, social and economic society in the country.
Mission
Concern for Integrated Development aims to create an enabling environment for the communities with whom it works by facilitating, planning, implementing and monitoring of transformational development activities through their active participation.
Goal
Concern for Integrated Development wish to see a healthy and empowered Ethiopian society without poverty and Contribute to the reduction of poverty and act as a development actor to create a sustainable environment for living.
Objectives 

Concern for Integrated Development has the following objectives 

· To reduce poverty specifically among marginalized groups in the society.
· To improve sexual reproductive health services and prevent HIV/AIDS and improve the lively hood of OVC through integrated activities.
· To promote educational services in the intervention areas.
· To promote child and maternal health services (reduction of HTPs).
·  Improve Environmental sanitation and create access to clean drinking water by providing appropriate and sustainable projects.

· Reduce poverty and increase food security effort.

· Promotion of agro forestry and promotion of appropriate technology

· Improvement of economic situation of disabled groups and improvement of their sexual and reproductive health situation.

2.2 Past performance on Anticipated Activity

Concern for Integrated Development (CfID) had implemented similar projects at Dire Dawa effectively and efficiently through the financial and technical support from different donors including: SIDA (Sweden International Development; Agency through NEWA); KNH (Kinder notify); British Embassy; PSI Ethiopia; PATH/USAID; World Learning /USAID; France Embassy; The Royal Netherlands Embassy; Save the children International; Management Agency (ESAP2), PEPFAR and Federal Ministry of Health (GAVI). In addition through different umbrella organizations like CORHA, UEWCA, NEWA and CCRDA, in which the CFID is a member, works in partnership to raise fund. The following are some of the project/activities implemented by CfID at Dire Dawa being with the above listed supporters:-  

· Social support for PLHA and OVC; 
· Economic empowerment of commercial sex workers and other poor women and girls;
· Reduction of Female Genital Mutilation through building the capacity of the community;
· Digging of water well to different communities and schools in order to create access to safe and clean drinking water;
· Economically empower ex-traditional circumcisers in order to abandon their practice and reduce the prevalence of FGM in Afar and Somali regional states;
·  Prevention of HIV/AIDS and sexually transmitted diseases through integrated social mobilization;
· Capacity building to government office likes different trainings and material support.

· Economic Empowerment and improvement of sexual and reproductive health situation of disabled men, women and children.
3 PROJECT DESCRIPTION
3.1 Project Development Objectives

The project development is designed to enable more OVCs to utilize services for HIV/AIDS care, health, nutrition, economic security, education, protection and psychosocial well-being with close collaboration and coordination of local government of Ethiopia specifically the Dire Dawa city administration.

3.2 Project Expected Results

· Effect minimum of  5,000 HIV-impacted OVC to access comprehensive HIV/AIDS related and other services for improving health, nutrition, education, protection, livelihoods and psychosocial well-being.

· Foster sustained buy-in, accountability, and participation of all child welfare stakeholders—including HVC, their caregivers, CCC/CCs—in integrated action to improve outcomes for vulnerable children and their families.
· Parents and caregivers have the capacity to access services.

· Support OVC households to achieve self-sufficiency in meeting their basic needs, and increased resilience in responding to HIV-related and non-HIV-related shocks.
· Increase the capacity of key child welfare stakeholders within the system of care to address barriers and challenges that limit the availability, reach and quality of essential services for OVC; 

· High-quality services will available to 5,000 “hard-to-reach" OVCs.

3.3 Project Beneficiaries

The primary target of the project are HIV+ children (5%), HIV exposed children (3%), Children with HIV+ caregivers (25%), children of female sex workers (11%), street children (0.1), adolescent girls (25%), children experiencing violence, and children at a high risk of HIV infection living in high HIV burden communities. If the number of children meeting the criteria for a sub-group exceeds the number targeted by CfID, there will be a need for prioritizing OVC for enrolment. Examples of sub populations that may be prioritized include: the children of HIV+ female sex workers who are living in unsafe conditions; street children affected by HIV, and children in the community at a high risk of HIV. CfID might also consider prioritizing children for enrolment through community-based identification.CfID will closely work with community care coalitions (CCCs)/community committees (CCs) to use evidence-informed screening criteria to identify and serve the most vulnerable children and families. The project will also liaise with major government stakeholders of this project, among others, Bureau of women and children Affairs (BoWCA), Regional Health Bureaus (RHBs) and HIV/AIDS prevention and Control office (HAPCO), Bureau of Finance and Economic Development (BoFED) and Bureau of labour and Social Affairs (BoLSA).
3.4 Project Development Level Indicators

The following indicators will be used to measure progress towards achieving the project level objectives:

· Reduced risk of undiagnosed HIV infection and Increased adherence to HIV treatment (among HIV+ OVC and HIV+ caregivers); 
· Reduce risk of HIV Mother to Children Transmission (among HIV+ mothers and  Improved management of chronic childhood illnesses;
·  Reduced risk of HIV infection (particularly among adolescent girls) 

· Increased adherence to HIV treatment (among HIV+ OVC and HIV+ caregivers) ; 

· Improved feeding habit and nutrition availability;

· Reduced need for transitory relief assistance and built capacity to respond to such shocks more effectively;

· Government structures have the capacity to facilitate high quality services; 
· Parents and caregivers have the capacity to access services; 
· High quality, developmentally appropriate services are available to OVC and high-quality services are available to "hard-to-reach" OVC.
· Increased school attendance and school progression
3.5 Project Components

The project design builds on the lessons learned and the identified needs to bring the required changes. There are several key principles embedded in the design:

Community consultation / demand driven approach: The project would focus on those identified activities by the CFID and through consultation of the local community and city municipality. In this regard a key aspect of the project design is the community-based approach for identifying priorities and target beneficiaries.

Responding to strategic goals: The project would tool to the government’s largest investment operation supporting the HIV/AIDS, and would therefore respond to strategic goals at national, regional and woreda level.

Incorporating strategic cross cutting goals: The project would both mainstream and include targeted interventions to address the following cross cutting issues:

· Nutrition: the project would explicitly support the National Nutrition Program to improve the diversity and nutritional content of smallholder production and processing; 

· Increased participation of women and youth, to support the narrowing of the gender productivity gap; and 

Sustainability: Including close attention to creating capacity for investments under the project to be maintained. In this regard, the project would adopt a systematic and consistent approach to capacity building through the following stages: 

· Consensus building with key stakeholders on the capacity gaps to be addressed and how they should be addressed; 

· Capacity strengthening activities to address the gaps identified during the consensus building stage; 

· Application and follow up where support is provided to enable new capacities to be applied in the work place; and

· Institutionalization where new capacities are internalized mainstreamed or scaled up.
With the principles outline above and the critical gaps in investment linked to the achievement of the project development objective, the proposed components are as follows. 

3.5.1 Component One:Government structures have the capacity to facilitate high quality services
This result focuses on interventions to build the capacity of government structures at the Dire Dawa City Adminstration and community-based levels to provide and/or facilitate access to high quality services for improving HIV/AIDS care, health, nutrition, economic security, education, protection, and psychosocial well-being among orphans and vulnerable children and their caregivers. Much of this work is carried out at the woreda and kebele level and primarily by community-based structures, such the Community Care Coalitions (CCCs) and Community Committees (CCs). Building the capacity of these structures, strengthening the relationships between them and non-governmental structures and civil society, and contributing to Ethiopian’s increasingly socially and politically valuing of child and youth protection and development strategies can have a significant impact on the lives of orphans and vulnerable children in Ethiopia.
The Intermediate Result, key activities and target and milestones are indicated on the table below:

	
Intermediate Result
	Key Activities
	Target and Milestones

	Government structure have the capacity to facilitate high quality services


	Improved planning, management, and financing for government structures, particularly at the community level

	-Conduct governance, OVC case management and local resource mobilization capacity assessment of 10 CCCs/CCs in Dire Dawa towns. 

-Develop capacity strengthening plans for targeted CCC in Dire Dawa City.

-Implement ongoing capacity strengthening activities as per the plan

-Provide orientation on policy documents to CfID staff, local GOV key staffs, Social Services workers(SSWs) and Case Workers (CWs) as an add-on during training, review meeting and other plat forms

-Support Dire Dawa City Administration  and 10 CCCs to utilize the National/regional CCC guideline as per the regional context (MSS, monitoring, reporting)
	-Baseline and end line capacity assessment completed for CCCs  demonstrating improvement over time against different capacity dimensions  

-Technical support provided to 10 CCCs  resulting in measurable improvement in their targeting, case management, local resource mobilization, social change promotion and governance capacity in line with capacity development plan

-Local gov’t staff, CCCs, CWs and SSWs in Dire Dawa City demonstrated adequate understanding of child focused policies and provided support to OVC activities accordingly

CCCs in Dire Dawa City become operational in line with contextualized CCC guideline

	Support WOWCA and WOLSA in strengthening case management systems
	Cascade case management guideline and tool utilization training and mentoring sessions to 250 Case Workers (CWs), 12 Social Service Workers(SSWs), 10 CCCs and  local government offices (WOWCA and WoLSA)
	HIV/AIDS sensitive functional case management system established in Dire Dawa City to facilitate different services and supports for 5,000 OVC and caregivers

	A higher-performing social service workforce
	-Track Social Services workers (SSWs) who were trained by ESSSWA's SPSSSE project, BoLSA and BoWCA staff to facilitate linkage with stakeholders and deploy at CCC Office

- Hire 12 SSW and deploy at CCC level 

-Select, mentor and deploy 250 volunteer case workers at Dire Dawa City based on pre-determined criteria (1 SSW supervises 20 CWs; and 1 CW covers 20 OVC or 10 households)

-Providing the SSWs in-service and refresher training on key SSW functions
	Track and deploy trained SSW to CCCs (1 SSW per CCC).

Provide in-service training on key SSW functions to enable them to closely work with Case Workers.

	Improved information management and data utilization by government structures
	Provide technical support for relevant offices to strengthen data capturing, reporting and utilization at kebele and woreda levels through the use of child wellbeing MIS
	Child wellbeing data capturing, reporting and utilization strengthened at Dire Dawa through the use of child wellbeing MIS

	Assist WOWCA to establish a city level referral coordinating unit
	-Cascade coordination of care training for SSWs and CCCs

Determine the availability/establishment of Dire Dawa City CCC which will serve as referral coordinating unit.

- Ensure Dire Dawa City-level coordinating unit coordinate and are closely linked with kebele CCC (through SS, review meetings, training, provision of guidance, TA)

- Ensure functionality of referral systems and service is provided as a result of coordination between City CCC and kebele CCC.

- Support City Women and Children Affairs which will serve as referral coordinating unit in developing/updating city level service directory.

- Facilitate MoU signing between CCC and service providers

- Identify sectors/referral network members and sensitize them to obtain commitment to the realization of referral system.
	Functional coordination and referral system established under WoWCA leadership in Dire dawa

	Establish “Link Desks/HIV/Health referral coordinators” at health center level to enhance bi-directional referrals between health centers and community service providers
	-Establish link desk at health center level to facilitate bi-directional referral linkage in Dire Dawa City.

-Select, train and deploy Link Desk representatives in target health centers and equip them with referral tools
	Effective communication and bi-referral linkage established between health centers and socioeconomic service providers within Dire Dawa City through trained health desk referral coordinator/representatives based at health center supported with binding MoU

	Use smart phones to facilitate referral and counter-referral, as well as data flow, for all components of the HIV CoC
	Train and equip Link Desk volunteers and SSW a with smartphones to facilitate referral and counter referrals in Dire Dawa  City
	Referral linkage between clinical and socioeconomic service providers (CCCs) strengthened through the use of smart phones by link desk representatives and SSWs in Dire Dawa City.


3.5.2 Component Two:Parents and caregivers have the capacity to access services

This result focuses on interventions that build the skills, knowledge and capacity of family and/or caregivers of all ages to appropriately care for their children and provide the stability, care, predictability and protection needed to nurture children. Providing direct support to children rather than empowering caregivers, particularly women caregivers and youth, to provide for children’s needs, can undermine family relationships and long-term capacity to care for children.
The Intermediate Result, key activities and target and milestones are indicated on the table below:

	
Intermediate Result
	Key Activities
	Target and Milestones

	Increased temporary consumption support and social protection

	Link destitute households to relevant GOE projects, such as cash transfers (CT) and public works 


	-Sign MoU or hold informational/consultative meetings with WLSA/Urban Job Creation and Food Security Agency/HAPCO/WFP/ Woreda Women & Children Affairs.

Obtain government criteria on selection, identification and provision of unconditional and conditional CTs - - Identify and help enroll destitute households that are eligible for government cash transfer packages and to track their receipt of CTs

-Monitor or help CT recipient households and link to MFIs and optimally use their services.

- Develop mechanisms for ensuring strict accountability for the distribution of consumption support.
	3% of the targeted destitute HHs have improved temporary consumption and social protection support through linking them with relevant GOs projects such as cash transfer (CT) and public works and also providing them trainings on financial capability trainings during the LOP.

	Institute a short-term unconditional CT for 10 households that are destitute and require temporary consumption support
	-Identify destitute households that are NOT covered by government packages, prioritizing woredas where government CT projects do NOT operate.

- Facilitate unconditional cash transfer to 12 months to eligible destitute households monitoring and reporting to ensure accountability and transparency equivalent to the GOE’s PSNP payment for up to 12 months to eligible destitute households

- Monitoring and reporting to ensure accountability and transparency.

- Closely support and monitor households to ensure they are building their assets in order to move to the "struggler" stage.
	In the LOP (starting year 2)1% of the targeted destitute HHs have improved temporary consumption and social protection support improved through direct cash transfer by instituting short term unconditional CT pilot scheme and providing them with financial capability training (in areas where there is no GOs CT projects)

	Increased saving and credit opportunities

	Rollout VSLA training to saving groups (SGs) for at least 75% of the targeted caregivers and young people who are “struggling to make ends meet”, ensure quality, and collect data
	-Recruit ES animators to facilitate establishment and capacity building of SGs estimated at one ES animator for 8 Savings groups,

- Establish new VSLA Groups for caregivers and young people.

Conduct regular monitoring and supportive supervision to community facilitators to improve ES service quality

-Provide coaching to SSWs & ES animators on how to use smart phones to collect data on VSLAs performances and entering in to the global monitor SAVIX data base system

- Test the concept of earmarked or commitment accounts (e.g., separate savings funds for educational expenses), and matched-savings approaches (such as the Child Savings Accounts).

- Monitor and report savings group results through the SAVIX platform

Conduct woreda review meetings to review progress, facilitate learning and disseminate meeting summary reports to inform project improvements.

-Documentation of best practices and case stories

- Promote time savings group share-outs to coincide with major annual expenditures (e.g., agricultural input purchases, health and educational expenses).

- Provide complimentary money management education and counselling.
	75% of struggler households reached with quality VSLA activities (Year 1=25%; Year 2=50 %; and Year 4 =75%)

	Link “struggler” households to savings and borrowing opportunities
	-Help SGs to link to government and nongovernment institutions to access available packages (loan, workplace, market linkage, training, etc.)

-Strengthen the members to be inherited from YekobebBerhan to ensure they are self-sufficient

- Train struggler HHs that on market assessment ME-SPM and BDS (addition to Plan's VSLA Training)
	-All SGs and their members inherited from the YekokebBirhan projects supported to reach self-sufficiency stage (graduate from the project by meeting the graduation criteria).

-Members of VSLAs have started individual / group enterprises

	Connect the most economically dynamic households to formal financial services
	-Identify exemplary or economically dynamic households to be linked with formal financial institutions

Identifying those households that are ready to be linked to private and formal financial institutions (those that show consistent payback in SG, business plan, etc.)

-As per the criteria and based on the requirement of formal institutions, linking households to receive formal financial services.
	Most economically dynamic (growth oriented) HHs have linked to formal financial institutions for savings, bigger loan and insurance services

	For OVC households near/at the ready to grow stage, pilot schemes for caregivers to commit savings to accounts earmarked for children’s future educational expenses
	Identify private actors that are willing to match individual savings set aside for children's education expenses (uniform, school materials, etc.)
	Adolescent girls’ future education barriers related to economic factors to the completion of their secondary /TVET education addressed

	Provide financial capability training for all caregivers
	Roll out the FC training for caregivers, using just ES Animators
	25% of the targeted HHs under the struggler categories have received financial capability trainings (Year 1 =15 %; Year 2, 3, 4 =25%)

	opportunities for increasing income and assets available prepared to grow businesses

	Conduct market analyses to identify an appropriate mix of small business and microenterprise opportunities for “ready-to-grow” households opportunities for “ready-to-grow” households
	Document existing market analysis reports (government, non-gov actors) that may have been done in the catchment area/region and share them with the project beneficiaries conduct market analysis in your catchment woredas/s (contextualized to the locality) to identify viable businesses like (micro franchising opportunities with companies of branded fast moving products /services like personal care and hygiene, solar lamp, agro-inputs and outputs like seeds, dairy and poultry) for 'ready-to-grow' households

Train target beneficiaries on market assessment ME-SPM & BDS(additional to Plan's VSLA training
	Growth sectors and economic opportunities with high return but low entry points have identified through market assessment so that 4% of the HHs under the ready to grow category linked to these opportunities to improve their income and asset base.

	Improved and expanded parent and caregiver education and support activities

	Deliver parenting education interventions using different community platforms
	-Deliver parenting education to households to strengthen the skills of parents/caregivers, particularly families with elderly or very young caregivers (e.g., teenage mothers), those caring for children with disabilities or HIV, single parents, foster parents, and/or the caregivers of children at risk of becoming street children or other risks. -These interventions may include affinity groups for caregivers facing similar challenges.

-Provide parenting education through health facilities (ANC, HIV treatment sites) to Strengthen the skills and ability of pregnant mothers (particularly mothers engaged in PMTCT projects) and other parents/caregivers of children between the ages of 0 to 6 years to promote positive parenting and early childhood development and access services described under Result

-Provide guidance for CCCs and SSWs to identify and establish (with existing and new) community platforms (e.g. health centers, mother to mother PMTCT peer groups).

-Facilitators to deliver parenting educations at different platforms to strengthen the skills and ability of the parents/caregivers of children between the ages of 7 to 13 and 14 to 18 years to promote healthy adolescent development, including safe and structured activities for adolescents to practice leadership, interact with their parents and other adults in their communities in a positive and productive manner, reduce the risk of HIV infection - particularly among girls – and access services described under Result 3.

-Integrate parenting groups with health service providers
	-At least 20 trainees (CWs, SSWs, CCC, HDAs and HEWs) equipped with positive parenting knowledge

-At least 20 caregivers received parenting education through health facilities (20 Care givers/ health facility in the respective target area)

least 5 parenting or affinity groups established per woreda. (1 affinity = 15–20 caregivers)

-At least 25% of caregivers (5 households per case worker) received parenting education at different platforms

-Parenting affinity groups linked to VSLA, Integrated adult education services, women development army etc.


3.5.3 Component Three:High quality, developmentally appropriate services are available to orphans and vulnerable children
This result focuses on ensuring the availability and accessibility of high-quality, developmentally appropriate services for improving education, HIV/AIDS care, health, nutrition, protection, and economic security of orphans and vulnerable children. The goal is to realize healthy, stable, safe and schooled children and their families through implementation of a combination of activities that will deliver these outcomes efficiently. CfID will work to reduce gaps in service availability and to reduce access barriers such as lack of information, stigma, financial barriers, gender norms or services. To ensure service quality, CfID will support the strengthening of local capacity to meet service quality standards through provider self-assessments and client-feedback mechanisms to limit dependency on external quality assessments. To ensure the sustainability of services, will work towards strengthening community service delivery systems (e.g., case management/ referrals), build community stakeholder (e.g., CCCs, CfIDs) capacity, and strengthen Dire Dawa city capacity to coordinate, oversee and leverage resources for service provision.

3.5.3.1 Improved and expanded education services

Children who are educated are healthier, more self-assured and better prepared to provide for themselves and their families economically. In addition to educating children, education facilities provide a platform for other critical services.
In achieving this intermediate result, CfID will implement the following activities:
	Intermediate Result
	Key Activities
	Target and Milestones

	Improved and expanded education services

	Address barriers to school performance and retention (especially for girls) 


	-Collect information on context-specific barriers to education and use this information to work with stakeholders (e.g., BoEs) to reduce barriers, drawing upon local resources.

-Conduct annual and periodic assessments to document enrolment, retention and progression of children – and use data gathered from barrier analysis to address key barriers to education, particularly for girls in primary and secondary schools.

-Create a context base care plan to address key barriers to education, particularly for girls in primary and secondary school levels.

-Strengthen PSTAs, SMCs as well as other sustainable approaches to improve waiving of school fees/development costs for HVC and address other key barriers.
	-Report on context-specific barriers to education

-Annual Education Performance Assessments conducted to identify barriers to school performance and retention (especially for girls).

-Based on findings from the assessments, school performance and retention improvement plan implemented, drawing from local resources (e.g., youth volunteers to tutor children with weaker school performance).

-Reduced gaps in school performance.

PSTAs, SMCs strengthened to improve waiving of school fees/development costs for HVC and address other key barriers.

	Address menstrual hygiene needs in upper primary and secondary schools
	Based on local evidence on the link between menstrual hygiene issues and girls’ absenteeism, CfID will work with School Management Committees (SMCs) to provide “dignity kits” (including locally produced sanitary napkins and other items) to girls. CfID will also support SMCs in maintaining hygienic spaces for girls in schools. 
	Enrolled adolescent girls accessed menstrual hygiene education and materials

	Monitor and support children’s school attendance and performance
	-CfID will train and supervise CWs/SSWs/CCCs to monitor children’s school attendance and performance during home visits (with emphasis on girls) and link children to needed support. This will be critical in households headed by very young, elderly, ill or disabled caregivers who may not be able to properly support their children’s education, as well as for children who are impacted by HIV, disabled, or recently reintegrated after living on the street.

-Case Workers will emphasize girls’ school attendance and performance and will advocate for academic support from teachers when children who are not performing well are identified.
	School attendance and performance of children monitored by all case workers in Dire Dawa City. Factors for school absenteeism identified and Case Workers will advocate for academic support from teachers when children who are not performing well are identified.

	Promote parental involvement and support in their children’s education
	Since parental support is critical to improving educational outcomes for children, CfID will encourage increased parental responsibility and involvement in their children’s education through community events and the parenting activities described under IR
	-Greater parental involvement and support in their children’s education

-Increased school attendance and progression for girls and boys

	Facilitate Community Conversations to support educational progression in middle childhood and adolescence, particularly among girls
	-Support CCCs/CCs to facilitate community dialogue and create momentum to shift norms associated with school drop out for OVC, especially girls (e.g., early, forced marriage of girls).

-CfID will mentor and coach CCCs/CCs to provide guidance and oversight to SSWs that will be facilitating those open discussions and create momentum to shift social and gender norms associated with cessation of schooling for OVC, especially girls.
	-At least 1 community dialogue conducted per quarter Dire Dawa City at Kebele level

-Increasing number of target OVC progressing

-Greater community knowledge, positive attitudes and practices supporting educational progression particularly among girls.

	Institute informal education for out-of-school HVC
	-Document/map-out areas where there is large concentration of out of school HVCs

-Creating access to informal education for out of school HVCs

-link the organized out of school time children with social service ---providers (TVETs, integrated adult literacy services, basic school services, and Youth training centers)
	-Locations where there are large proportions of out-of-school youth identifiedOVC who are unable to attend school during conventional hours identified and linked to social service providers

	Access to Child Safety and Legal Assistance Services
	Utilize the Child Abuse Response Protocol to prevent abuse or support children who experience abuse, particularly sexual abuse among girls

link children to protection and legal aid services to assure timely and effective response to cases of abuse and maltreatment, particularly for girls

Strengthen PSTAs and other school-community structures/platforms to improve abuse prevention and response efforts as well as case resolution

Strengthen birth registration
	Child Abuse Response Protocol utilized by all CfID to reduce the risk of sexual, physical, emotional and psychological injury for children and adolescents due to exposure to violence at home and school

-Children and adolescents who experienced sexual violence identified and received comprehensive services including medical care, HIV testing, PSS, protection and legal aid services via linkage with various service providers.

-PSTAs and other school-community structures/platforms strengthened at woreda /kebele level and improved abuse prevention and response efforts in place.

-Children who are in need of birth registration identified and linked with appropriate service providers


3.5.3.2  Improved and expanded opportunities for health, HIV, and family planning services

Children, adolescents and youth who regularly access health services are more likely to engage in healthy behaviors, know their HIV status, take steps to prevent HIV infection, use family planning services, delay sexual debut and pregnancy, and are less likely to become infected with sexually transmitted diseases. In addition to providing health services, health facilities, like education facilities, also provide a platform for other critical services. For HIV-positive children, these services are particularly critical. HIV-positive children and adolescents have special needs.
In achieving this intermediate result, CfID will implement the following activities:
	Intermediate Result
	Key Activities
	Target and Milestones

	Improved and expanded education services

	Reduce HIV-related stigma and discrimination in target communities
	-Orient adult and adolescents PLHIV to administer the stigma assessment tool to minimize the role of stigma (or fear of stigma)as an access barrier for HIV testing, treatment and care.

-Apply the stigma assessment tool in Dire dawa at the beginning of the project to establish a stigma baseline and annually thereafter to assess improvements

-Recognize communities who achieve a reduction in their stigma level as an "Accepting Community"  


	-A least 50% adult and adolescents PLHIV oriented on UNAIDS’ People Living with HIV Stigma Index to help PLHIV monitor stigma and dis Stigma assessment conducted among estimated2,907(23 PLHIV adult and adolescents PLHIV per woreda)

-Stigma baseline established in each Dire dawa City crimination in their communities. 

	Facilitate dialogue sessions to promote male involvement in health, HIV and FP
	-Facilitate community dialogue sessions to promote male involvement in health, uptake of HIV services, GBV prevention and response, parenting, livelihood, and Education activities

-Conduct community dialogues with male stakeholders joint dialogue between men and women
	Greater male involvement (at least 20 participants per dialogue session* 4 session per year.

-Community dialogue sessions with male stakeholders, and joint session (men and women)facilitated (at least 2 sessions per quarter).

	Link vulnerable households to GOE Community Based Health Insurance (CBHI) and Social Health Insurance to address financial barriers to health care
	-Link vulnerable households/individuals to community based health insurance/social based health insurance to increase their access to health services
	At least 50% of the estimated destitute vulnerable households linked to community health 

	Increase children and families' access to health services through partnerships with private sector health service providers
	-Incorporate MAPPP-E's and EPHFEA’s members into the referral network and directories of service providers in each district,

-Link children and families to services in the private sector to meet the health needs (HIV testing, FP, SRH, nutrition, viral suppression, drugs, etc.)
	MoUs signed between the CfID and Ethiopian Private Health Facilities Employers (EPHFEA) and Medical Association of Physicians in Private Practice-Ethiopia (MAPPP-E).

-Updated referral network and directories of service providers that incorporates MAPPP-E and EHFEA's members.

-At least 40% of the Children and families who are in need of health services accessed health services provided by private sector providers.

	Ensure CoC for pregnant women and HIV-exposed/positive infants
	-Strengthen linkages with HEWs/HDA to facilitate children and families' access to health services, particularly to HIV services for pregnant women, and new mothers and their babies 

-Provide training and job aids to community cadres to strengthen their capacity to follow up on pregnant women and new mothers and their babies in HVC households and link them to ANC/PNC, HIV testing, and to PMTCT, ART and mother to mother groups if they are HIV-positive and support their adherence to ART.

-Provide follow up and support to pregnant women, and new mothers and their babies during household visits to ensure a CoC

in collaboration with the facilities cascade an orientation session to PMTCT and pediatrics ART service providers on the use of the developmental milestones tracking tools.
	-Linkages with HEWs/HDA strengthen to facilitate children and families' access to health services, particularly to HIV services for pregnant women, and new mothers and their babies and functional linkage established

- Community cadres have the capacity to follow up on pregnant women and new mothers and their babies in HVC households and link them to ANC/PNC, HIV testing, and to PMTCT, ART and mother to mother groups if they are HIV-positive and support their adherence to ART.

-Pregnant women, and mother/babies received follow up and support from community cadres during household visits (100% of the Pregnant women, and mother/babies at respective households will be reached).

-Orientation session conducted at each health facility and at least 3 PMTCT and pediatric ART service providers from Dire Dawa City attended the session.

	Build capacity provide a comprehensive package of nutrition interventions
	-Provide training and job aides to CWs, SSWs, to improve their ability to provide key messages on nutrition, conduct growth monitoring, screen for acute malnutrition, refer malnourished children to facility-base nutrition services, and monitor treatment adherence and nutrition improvement

-Refer malnourished children to health facilities, and monitor treatment adherence and nutrition improvement

cascading training to staff, case workers, SSWs and households on perma-gardening

-Support SSWs to cascade perma gardening activities in HVC households.
	MOUs established each public health facilities operating in Dire Dawa City to formalize and strengthen linkages and bi-directional referral mechanisms

HIV risk assessment conducted for 92% of OVC(HIV affected Children 25% of the total enrollment; HIV affected AGYW 25% of total enrolments; Children of FSW 11% of total enrolments; Street Children 0.1% of total enrolments; and GBV exposed Children 0.1% of the total enrollment) using PEPFAR HIV risk tool.

HIV testing facilitated for 90%of HVC expected to be enrolled in the program from entry point other than health facility.

-HIV testing facilitated for 90%of the target adults’/care givers.

	Increase access to information, services and commodities that reduce the risk of HIV infection in HVC households.
	-Support schools to promote delayed sexual activity, health care seeking and timely reporting of SBGV through school-based student clubs (e.g. girls’ clubs, health clubs)

-Strengthen partnerships FP/SRH actors (FGAE, MSI, private health providers) to extend access to FP/SRH services, particularly among adolescent girls

-Establish safe spaces (following Pop Councils Safe Space Model) to provide adolescent girls information, information and selected services;

-Engage female teachers and female community members as mentors of adolescent girls at high risk, building on the Go Girls Mentoring for Life Skill Curriculum

-Strengthen the identification and reporting of Sexual Gender-based Violence(SGBV) using community cadres and structures
	-Children and adolescents receive comprehensive HIV education through various school-platforms (75% of adolescents (male & female) reached.

-MoU with FGAE, MSI, and private health facilities entered for provision of FP/SRH services for adolescent girls(60% of adolescent girls)

-At least one Safe spaces for girls established Dire Dawa City and kebeles in the City. 

-SGBV cases identified and timely reported

-Female teachers and female community members as mentors of adolescent girls at high risk engaged (1 female teacher/ school and 3 community mentors /woreda).

-SGBV survivors identified and linked to services(24% of adolescent girls)

	Support ART adherence and positive living among HIV-positive children
	-Promote ART adherence and positive living among HIV-positive children and adolescents through household visits by community cadres

-Support caregivers to disclose their children's HIV status to promote their adherence to ART

-Facilitate linkage for HIV+ HVC for ART services

-Facilitate linkage for HIV+ adults for ART services
	-90% ART adherence rate reached/maintained for tested HIV positive HVC.

9-0% of the Care givers of HIV positive HVC disclose HIV status of their children.

CfID facilitate linkage for 90% of the HIV positive HVC to ART services.

CfID facilitate linkage for 90% of the HIV+ adults for ART services.

	Strengthen the capacity of caregivers to support their HIV-positive children
	Educate parents to respond to the special health and psychosocial needs of their HIV-positive children, including
	90% of the Care givers of HIV positive HVC complete education sessions to respond to the special health and psychosocial needs of their HIV-positive children, including adherence to ART

	Establish support groups for HIV-positive youth
	Establish support groups for HIV-positive youth using the Positive Connections guide
	Support groups established at community level (20% of HIV positive HVC engaged in support groups).

	Collaborate with health facilities to identify HIV-positive children who are lost to follow-up (LTFU) for pediatric ART
	-mechanisms between community and Clinical Case Managers within health facilities to facilitate the identification of children who have defaulted from ART

-Establish coordination mechanisms between referral coordinator and community cadres to facilitate the tracing of LTFU children in the community and get them back to the facility

-Encourage care givers to facilitate CD4 counts (for viral suppression) for their HIV+ HVC

Encourage HIV+ care givers to regularly check for CD4 counts
	-Coordination mechanisms established between community and Clinical Case Managers within health facilities.

-All HIV positive HVC LTFU are tracked and brought back to the facility

90% of the care givers regularly check viral load of their HIV+ children

HIV+ care givers regularly check their viral load (90% of HIV positive care givers/adults

	Improve the clinical management of children and adolescents who have experienced sexual violence.
	CfID will promote dialogue and coordination among BoWCAs, RHBs, CCCs, police, and private-sector partners to identify gaps and bottlenecks (e.g., low health worker capacity, low availability of emergency contraception and/or HIV test kits) and support the development of action plans to improve the availability of comprehensive and high quality, care for survivors of sexual violence.
	High quality care for survivors of sexual violence

	Integrate ECD messaging in health platforms that reach pregnant women, new mothers, and young children.
	CfIDwill support the improvement health/HIV provider capacity to monitor young children’s development and identify developmental delays by using the Child Development Milestone card.
	Increased knowledge, positive attitudes and practices for ECD among pregnant women and new mothers


3.5.3.3  Improved and expanded opportunities for developing livelihoods and employment skills and engage in life skills education

Children, adolescents and youth who have received life livelihood and employment skills training and participated in life skills education opportunities are better prepared to start their own businesses, become regularly employed, serve as leaders within their community, and develop health and safe habits and relationships. Young people are often eager to participate in these opportunities and like, health and education services, livelihoods can provide a platform for delivering other critical services, particularly to young people out of school.
	Intermediate Result
	Key Activities
	Target and Milestones

	Improved and expanded opportunities for developing livelihoods and employment skills and engage in life skills education 


	Deliver youth-focused ES training
	Financial capability and life skills training to youth ages 14-17


	In the LOP 45% of targeted Youth ages (10-17) have shown improved self-esteem and behavior in management of financial resources (open individual saving account at MFIs /CBE/ others for their future education and investment) through financial capability and life skill trainings (Year 1 =15 %; Year 2 = 30 % and Year 3, 4 = 45%)

	Collaborate with other USAID implementers and local stakeholders to spur youth job creation
	facilitate agreement between TVETs and CCC for skill training

Support youth (through career counselling, psychosocial support, etc.) to enroll and complete training projects

-Support youth through activities that promote job creation/self-employment (perma-gardening, poultry, honey) as per market assessments

-Support youth to be linked with business mentors
	In the LOP 4% of targeted youth ages (10 -17) secured decent work opportunities through identifying market relevant vocational skill, apprenticeship opportunities in collaboration of other USAID implementers and government owned technical and vocational skill training centers (Year 1= 1%; Year 2= 2% and Year 3 and 4 =4%

	Deliver HIV prevention education combined with ES activities
	Initiate HIV Prevention Education for vulnerable youth ages 14-17.
	All youth ES group members reached with HIV prevention education


3.5.4 Component Four:High-quality services are available to "hard-to-reach" orphans and vulnerable children
This result focuses on ensuring the availability and accessibility of high-quality services for improving education, HIV/AIDS care, health, nutrition, protection, economic security, and psychosocial well-being of “hard-to-reach” orphans and vulnerable children. 

Many of the most vulnerable children in Ethiopia do not live in families or live with marginalized or invisible caregivers, such as sex workers. These children may be at a particularly high risk of HIV infection, less likely to access and adhere to HIV treatment, and generally more vulnerable to a range of health, development, and protection risks. Reducing vulnerability and mitigating the impact of HIV and other adversities among these hard-to-reach children often requires specialized, targeted interventions to identify and reach them with services and, where possible, reintegrate them within their families and communities. Specialized services are often more complicated and expensive to implement
3.5.4.1 Improved and expanded services for children living or working on the streets (CLWS)

The Intermediate result, key activities and target and Milestones are listed in the table below

	Intermediate Result
	Key Activities
	Target and Milestones

	Improved and expanded services for children living or working on the streets (CLWS)

	Reintegrate CLWS with their families
	-Withdraw 400 very young and very vulnerable children from the streets, reintegrate them with their families and communities, and support their families and communities to care for them appropriately and meet their basic needs.

-Work with CCCs/CCs to assist with the reintegration of children living or working on the street.
	At least 2 CLWS / CCCs /year identified from street and reintegrated to their families and communities. Their families and communities capacitated and enabled to care and meet basic needs of these children.

Children living and working in the streets reintegrated in collaboration with CCCs/CCs.

	Equip children for independent living (Aged 15-17 yrs.)
	Equip older street children with the skills necessary to support themselves and realize more stable employment and safer living conditions.
	75% of the older CLWS transitioned to independent living in their communities

	Sensitize & train stakeholders (BoWCA, CCCs, police, Woreda health officers, SWs) in SOPs for street outreach & reintegration
	In collaboration with Retrak contribute to training of key stakeholders on working with CLWS on SOPs for street outreach & reintegration

Train 812 SSWs on reintegration of street children.
	SSWs trained on reintegration of street children and coordinate the community level reintegration (1 SSW/CCC)


3.5.4.2 Improved and expanded service models for the children of commercial sex workers
Research suggests that the number of Ethiopian FSWs is growing, with younger women and girls entering the sex trade at increasingly larger numbers. In the 2014 survey, about half of female sex workers had given birth and many indicated that caring for children while working as a female sex worker was a challenge. They noted their struggles to find childcare and many reported paying neighbors or landlords to watch their children. Others described sending their children (often older children) away to live with relatives. At one drop in center for sex workers in Ethiopia, 90 percent of FSWs reported having children and many of the youngest children accompanied them to the center. Nearly all of the sex workers with children expressed a strong sense of commitment to providing for their children and credited their children as their motivation to leave the sex trade. However, they did not want to quit until they had another way of earning money to support their children.
In achieving this intermediate result, the project should, at a minimum:

	Intermediate Result
	Key Activities
	Target and Milestones

	Improved and expanded service models for the children of FSWs

	Identify, enroll and support FSW and their children
	-Identify and prioritize 440 children of FSW using the appropriate screening tool

-Intake or enroll and develop care plan for 440 children of FSW using case management tool and develop a care plan for both FSW and their children

-Provide comprehensive package of services for FSW and their children as per the case management protocol (life skills, HTC, ART, SRH, GBV, ES)

-Provide ASPIRES project ES model for 20 FSW (financial capability training, SG, micro-credit), including for 14-17 year-olds

Serve FSWs with positive parenting services to improve their parenting style
	-Children of FSW identified and prioritized using appropriate identification and prioritization tools. (11% of LIPs OVC target and households expected to be identified in the life project (year1: 25% of the Children of FSW identified; and year 2-4: 75% of identified and receive services).

-90% of the Children of FSWs get tested for HIV

90% linked for ART and viral load suppressed for 90% of children of FSW

-90% of the FSWs who have children get tested for HIV and

90 linked for ART; and viral load suppressed for 90% of FSWs.

75% of the FSWs who have children accessed with financial capability training, SG and microcredit services of ASPIRES project ES model.

at least 90% of the FSWs who have children served with positive parenting skills and knowledge and their parenting style improved


3.5.5 Cross Cutting Themes
· Adopt a Goal-oriented Case Management Approach and Support Graduation: Support to children and families served under this activity should be tailored to address the needs and maximize the resources of beneficiaries and work with beneficiaries towards achieving self-sufficiency and independence within three years or less, and before the conclusion of the project. CfIDwill include a strategy of case management which will: assess households: develop clear, feasible, time-limited case plans; facilitate and monitor achievement of case plans, facilitate referrals and track referrals, adjust monitoring and the experience and expertise of the case manager depending on the severity of the cases, determine when beneficiaries are stable enough to no longer receive direct support and monitoring (according to both economic and other criteria), and close cases. 
· Encourage Local Ownership and Capacity Development:The project will enhance technical and operational capacity of local partners to sustain project activities and manage similar activities in an efficient and effective manner after the project ends.

· Increase Public Private Partnerships:Public-Private Partnerships (PPPs) are collaborative endeavors that combine resources from the public sector with resources from the private sector to accomplish development goals. CfID will organize PPP workshop and establish a platform at Dire Dawa city level. The platform will be regular meet one per month will contribute toward achieving project results and ensure its sustainability.

· Address Gender and Gender-Based Violence (GBV):The project will analyze how the proposed project involves and affects girls, boys, women, and men differently. Gender gaps and opportunities analysis will be done modalities will be proposed on how to fill these gaps. More focus will be given on providing young women with opportunities to access sexual and reproductive health knowledge and services, to gain livelihood skills and to participate in leadership roles.

· Safeguard Children:The project should develop and implement appropriate measures to prevent, mitigate, and respond to child exploitation, violence, abuse, and neglect, including, but not limited to, the risk to children of exploitation, abuse, and neglect by project personnel. The project should address any anticipated child protection risks associated with project activities as well as any policies or procedures already in place, or plans to put in place, to mitigate the risk of child abuse, exploitation, violence, abuse and neglect by project personnel.

· Promote Child Participation: The project will engage children, adolescents and youth in the development, implementation and evaluation of interventions and to fully describe its interventions for doing so.

· Ensure Age-Appropriate Services:The project will clearly address expectations for children at different ages and how interventions will address the needs and maximize the resources and abilities of children at various developmental stages, particularly very young children (ages 0 to 6 years) and adolescents (ages 10 to 17 years).

· Encourage the Use of Technology:The project will integrate the use of technology where feasible, sustainable, efficient and cost effective, particularly in order to improve the efficiency and effectiveness of its case management and referral monitoring/ tracking system to ensure continuum of care, as well as in project operations. The focus will be on ensuring more complete referrals to improve access to comprehensive HIV/AIDS and other services, thereby positively impacting the well-being of OVC and families. Use of technology in life skills and livelihood interventions with young people is also encouraged with the previously noted caveat about appropriateness, sustainability and cost effectiveness. The project will utilize those technology interventions that have been documented, with evidence, to provide meaningful contributions to results.
4 MONITORING, EVALUATION AND LEARNING
Monitoring will be conducted through continuous gathering of information on indicators related to the implementation and the outcomes of the CFID interventions. The information will be provided on a regular basis, such as weekly, monthly and quarterly, in which decentralize unit reports to central location for analysis. Evaluation should be conducted to assess whether the project has the expected impact and this requires study involving survey of beneficiaries and control group.

Given the cross-cutting nature of MLE, it will be led by an independent team at the National level with Regional and cluster level focal points.  In addition, MLE reporting will be simple but deliver key insights that are necessary for good decision making.  Key indicators and metrics should be relevant for strategic as well as management decision-making.

The MLE system, plan, budgets and staffing will be determined up-front, during program design:

· Definition of performance indicators and requirements will ensure robust baseline assessment.

· Agreement on scope, frequency and responsibilities for M&E activities at all levels
· Consideration of all necessary conditions and capacities required for successful implementation, including dedicated budget.
5 SUSTAINABILITY
The sustainability of the project will be measured on both the programmatic and operational levels. Programmatically, the office’s problem solving and catalytic support will be conducted in a way to ensure widespread ownership and broad-based implementation of identified activities. 

· The CfID will instill a philosophy of capacity building based on ‘learning by doing’, the staffs and external consultants will engage directly with the community and public sector by working collaboratively on projects within each of the CfID’s program areas. This will build the capacity of community care coalitions (CCCs)/Community committees (CCs), Burewu of women and children affairs (BoWCA), regional health Bueaus (RHBs) and HIV/AIDS prevention and control Office (HAPCO), Bureau of Finance and economic development (BoFED) and Bureau of labor and Social Affairs (BoLSA) and other community and public sector at different levels, which will bring back to each development actors a new set of skills and an enhanced ability to bring the required skill and to ensure sustainability. 
· Delivery of standardized refresher training courses: As part of its capacity building mandate, the CFID will develop and deliver to key implementation partners a series of modular courses on transformational leadership, results-based management, innovative problem solving mechanisms and change management. 

· Promoting the inclusion of community and more specifically women: Women’s empowerment is central to achieving sustainability in initiatives comprehensive HIV/AIDS and other services, thereby positively impacting the well-being of OVC and families. 

· Engaging Private sectors:The collaboration and effort between public and private sectors and combined resources will insure the sustainability of the initiative.
· Maintaining regional offices to ensure local representation: As most implementation support will be conducted at the regional level, the CFID will maintain a regional presence to ensure consistency across regions and build upon the activities of the Regional Bureaus. 

· Program activities to leverage previous efforts of development actors. In engaging with development actors, the CFID will draw on the full range and breadth of their knowledge and experience in Ethiopia and the agriculture sector globally.  

6 RISK AND ASSUMPTIONS
In implementing the roadmap above, implementation risks and challenges highlighted from previous Ethiopian experience should be assessed and appropriate mitigating measures put in place wherever feasible.

· Development partners may not be able to work together effectively. The CFID brings together a wide range of partners from different backgrounds, with different working styles and cultures. Its ability to be successful depends on integrating those partners and being able to establish clear, effective working relationships between them. Working with partners on the ground will be especially challenging because of poor communications and in some cases language and cultural barriers. This risk will be mitigated by arranging regular visits as well as regular meetings between all partners to review progress and ensure that bottlenecks are dealt with.

· Climate change and natural disasters. Ethiopia’s agricultural system is relatively vulnerable to climate shocks: droughts and floods in the short term and climate change in the medium tolonger term. While the Agency should be able to adapt to longer-term threats, there remain risks from unforeseen threats, including extreme weather conditions, outbreaks of diseases. These risks can be managed by regular reporting and communication with disaster experts, but cannot be avoided entirely.

· Relationships with stakeholders may be unclear or inconsistent. The CFID must maintain clear communications with a wide range of stakeholders and make sure that it puts out a consistent message. This is particularly important when dealing with government departments. Through careful stakeholder engagement and management the CFID will need to ensure that it does not overstep its mandate or engage in bureaucratic ‘turf wars’ that will weaken it and lead to confusion about its activities.

6.1.1 Stakeholder Engagement

At the core of successful CFID are extensive stakeholder coordination, communication and follow-up activities to ensure interventions are coordinated and problems are jointly resolved. Key principles for stakeholder engagement and communication are discussed below.

· Widespread communication is critical, especially in the beginning of project implementation. Overinvesting in communication on a clear and identical message through frequent meetings, workshops, and various engagement forums is critical until the desired level of alignment is achieved. 

· Communication approach should be tailored for different stakeholders. Single-stakeholder engagement to precede multi-stakeholder engagement and engaging influence shapers before communicating to the broader stakeholder group.

· Sequence and pace of communication should be strategic. Tailor communication approach to specific audiences (e.g. one-one-one meetings, workshops, press articles)

· Ensure ownership of clear roles and timelines of expected tasks. It is imperative to ensure follow up mechanisms or platforms to report on status and use of tools to track activities.

· Develop a stakeholder mapping tool and overview of activities in a certain cluster. Going forward, a comprehensive map of stakeholders and brief outline of their activities needs to be developed to ensure initiatives are aligned. 

The CFID framework has identified initial broad categories of stakeholders to engage with and initial areas of engagement. The list includes: 

· Federal Government and Public Sector 

· Regional and  local Government Private Sector

· Development Partners

· Other stakeholders 

· Target Beneficiaries

It is important to note the expected roles and focus of communication are only initial areas of engagement and might change going forward. 
7 STAFFING

The overall project will be led by the project director…….CfID will employ 250 case workers and 12 Social Service Workers (SSW). The SSWs will be responsible for ensuring quality of case management services that will achieve the planned case management benchmarks. The SSWs will provide supervision to the case workers and co-manage the more-complex cases of enrolled families. To facilitate identification, orientation, prioritization, enrolment and referrals of cases at health facility level CfID will have at least one HIV/Health Linkage Coordinator Dire Dawa. These coordinators will be deployed in CfID office. 
8 EXIST STRATEGY

The project will be implemented within the existing institutional and policy framework of Ethiopian government. Responsible government offices at all levels will be strengthened and necessary institutional linkages will be assured. The capacity building component for community care coalitions (CCCs)/Community committees (CCs), Burewu of women and children affairs (BoWCA), City health Burewus (CHBs) and HIV/AIDS prevention and control Office (HAPCO), Bureau of Finance and economic development (BoFED) and Bureau of labor and Social Affairs (BoLSA) and other community and public sector at different levelsaptitude for lifelong learning. More importantly the empowerment of community care coalitions (CCCs)/Community committees (CCs), BoWCA and City Health Burewuwill enable them to manage and own projects sustainably even after the project terminates. The established system of income generating activities at all level will ensure the sustainability of the action. The documentation of best practices/ lessons learnt will make ease to scale up throughout the region and the country.  

Moreover all the activities of the project will be handed over to the community, kebele administration,BoWCAand CHBs offices. A handing over document showing the duties and responsibilities of all parties will be developed for documentation and ease transfer of the actions to local level institutions. Copies of the handing over documents will be distributed to all signatories and other relevant stakeholders as required. Furthermore, CfID will put in place an exit strategy to facilitate the sustainability of project activities long after the project has ended.
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