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Executive Summary

Security Council Resolution 1308, adopted 17 July 2000, highlights the close relationship between conflict, displacement and HIV and also recognizes HIV as an important security issue.  The resolution also emphasizes the importance of HIV prevention in peacekeeping operations and assigns UNAIDS a responsibility for establishing prevention strategies.  As a first step, UNAIDs has organized a series of joint UN missions to assess the HIV factors in conflict, post conflict and peacekeeping situations.  The findings of these missions will contribute to the establishment of a global strategy of HIV prevention in conflict situations, with attention to civilians, peacekeeping forces, and humanitarian workers. This is a report on the joint UNAIDS/UNFPA assessment of the HIV-related implications of the Eritrean-Ethiopian war of 1998-2000 and the subsequent peacekeeping mission. 

The two-year war between Ethiopia and Eritrea came to a ceasefire in June 2000, and in July the UN Security Council approved a peacekeeping mission to be deployed to ensure the ceasefire as further peace-building is undertaken. The war has had devastating consequences for the once friendly neighbors.  Both countries mobilized huge numbers for military service and a series of large scale offensives have resulted in thousands of casualties. Infrastructure damage has occurred in all border areas (most heavily within Eritrea) and both economies have suffered. There has been massive displacement of populations in the conflict areas. In Ethiopia, over 350,000 people have been displaced in the border regions of Tigray and Afar. In Eritrea, over one million were displaced during the last stages of the war.  The social, economic and political costs of this war are immense and have far reaching consequences for both countries.  Unfortunately, one of these consequences is HIV/AIDS. In both countries, the mobilization and deployment of large armies, the displacement of local populations, the damage to health services, the wide scale use of landmines, and the actual battle casualties may have contributed significantly to a rapid increase in HIV transmission. It is critical that the peacekeeping mission not contribute to this.

In Ethiopia, already suffering from rapid spread of the epidemic in some high risk groups and in urban areas, the virus has undoubtedly been introduced in previously low prevalence rural areas in the regions of conflict and has become a concern within the armed services, itself.  The government has recognized the seriousness of this situation and has incorporated these conflict-related concerns in the recently intensified efforts to control the epidemic, including: the establishment of a National AIDS Council and Secretariat; the revision of national and regional AIDS policies; the negotiation of a $59m World Bank loan for HIV control; and new initiatives within the health sector, the military, and civil society.  Of special concern are the implications of redeployment or demobilization of HIV positive combatants back to their communities.  A World Bank loan for rehabilitation which is under negotiation includes a specific component for HIV prevention, care and support in communities affected by demobilization.

The international community has shown strong support for HIV control in Ethiopia for some time; however, there has been little support specifically targeted at the uniformed services. Donors are now recognizing the special implications of the conflict on the epidemic but there remain insufficient human and other resources for effective response and there are few donors with contingency plans for health components of demobilization. Given the tenuous situation in Ethiopia, timing is critical; intensive and coordinated efforts must be initiated immediately to prevent rapid escalation of the epidemic.  

In Eritrea, which had relatively low prevalence before the conflict, the mobilization into national service of a very large proportion of the young adult population, including women, has contributed significantly to the spread of the epidemic. The displacement of nearly a third of the national population and the damage to infrastructure and services in the border regions and in Ethiopian occupied territories has certain but unmeasured effects on the spread of HIV. Economic desperation in places such as Assab, the port previously used by Ethiopia, as well as in the regions with great displacement has also led to vulnerability of women, in particular.  As in Ethiopia, the Eritrean government  (and particularly the military) has recognized the seriousness of the problem and is instituting measures to ameliorate the epidemic, including an intensification of prevention programmes, introduction of voluntary counseling and testing, and initiation of community care programmes.  

There is special concern about the possible impact of demobilization; both the government and the national youth association are seeking support for comprehensive HIV training of those who will be returning to their communities, recognizing that they can be effective change agents.  Eritrea has a shorter history of HIV control efforts and has many fewer international partners in this sector.  The humanitarian crisis has now brought in a number of international NGOs who may be able to play a role.  Limited support was provided by UNAIDS and UNFPA to the youth in national service and the regular military in the beginning of the war; however, this was suspended due to lack of funds.  Given the large proportion of the population serving in the military it is critical that the international community support HIV prevention efforts in this sector.  It should be pointed out that specific donor initiatives and resources targeted at higher prevalence countries have been and, in some cases continue to be, unavailable to Eritrea because it is not classified as a high-risk setting. Yet concentrated support for prevention and care efforts at this critical time would return costs many times over. 

The deployment of over 4000 military observers and peacekeeping troops, with accompanying civilian support, will add another dimension to the situation in both countries. The UN has a commitment to protect both the host populations and the peacekeepers, who are both vulnerable.  (UN Mission for Ethiopia and Eritrea) UNMEE has an opportunity to play a very positive role in prevention and education; this will require close collaboration with the UN agencies and with the national authorities and civil society in both countries.  It will also require new initiative never before taken by peacekeeping missions.  

This report contains observations about the impact of the conflict on the epidemic in both countries based on information from national leaders, UNMEE staff and UN and bilateral partners as well as on the knowledge and experience of the mission team members, both of whom have considerable experience in the region. Country reports and recommendations are presented separately in a stand-alone style and are accompanied by a general set of recommendations for DPKO, for UNMEE, and for the UN Country teams to consider in this and other post-conflict situations.

Mission Goals and Objectives

There is strong evidence from a wide variety of settings that the social dynamics of conflict, and even of post-conflict rehabilitation, result in greatly increased potentials for the spread of HIV/AIDS.  In response to Resolution 1308, passed by the UN Security Council on 17 July 2000, a series of Joint UN missions are being deployed to conduct assessments of HIV epidemic factors in such settings.  In the context of the establishment of the UNMEE and to assist the two countries to plan for the possible epidemiological implications of their two-year long conflict, a joint UNAIDS/UNFPA mission to Ethiopia and Eritrea was held October 23-November 7.   The mission had the following objectives:

· To assess the current situation with regard to HIV/AIDS, and ascertain the HIV transmission risks in the conflict/post-conflict situations and amongst uniformed services, including peacekeeping operations;

· To gather the information and experience available from all major sources, focusing on the specific concerns of the different populations at risk, such as military, civilians in war affected regions, internally displaced persons/refugees, and peacekeepers;

· To brief UN Country Teams, NGOs, national government officials and UNMEE staff on Resolution 1308 and the new Strategic Plan of Operations for the prevention of HIV/AIDS in post-conflict situations and amongst uniformed services;

· To analyse and discuss with stakeholders the mechanisms through which the Strategic Plan of Operations can be streamlined into ongoing activities and initiatives;

· To outline a preventative strategy appropriate to the risk factors and relevant to the concerns of the different population groups;

· To initiate discussions with the relevant authorities on the situation of National Services with regard to HIV/AIDS care and prevention.

This report describes the findings of the mission, analyses implications for stakeholders, and makes recommendations on future initiatives. The team was also able to make some specific interventions during the mission; these are described, as well.  

Description of the Ethiopian Context

Related historical information on the epidemic.

Prior to the recent conflict with Eritrea, which began in May 1998, Ethiopia already faced serious concerns about HIV/AIDS.  The epidemic seems to have been gaining ground rapidly in the late 1980’s and early 1990’s, primarily within traditional high-risk groups such as truck drivers and commercial sex workers (CSWs), but also exacerbated by the long civil war and the war in Eritrea, which had led to the conscription of thousands into the military.  The social disruption resulting from this armed conflict was also accompanied by massive movements of people in resettlement programmes and due to drought.  In some places, security concerns disrupted medical services as well, limiting the reach of HIV prevention or screening activities. Traditional practises involving unclean instruments (such as tattooing, Female Genital Mutilation, scarification) may also have been involved in the spread of the epidemic to some degree.

After the defeat of the Dergue and assumption of power by the EPRDF in 1991, population movements continued.  Members of the Dergue’s defeated army in Eritrea fled to Sudan and made their way back to Ethiopia as best they could, some with assistance of the ICRC.  Those inside Ethiopia-proper simply were left without support and made their ways home.  Members of the opposition armies also needed new jobs. In response, the new government quickly organized a demobilization programme to help to re-integrate these ex-combatants into their communities and to provide them with new skills. This programme was relatively successful in helping many ex-combatants reintegrate into their communities through provision of limited financial support, loans and some skill training. The programme did not provide health education or other such support within the communities, and HIV prevention was not considered as a possible component at the time, though in retrospect this might have been very valuable for slowing the spread of HIV.

Throughout the mid 1990’s there was rapid social, political and economic change in Ethiopia as the country changed from a socialist to a market economy and democratized significantly, at the same time moving toward relative political autonomy of ethnically-based regions. Economic growth rates were high, construction increased, new businesses started. The rapid growth in the transport and construction sectors and the opening up of the economy to the outside was accompanied by significant commercial sex – all of these factors contributed to an increasing prevalence of HIV and AIDS.  From 1990 to 2000, HIV infection increased by a factor of four.  MOV estimated that in 1998, one out of every 13 adults was infected.  In urban areas, the situation was much worse: one in sex adults was infected.  The HIV prevalence rate among pregnant women receiving antenatal care in Addis Ababa grew from 6% in 1990 to 18% in 1998 (MOH, 1998).

By the late 1990’s, studies show the prevalence of HIV was as high as 70% among commercial sex workers in Addis and other transport centres (DKT).  UNAIDS estimates that the rate of HIV infection in the adult population at the end of 1999 was about 10.6%, and that AIDS was responsible for some 280,000 deaths in Ethiopia in that year.  According to the Ethiopian Multi-Sectoral HIV/AIDS project, prepared this year by the central government, “An estimated 2.9 million Ethiopian adults and 150,000 children are living with HIV/AIDS, more than in any other country except South Africa and India”.  


Although AIDS prevention programmes were ongoing through the 1990s (including a very successful Hiwot and Trust Condoms social marketing programme begun in 1981), the process of devolution of government to the newly autonomous regions also disrupted the Ministry of Health’s established National AIDS Control Programme at a time when it needed even greater support. Initially, across the regions (all of whom developed their own health authorities), AIDS control programmes were uneven in scope and in human resources even as the epidemic intensified.  In recognition of this, in April 2000 the government established a National AIDS Council and Secretariat whose mandate it is to coordinate the national and regional authorities and civil society in a concentrated effort to fight the epidemic.   The Council meets three times a year, is headed by President Gidada and includes government members, NGOs and religious bodies.

HIV implications of the current conflict.

In 1998, at the beginning of the conflict with Eritrea, the limited data available shows the HIV rates in the border regions of conflict (Tigray and Afar regions) seemed to be quite low in rural areas but significant in some of the small urban centers and near trucking lines (see map). In 1999, 15-20% of civilian hospital beds were occupied by patients with HIV-related diseases.  

Statistics provided by regional authorities in Tigray indicate: 


1992 – 
70% of CSWs in Mekele HIV+ 


1992 – 
70% of CSWs in Adigrat were HIV+


1992 – 
0% of rural dwellers in Endamariam Korado were HIV+


1998 – 
12.5% blood donors HIV+


1998 –  
6% ANC users HIV+


1998 – 
54% of TB cases in Mekele hospital tested positive 

Until mid-1998, the Tigray Regional Health Bureau was responsible for coordination of HIV/AIDS prevention, but in 1999 the Regional Office of HIV/AIDS Prevention and Control was established to lead a multisectoral effort, including health
, education, social affairs, and agriculture sectors, as well as with religious leaders, women and youth groups.  Boards for HIV/AIDS prevention were established at all levels of administration (regional, zonal, district, village).  Clearly, the regional authorities are well aware of the issues but have lacked sufficient resources to implement their plans.

The deployment of the local militias and the national military to the conflict areas, and the evacuation of almost 200,000 civilians from the rural areas and border towns to the regional centers (such as Adigrat and Mekele) clearly has implications for the epidemic, though these are not documented.  The national mobilization pulled thousands more young men from other parts of the country (both from higher and lower prevalence areas) to serve in the armed forces.  The deployment of troops and the new concentration of civilian populations in some of the towns behind the conflict zones also seems to have attracted commercial sex workers with high prevalence rates from other areas of the country.  Thus, the military aspects of the conflict have direct consequences for the epidemic in these regions. Added to this are the unknown actual exposure risks from combat or related injuries in an environment with few resources (and lack of established guidelines) to ensure universal precautions or safe blood supply.

In Tigray and Afar, there are an estimated 350,000 displaced persons who are in need of humanitarian assistance, according to the UN Country Team Appeal for Ethiopia.  The mainly agricultural population (farmers and small business owners) which was evacuated from the border areas to areas farther back either became completely dependent on relief supplies or on other family members and other communities.  Thousands of the displaced lost their livelihoods. The number of female-headed households seems to have increased since men were going to the military. Although these women may get some assistance, they remain the only source of support for their families and are thus extremely vulnerable to exploitation for sexual favors] and thus to HIV/AIDS. Added to this are concerns about the lack of safe blood supply and universal precautions in a situation where the civilian population is vulnerable to landmine and other such injuries as they seek to move back to their communities after the ceasefire.


The economic repercussions of the conflict also have had implications for the epidemic. The closing of the borders with Eritrea shut down traditionally busy trucking and shipping routes, leading to economic crisis for some communities that depended on this source of employment.  Trucking was rerouted from Assab and Massawa to Djibouti port, resulting in an accompanying movement of the service industries, including CSWs, to new locations.  This in itself has implications for the epidemic.

Within the military itself, an internal and anonymous screening program has indicated a worrying pattern of infection.  The military has demonstrated a quite enlightened attitude toward the HIV issue among its troops:  they have collaborated with DKT, a social marketing program, to purchase condoms and HIV education materials from them; they have reformed military guidelines regarding HIV prevention to include measures for testing and educating troops, providing them with condoms and providing care for soldiers ill with AIDS and support for them and their families, including AIDS orphans.  

Though there is little hard data to present at this time, anecdotal evidence would seem to indicate that the military, social and economic dynamics resulting from the conflict have fed disastrously into the HIV epidemic in Ethiopia, significantly increasing the spread of the virus even into areas where prevalence was not previously high.  The post-conflict period also presents a serious challenge.  The redeployment and demobilization of troops back into their communities will pose its own risks.  The government and the military, in particular, are keenly aware of this and have determined that, this time, the demobilization programme will have very strong HIV/AIDS prevention and care components, including support for affected communities.  Three indicators of the government concern are: the recently signed $59m loan from the World Bank for national HIV/AIDS prevention and care; the recent establishment of the National AIDS Secretariat; and the inclusion of a specific HIV component in the loan for demobilization and reintegration being negotiated with the World Bank at this time.

Into this already complicated situation now will be introduced another factor: a peacekeeping mission with up to 5000 military troops and civilians being deployed in the border regions and the capitals of both countries. The troop contingents are from countries with widely varying HIV/AIDS policies and prevalence in their own military forces (already the 100 observers who have arrived are from 23 different countries
). They will be deployed in areas with many displaced and economically destitute people, including particularly vulnerable women. Some will know much about HIV prevention; others may not.  Some receive condoms as a matter of course in their own militaries; others do not.  In short, these forces may both be at risk and present risks within the Ethiopian context.  A primary purpose of this joint UN mission was to ensure that these risks are minimized.

The specific details of many of these issues are presented later in this report. However, even this brief overview shows clearly that the two year conflict has exacerbated the epidemic in Ethiopia and that planning carefully for the post conflict period will be critical if the epidemic is to be brought under control.

The United Nations Mission in Ethiopia and Eritrea  (UNMEE)

UNMEE was established by Security Council Resolution 1312 (adopted 31 July 2000).  The mission was subsequently authorized by Security Council Resolution 1320 to deploy up to 4,200 military troops, including 220 military observers in total for both Ethiopia and Eritrea.   Its mandate includes the following:

· Monitoring the cessation of hostilities;

· Monitoring and verifying the redeployment of Ethiopian troops from positions taken after 6 February 1999 that were not under Ethiopian administration before 6 May 1998;

· Monitoring the positions of Ethiopian forces once deployed;

· Simultaneously monitoring the positions of Eritrean forces that are to be redeployed in order to remain at a distance of 25 kilometres from positions to which Ethiopian forces shall redeploy;

· Monitoring the Temporary Security Zone (TSZ) to assist in ensuring compliance with the Agreement on the Cessation of Hostilities signed on 18 June.

According to Col. Jukka Pollanen, UN Chief Liaison Officer in Addis, at the time of this mission, UNMEE had almost 100 military observers plus support staff deployed to this total command, of which approximately 50 observers represent UNMEE on each side of the border.  Over twenty countries are represented among these observers. Initially, the deployment of observers within Ethiopia will be to six sites in the two conflict affected regions, Tigray and Afar.  When the actual peacekeeping contingents arrive over the next 6-8 weeks, that is, by late November or early December, they will be deployed in these same border areas. Thus far, it is known that there will be Canadian, Dutch, Danish, and Jordanian contingents – other contributing nations will be disclosed during the next months.

 A series of orientation sessions were provided by the UN for the observers upon arrival; these included a session on HIV in Ethiopia which was prepared by UNICEF and UNAIDS.  Some immediate actions were taken to make condoms available before deployment but at the time of this mission, no strategy had been devised by DPKO, UNMEE or the UN agencies in Ethiopia to ensure that observers and troops had regular access to prevention information or to condoms.  Col. Pollanen, however, clearly recognizes the importance of the issue and anticipates working closely with the UN agencies to establish a strong programme of activities.

For the immediate term, Col. Pollanen suggested that the visiting mission report back on the HIV concerns to DPKO and that DPKO provide more guidance on the issue, as well.  UNMEE had not received any copies of the DPKO/UNAIDS personal HIV prevention booklet, and the colonel expressed his desire to receive these booklets for all the troops and observers and in appropriate languages.  He noted that thus far all the orientations have been in English despite the fact that some of the observers did not speak English.

Government Response to HIV/AIDS in Ethiopia


Civilian Sector

The Government of Ethiopia has recently given a high priority to HIV control in the country and is establishing mechanisms to strengthen the implementation of the National AIDS Control Policy and Strategy.  The chart below shows the newly established structures of implementation and coordination:
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According to Dr. Dagnachew Haile Mariam, newly appointed Director of the National AIDS Secretariat, the national strategy will involve a multi-sector approach that will include government, private and public groups as partners.  He noted that the government must “create fertile ground for all sectors to be involved”.  

The national strategy will have both federal and regional components – each level will have their clear responsibilities.  Every region will replicate the National AIDS Council, forming a similar multi-sectoral body that will have planning and implementation responsibilities.  The recently signed World Bank loan to the GOE ($59 million) will support institutionalizing HIV/AIDS control in Ethiopia and will have an administrative set-up that will complement the implementation of the National Strategy.  

Dr. Dagnachew noted that one of the greatest priorities for HIV control in Ethiopia today is the involvement of the armed services in the current Action Plan for Control of HIV.  He specifically expressed concern about the possible implications of future demobilization of large numbers of the combatants and noted that an HIV prevention and care component is included in the rehabilitation loan currently anticipated from the World Bank.  Should demobilization occur before the loan resources are available, the GOE has established a fund available to the National AIDS Secretariat that will allow for quick interventions and which could be reimbursed when the loan is actuated. 

The National AIDS Control Program Manager in the Ministry of Health, Dr. Hailu Negasse, noted the concern about a potential exacerbation of the epidemic in the war-affected regions. Contributing factors include:  the initial mobilization and deployment of large numbers of troops; the increased movement of “camp-followers” (CSWs) to the area of troop deployment; future demobilization or redeployment of these combatants after the establishment of the Security Zone; the estimated 350,000 persons that are displaced from their homes due to the conflict; and the economic stress on the local war-affected population. 

Dr. Hailu reported that some international and local NGOs had been providing support for HIV programmes among the displaced (IDPs) in the war affected areas but that these efforts seemed less than comprehensive and needed better coordination and transparency among the parties of the relief response.

The National Program for AIDS Control, Dr. Hailu admitted, has been unable to respond effectively to all aspects of the epidemic since the Unit was devolved in 1992-3.  However, within the new national initiative there are plans to have one HIV/AIDS coordinator in each of 11 regions and the overall HIV program will be strengthened considerably with support from the new World Bank loan. 

Currently, the National and Regional AIDS Strategies are being revised with the assistance of UNAIDS.  A consultatory process is underway to strengthen the action plan in accordance  with new priorities.  These will include:

· Blood banking (and) safe transfusion services

· The development of the National Guidelines on Voluntary Counseling and Testing (VCT) and mechanisms to increase access to these services nationwide;

· Strengthening the Second Generation Surveillance System

The revision of the National and Regional Strategies that is currently underway will focus on perceived strategic gaps.  The associated workplan will be amended accordingly.  The process appears to be one of inclusive participation whereby those working on the revisions interview all stakeholders, canvass their perceptions on the strategic gaps and make recommendations to the Secretariat.  This revision will encourage a flexible and dynamic strategy better equipped to account for unexpected contingencies, such as conflict and population migration.

It is important to note that the UN mission team had an unusual opportunity to advise on the revision process and to encourage some specific conflict-related additions to the strategy, particularly focusing on those regions most affected (Tigray and Afar).

National Defense Force

There has been an HIV control programme within the national defense forces for five years.  Dr. Yigeremu, Senior Medical Officer in the Ethiopian National Defense Forces, reports that this program, which was reasonably strong on prevention activities before the current war with Eritrea  began, was weakened due to the rapid recruitment of large numbers of conscriptees and a shift in health service priorities due to nature of the armed conflict.  However, during the last year, there has been a renewed interest in the epidemic and a higher priority assigned to HIV in the military, which has resulted in an intensified program of interventions. (As an example of the commitment at the command level, Dr. Yigeremu shared an anecdote about a force commander who personally gave the lectures on HIV to his senior officers.)  

The current programme within the armed forces includes prevention activities as well as aspects of care and support of infected soldiers and their families.  Prevention interventions have been targeted toward the soldiers, civilian workers and commercial sex workers that moved to the garrison areas.  The essential components of the program include:

· Information, education and communication activities aimed at promoting behaviors that lower individual risks, including full-time peer educators down the command line reaching to the unit level (10 soldiers per unit).

· Free condom distribution to the deployed troops.  The military purchased 15 million condoms from DKT (an NGO which manages the national social marketing programme) over the last year.  Condoms are provided to soldiers with their regular pay packets, and soldiers are reportedly frisked before they leave army bases to make sure they are carrying condoms.

· Management and early treatment of STIs. 

· Surveillance: In addition to routine voluntary counseling and testing (VCT) there are plans to conduct a series of rapid assessments and a Force-wide random screening survey in 6 months.  All results will be anonymous and un-linked.

· Care and support of troops and their families who have AIDS.  It was reported that of the 30% of military hospital beds dedicated to medical cases, 50% are filled with patients with AIDS.  Initially, the military attempted to care for these soldiers within the military health services but the burden proved too much and now such cases are sent to the civilian sector for care. (Dr. Yigeremu also noted that the military is planning to organize an association to generate funds for soldiers and their families that have been affected by war. The funds will help support a large and growing number of children orphaned by AIDS.

 Should the peace hold and after the peacekeeping contingents are in place, Dr. Yigeremu noted that his biggest concern will be the demobilization of the conscripts and the return to their communities by these as well as regular army personnel.  The doctor observed that HIV was neglected in the 1991 demobilization and that it probably was one of the major HIV transmission dynamics at that time. He believes that “if this is not paid attention to, uncontrolled demobilization would be catastrophic” and though he is encouraged by the greater awareness of this issue, he noted that the timing is critical. Although there will be two new World Bank loans to help in this area (the HIV loan and a separate demobilization /reintegration loan with an HIV component), and there is a new National AIDS Secretariat, Dr. Yigeremu expressed concern that these may take time to implement when strong actions must be taken immediately.  

When Dr. Yigeremu was asked what he saw as the major constraints or obstacles in implementing this program, he responded by pointing out 3 issues:

1. Although there is commitment at the highest levels in the military, the commitment of those at the mid-level professional soldier level remains weak;

2. There is still denial and lack of acceptance of HIV status among soldiers and their families;

3. There are shortages of human and material resources for training and for development of effective interventions.

Regarding (3.), Dr. Yigeremu noted that although there are many personnel that can be trained within the system (for example, there are over 10,000 medical personnel in the armed forces), there is a lack of professional technical advisors. Such technical support is needed for both design of effective interventions, resource mobilization, and in the area of evaluation.  He also reported that although there are expectations of future financial resources (from the World Bank loans), there is currently a shortfall in the resources needed to run existing programs.  The amount estimated to meet current urgent needs was approximately $600,000.

Civil Society

Civil society is actively involved in HIV prevention and care in Ethiopia.  The representation of religious, business, women and youth groups in the new National AIDS Council also indicates that the government recognizes that HIV requires a multisectoral response.  A variety of local organizations have activities ranging from youth education programs to family support for people living with AIDS.  This report will not describe all of these, but it is important to note that in Tigray province, both REST and TDA, the region’s two largest NGOs, are involved in education, consciousness raising and condom distribution.  Churches, religious groups, are also active.  A few groups are also active in Afar.  These local NGOs are constrained by their lack of human and financial resources.  New efforts within the private sector will also contribute to amelioration of the epidemic. 

It must be noted that Ethiopia has a legacy of strong local and regional political mobilization and party structures (particularly in Tigray), which could be well utilized in the fight against AIDS but which have not yet played an active role per se.  

International Response to the HIV/AIDS in Ethiopia

Ethiopia has support from a wide variety of multi-lateral and bilateral agencies, and international NGOs.  Donors seem to be well aware of the seriousness of the epidemic, and positive about the new government initiatives, such as the National AIDS Secretariat, and they are supporting a myriad of activities for prevention, testing and care.  

However, there is a glaring lack of support for HIV activities among the armed services (military, police, prison staff, game wardens, etc.) who are extremely high-risk groups, and for whom prevention programs could show significant payoffs.  Although some bilateral donors may be specifically prohibited from working directly with military forces, even those agencies (including UN agencies) which are not, seem hesitant or misinformed about their own mandates to do so.  It is quite remarkable that this high risk, high influence target group is largely neglected by donor HIV programs in Ethiopia (and in most other countries as well). 

On the positive side, there is much concern about HIV and the displaced, and many UN agencies and international NGOs have plans to help in this area.

The Country Team emergency appeal of August 2000 was the first among all UN Consolidated Appeals to contain a specific section on HIV/AIDS alone.  The 2001 strategy paper and appeal for Ethiopia describes the efforts at a coordinated UN agency response to the situation of HIV/AIDS in Ethiopia:


International NGOs also have the potential to make a valuable contribution in the process of designing and implementing interventions for the military and among peacekeepers and civilian populations at risk or potentially affected by the HIV/AIDS epidemic in Ethiopia.  Given their years of experience working at the community level in Ethiopia, their knowledge of local institutions, and their ability to respond more quickly and flexibly in rapidly changing contexts, some INGOs are well-suited for involvement in any preventive, IEC strategy with military, demobilizing forces and their communities, as well as with peacekeepers and CSWs.  

Specifically, DKT has had an extensive and very successful social marketing program through which they have distributed condoms and engaged in IEC activities around reproductive health and disease prevention.  They have had a good working relationship with the Ethiopian military for the past 7-8 years, entailing a lot of IEC work and condom distribution.  They have trained 100,000 military personnel, at all levels, and have sold 30 million condoms to the military in the past 5 years, over 12 million just this year.  DKT could respond rapidly to the situation in Tigray and Afar.  They could make condoms available for peacekeepers, supplying canteens, distribution points within camps.  For CSWs, condoms and educational materials would be distributed to bars, shops, hotels and pharmacies, in all areas where there are peacekeepers are to be stationed.  

Regarding demobilization, in addition to the condom supply that they are already doing, DKT could also do training and provide IEC materials.  Once the soldiers have been demobilized, community-based efforts will be more difficult.  Because villages are so remote, DKT’s director felt that it would not be feasible for the MOD to reach them.  It is therefore critical to reach troops to educate them before they return to their communities, and to promote the notion of responsibility they have as “war heroes” to become leaders, educators and protectors of their communities against the HIV/AIDS epidemic.  

Over the past 3 years MSF-Belgium has gained extensive experience providing STI treatment in public health centers in Addis Ababa. They have a peer education program for CSWs, providing training on sexual health and condom negotiation.  MSF-Belgium distributes condoms, and supervises trainers/peer educators.  In addition, they provide skills training and support income-generating activities, working together with a local NGO providing micro-credit.  (With an estimated 95% formal sector unemployment rate in Addis, where only 10% of formal sector jobs are held by women, it is critically important to support alternative sources of income generation for women.)  MSF-Belgium has been expanding its program to target men, including work with police and in the prison system, and through transport and trucking companies.  At the request of local authorities in Tigray, MSF-Belgium is initiating a program in that region to target soldiers, doing IEC, STI testing and treatment.  They also hope to work the CSWs in the region, given that a large number of prostitutes working in the north come from Addis (where there is an estimated 70% HIV infection rate among CSWs).  However, they are still seeking the means through which to target these CSWs, since the Regional Health Bureau in Tigray has a policy that health programs be “integrated” and not vertical.

MSF-Holland does some STD treatment, but is more focused on AIDS home-based care in northeastern Tigray.  

Conclusion and Recommendations

It is clear in Ethiopia that many of the actors – civil, military and international - are aware of the threat posed by HIV and its potentially destabilizing effect on the economy and security of the country as a result of the conflict/war in Ethiopia/Eritrea and the displacement of several hundred thousand civilians.  A number of initiatives are being planned and considerable financial resources (World Bank, USAID, etc) and human resources are being brought to bear.  But there is still insufficient consideration of the state of emergency posed by the lethal mix of troops, displacement (poverty, vulnerability, lack of alternatives), destruction of health services, lack of access to condoms, and the imminent demobilization of tens of thousands of soldiers.  In short, the pieces of the puzzle are there in Ethiopia – but it will take concerted efforts by all stakeholders and active coordination to put those pieces together into an effective response to the crisis. 

The following section includes policy recommendations involving the government and civil society as well as the international community.  It should be noted that in this case, the conflict was between two nations with disciplined armies and responsible governments, so these recommendations may not be representative of other post-conflict settings. However, where conflicts are intra-state, these recommendations may be generally applicable to other settings.

General Recommendations and Observations:

National government:

Primary goals:

The government should recognize the vital necessity of the active involvement of the uniformed services in the controlling HIV in the nation.

The UN and other donors should provide the necessary technical and financial resources to the military and civil authorities to ensure appropriate and implementable strategies to prevent HIV both within the forces and their families and to ensure that the forces do not contribute to the transmission dynamics in the civilian sector.

· National security forces should be represented in the National Secretariat on HIV, in the UN Theme Group, and in the Technical Working Group on HIV/AIDS/STD control.

· Prevention activities should be implemented both during conflicts (if they possibly can) as well as quickly in post-conflict situations. Such activities should be designed to be sustainable. 

· All efforts should be made to obtain and maintain a high level commitment to fight HIV within the National Security Forces (NSF).

· Post-conflict interventions come at a critical juncture in the epidemic with respect to troop “redeployment”; HIV prevention and care must be considered in all demobilization of non-professional troops, and institutionalization of HIV control should occur at all command levels of the national military.

· Civilian communities must be prepared for the contingencies mentioned above. It is essential that there are mechanisms in place to strengthen the local capacity in deployment areas to prevent the  rapid introduction and spread of HIV.

· Strategies must be flexible to accommodate contingencies

· Mechanisms must be in place to coordinate military/ civil authorities and the civilian population in response to the problem

· Though prevention should be the priority, it is also essential that the military have a clear and compassionate strategy for the care of the afflicted and their families

· Training activities within the uniformed services should be provided by other uniformed service personnel (i.e. soldier to soldier educators).  Respect for rank and position should be constructively used to promote the notions of safe sex and other personal protection options as well as protection of families.

· Technical and material support should be provided by the international community for development and implementation of interventions within the uniformed services

· Demobilizing combatants can be very effective change agents in their communities if provided with knowledge and tools prior to their return to their homes.  National militaries should be supported to identify potential peer educators within the ranks and to train them effectively.

Peacekeeping Operations:

Primary goals:

Pre-deployment strategies for member states. Contributing nations should develop sound policies within their militaries for safeguarding their troops as well as the host populations where they may be deployed.

Deployment stage. All consideration should be given to preventing HIV/STD transmission from local populations to the peacekeepers or from the peacekeepers to civilian populations, as well as within the peacekeeping forces themselves.

Recommendations and action points:

· Appropriate representatives from the Peacekeeping Mission should be involved in the local UN Theme Group and UN Technical Working Group on HIV/AIDS and in the Joint National Strategy Planning exercises.

Action:  R.C should ensure that UNMEE is actively participating in UN meetings. UNAIDS should facilitate contact between UNMEE and the National AIDS Secretariat.

· An alliance between the Peacekeeping Mission and the National Security Forces should be forged to jointly strengthen the efforts of the uniformed services to combat the spread of HIV/STD within the ranks and to protect civilian society.

Action: UNAIDS should facilitate contact between the appropriate UNMEE staff and the national military medical services 

· All peacekeepers should have unlimited access to information about the epidemic and how to protect themselves (health education).

Action: UN agencies and UNMEE should establish regular information and advocacy activities.

· All peacekeepers should have unlimited access to condoms. Those contingents which are not provided condoms by their own command structures should be provided condoms by the DPKO, and condoms should be included in the logistic supply system.  In partnership with local UN agencies, it should be ensured that supply is uninterrupted.  The Security Council must include provision for condoms and HIV education in the Peacekeeping Mission budgets.

Action: UNMEE should make specific arrangements for immediate procurement of condoms through DPKO, or through UNFPA or DKT locally.

· There should be clear guidelines on the responsibility for HIV orientation of peacekeepers, the role of the local UN Resident Coordination system, the provision and procurement of condoms, and for continuous awareness efforts and monitoring.

Action: UNAIDS and other UN partners should work with DPKO to define a strategy and policy guidelines on HIV in peacekeeping situations and a guidance note for Resident Coordinators

· DPKO should always provide the necessary number of copies of the Personal Handbook on HIV in the appropriate languages.

Action: As soon as missions are approved for deployment, an initial set of 500 handbooks should be provided, followed by the full required number in the appropriate languages. Donors must ensure adequate resources for publication and distribution of the booklets. 

· Peacekeeping Mission medical structure(s) should have the necessary support for ensuring universal precautions (e.g. safe blood, gloves, personal protection supplies) to prevent infection following trauma, such as from landmine injury. 

Action: DPKO and participating national contingents

· When needed, UN agencies should obtain HIV IEC materials from Peacekeeping donor countries to ensure that materials in appropriate languages are available.  

Action: UNAIDS, UNFPA, UNICEF and WHO should coordinate in securing these materials from their field offices in troop donor countries

General recommendations suggested by the Resident Coordinator and others:

· The Security Council and donors must provide for the additional resources needed to respond in a timely fashion in conflict and post conflict situations.

· THESE ARE EMERGENCY SITUATIONS and must be treated as such. All agencies should recognize that established bureaucratic procedures need to give way to innovation in conflict and post conflict circumstances.

· Humanitarian units need to be reinforced to help the national authorities and the PK missions to incorporate HIV interventions.

Mission Interventions

· The mission team provided inputs to the revision of the National HIV/AIDS Strategy strengthening the focus on the military, peacekeepers, and conflict regions with high numbers of civilians affected and rendered especially vulnerable, such as the displaced population.

· The team stressed to the government the importance of high level military involvement in the upcoming African Development Forum in December, with its focus on HIV.

· The team encouraged better synergy of government, World Bank, UN CT appeal, and Bilateral strategies for the conflict-affected regions (Tigray and Afar), and identified critical gaps to be addressed.

· The team arranged for the UNAIDS Secretariat to send 1000 copies of the UNAIDS/DPKO                   personal protection booklet to UNMEE (English, French, Russian, Arabic, Spanish).

· The team initiated discussions on condom procurement.
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There is strong evidence that the problem of HIV/AIDS, inter alia, among the displaced populations is significant and needs to be addressed immediately.  A number of UN agencies, including the UNAIDS secretariat, are actively engaged in raising awareness on this issue.


Sr. Inter-Agency Network Mission to Ethiopia/Eritrea (16-21 October 2000)





In Ethiopia, special attention will be given to curbing the spread of HIV/AIDS, “which is wreaking havoc with a sizeable segment of our society”.  							Ethiopian President Negaso Gidada





UNAIDS in collaboration with WHO, UNICEF, UNFPA, WFP and the International Organization for Migration (IOM) will concentrate on the promotion of HIV/AIDS awareness and means to reduce both vulnerability to and frequency of transmission with a focus on the prevention of transmission of HIV infection among IDPs and the military; providing care and support for those already infected and affected by HIV/AIDS; and alleviating the impact of HIV/AIDS on IDP households and communities.





In support of HIV/AIDS programmes for the IDPs in 2001, WHO aims to strengthen epidemic surveillance and to establish mechanisms for quick response for the control of priority communicable diseases including HIV/AIDS and sexually transmitted disease (STD) management while providing the health authorities at the regional level with essential drugs and supplies.  Training support and the provision of supplies are also planned for provision to the drought-affected.





UNICEF will undertake the promotion of HIV/AIDS awareness and support the reproduction and adaptation of HIV/AIDS Information, Education and Communication (IEC) materials to suit IDP needs.  In addition the agency will aim to strengthen the peer educational activities and together with WHO set the foundation for voluntary counseling and testing services in general, as well as, in special settings such as antenatal clinics with the aim of preventing Mother to Child Transmission of HIV.  Together with UNFPA, UNICEF will support the integration of youth and women friendly services.





UNFPA will continue to promote prevention activities among the internally displaced populations and those affected by drought within the framework of its support in the area of STDs/HIV/AIDS.  It will continue with the provision of materials for the screening and treatment of reproductive tract infections, materials and equipment for voluntary testing of HIV infection, as well as condoms to relevant health institutions.





WFP will also undertake HIV/AIDS awareness activities for IDPs at food distribution sites.  Additionally, working in cooperation with NGOs, WFP will fund awareness training in HIV/AIDS to be provided to all drivers of transport companies used by WFP.





IOM plans to establish a mobile clinic targeted to the displaced, “returnees”, peacekeepers, and commercial sex workers, through seed money already received.  It will extend its services to the two main trucking routes between Addis Ababa and Djibouti and Ethiopia and Kenya.  This clinic will provide testing and counseling, as well as an integrated package of IEC materials and free condoms, pre- and post-test counseling, and training to local health professionals and peer educators.





“It is high time for all of us to realise that if the HIV/AIDS situation is allowed to continue unabated, we will reach the point where the loss of a generation will be a real possibility.”  


	                  Ethiopian President Negaso Gidada








� One goal of the Regional Health Bureau is to introduce STD syndromic management in all health services.  STD control is weak and has had erratic donor support in the region; this is a significant factor in spread of HIV.





�   Spain, Poland, Finland, Sweden, Algeria, Canada, Kenya, Zambia, Tanzania, Tunisia, Italy, Ghana, Nepal, Netherlands, Ukraine, Peru, Uruguay, China, Austria, Romania, Bangladesh, Switzerland and India. 
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