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Abstract 

All Evaluation of Partnership Effectiveness in the Management and 

Control ofHIV/AIDS in Tamil Nadu State, India 

Background 

Tamil Nadu reports the highest number of AIDS cases in India with an estimated 
prevalence of around 0.25 percent in 2008. Evidence from elsewhere in India suggests 
that the epidemic is gradually spreading from known high-risk populations to certain 
unknown groups in the general population and urban to rural areas. At the same time, 
Tamil Nadu registered a significant reduction in the prevalence in the recent past. Yet, 
only 12.3 percent of women and 37.4 percent of men have comprehensive knowledge 
about HN; these proportions are lower than their respective national averages. 

Partnerships are vital in HN I AIDS control programmes. They are likely to enable 
different people and organizations to support each other by leveraging, combining, and 
capitalizing on their complementary strengths/capabilities vis-a-vis HIV/AIDS. Evidence 
Q!l !h~ir~ff~tiy~n~!)s, however, is mixed in practice. 

QJ)jectives 

The overall objective of the thesis was to evaluate the effectiveness of partnerships in 
Tamil Nadu in the management and control ofHIV/AIDS. Particular emphasis was given 
to hitherto unknown and untargeted high-risk groups, their first points of contacts, and 
their potential and willingness to get involved in the management and control of 
HN/AIDS. 

Concept and methods 

The conceptual framework employed by the thesis used theoretical concepts of 'Theories 
of Change'· and 'Realistic Evaluation' besides incorporating a priori expectations, local 
needs and insights provided by the literature. Structure, inputs, processes, outcomes were 
itS key analytical components with the focus on disease and health system management. 
A variety of methods such as the literature review, Focus Group Discussions, combing, 
stakeholder interviews, secondary data analysis and partnership evaluation were used. 
Interview schedules, FGD guidelines, Institutional checklist-Assessment form, and 
Partnership assessment tool were used to collect the required primary data. For data 
analysis, effectiveness scoring formula, Cronbach's Alpha, Kolmogrov Smimov's method, 
Pearson's correlation, one-way ANOVA and univariate general linear model, and 
multiple linear regression were used. 

xi 



Results indicated widespread prevalence of high-risk sexual practices among some 
~~fitl~llL•unJa::w'wn population groups. First points of contact for STI and HN I AIDS 

lttcluded a wide variety of fully and less than fully qualified modem and traditional 
medicine practitioners. They expressed their willingness to get involved in the formal 
system .of HIV/ AIDS management. 

Functioning of the HN/AIDS partnerships was effective from a health system 
perspective to produce certain desirable health system outcomes viz., equity, accessibility, 
affordability, coverage and utilization of services, target accomplishments, quality of care, 
resp()nsiveness, client satisfaction, capacity development, increased health seeking 
behaYieur and overall health improvement. Some areas, particularly concerning the 
~e management, need further improvement. There are also concerns regarding the 
~lSility of their efforts and benefits, alignment with the existing health system, 

----'-"--·-~---~- --c.:lijJii~ of efforts and community/target group involvement. Partnerships' efficiency 
gains were also inconclusive. 

Conclusions 

~ ~'~butes to the exiting literature on evaluation of partnership effectiveness 
. o·fDlll()ll iJ,l Indian ~ettings· ~s fmdings signalled the possible exclusion of 

. . ··•·· tuilaeniifted · mgtl:iisk groups and health care providers from HN I AIDS 
telt~~~. Parttters~sc~tmxtuced some desirable health system outcomes and 
l~lY.-o~ti:~ed,~wn _hi~risk groups. Ttl~~ was no evidence to show that they 
tafgetOO tmOOnventionat high-nsf grOUpS and their first contact points, as identified by 
this study. 
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CHAPTER-I 

INTRODUCTION 

Since its documented onset in 1981, HIV/AIDS has become one of the most critical and 

devastating epidemics in human history. This pandemic has turned into a human, social, 

and economic disaster, with far-reaching implications for individuals, communities and 

countries (WHO, 2003, 2006). It is reversing decades of development gains, increasing 

poverty and undermining the very foundation of progress and security (World Bank:,2002). 

HIV/AIDS is not just a medical issue but a social, economical, legal and cultural issue 

affecting the most vulnerable population which requires multi-dimensional, multi­

disciplinary and multi-sectoral efforts (UNAIDS, 2000). 

The development of partnerships has been a major factor in all countries and communities 

thafhiv~ achieved success in preventing and treating HIV/AIDS (OPRC, 2004). Active 

il}volv(!tnent through partnerships among the public sector, private sector, NGOs, CBOs 

and cotnmunities have been an important driving force behind the success of 

comprehensive AIDS prevention and control(WH0,1998; WH0,1999; NACO, 2008). The 

58th sessionofUnited Nations general assembly(2003) reports that HIV/AIDS related civil 

society organizations have been persistent and effective in their efforts to get societies and 

governments to confront difficult issues like sexuality, intravenous drug use, human rights, 

stigma and discrimination and access to treatment, that are crucial to an effective national 

respo~. Jn additiQn, the engagement of the private for-profit sector is no less important 

relatedJ{)theHIV/AIDS control (UNAIDS, 2003; World Bank, 2007). 

l~t···BIV /AIDS Scenario in India 

The first HIV infection in India was detected in 1986 in the state of Tamil Nadu (Simoes et 

al., 1987) and the initial cases were reported among commercial sex workers (CSWs) in 

Mumbai and Chennai and injecting drug users(IDUs) in the north-eastern state ofManipur 

(NAC0,2001). Thenceforth, there has been a rapid increase in the number of HIV 

infections in India. In 2007, an estimated 2.31 million (1.8-2.9 million) people lived with 

1 



~;a&&til~~-!~h women accounted for about 39 percent and children (less than 15 

--~· 3..5 percent (NACO, 2008). The adult HN prevalence was 0.34 percent; 

'xtmilolltg males (0.44%) than females (0.23%) (NACO, 2009). The prevalence was 

a~;4liglic::ramong Men having Sex with Men-MSM (7.4%), Intravenous Drug Users-

IDU (7.2%), Female Sex Workers-FSW (5.1%), STI clinic attendees (3.6%) and among 

truckers (2.4%). Heterosexual transmission accounts for 87.4 percent of the transmission 

~· ~{N:Aefr,-2008}; But, the epidemic vary from state to state with heterosexual transmission 

~~g in southern states, whereas in north-eastern states the infection has not 

~ded outside of the traditional high-risk groups such as IDUs, FSWs, MSMs and 

_.tm,c~ drivers(UNAIDS, 2006). The heterogeneous distribution of HIV epidemic is also · 

. ~ent as many isolated pockets of high prevalence are identified in several districts in 

2003; NACO, 2008). 

··"'.,ever, an overall decline in HN prevalence is observed in the country, particularly in 

·ii~~~[;;=;FJifi~~lJeiiCe~ states in the south and the northeast. The adult prevalence has declined 

•,.JJel'CeJnt in 2002 to 0.36 percent in 2006; especially, the declining trend is very 

mt~:::rvcmtions were in place for many years (NACO, 2007). Also, there have 

~ .m~ .,eyidence.s that the epidemic is gr~dually spr~ading from the high-risk 
' /:c··~Sf}':s. ":,: ~7~>;7!~_."£'.: : · - · , ·- - , $ 

~ll9P;g:1~2fi t() ~neral population, urban to rural areas and it continues to shift towards 
·' ' ~ ---;?- ''• - - --- - ~ 

women and young people making it clear that the epidemic is affecting the entire society 
·-- - ~---.-~------~·-· ·---~"-.:..-~.0 '---- ---

and .. not just the high-risk groups (Arole et al., 2005; UN AIDS, 2004, 2006; NACO, 2008). 

~-~hll•r·~~- .mimber of AIDS cases in India with an estimated 
~~~~···~~· 

~: +;,.:Valenc:e of 0.25 percent in 2008; actual number of people living with HIV/ AIDS 

'(PLHA) is estimated at 0.184 million accounting for 10 percent of the national HN burden 

(NACO, 2008). The prevalence among high-risk population such as IDUs (16.8%), STI 

clinic attendees (8%), MSMs (6.6%) and FSWs(4.7%) continue to be higher(NAC0,2008). 

Though the overall estimated adult prevalence was relatively low, many districts in Tamil 

Nadu have recorded a higher prevalence. For instance, out of the 163 'A' category districts 
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in India_{me~g a prevalence of more than 1 percent of antenatal cases during the last 3 

years), 22 districts (13.4%) were in Tamil Nadu. Out of 24 districts with seropositivity of 

more thafi 10 percent among STI clinic attendees, four (20.8%) were in Tamil Nadu. Ten 

districts out of the 30 in Tamil Nadu had the seropositivity of one percent or more among 

antenatal population (either rural or urban site) and 11 districts had more than 5 percent 

seropositivity among any one of the high-risk population such as STI clinic attendees, 

--- FSWs, MSMs and IDUs (NACO, 2006). Out of the 13 districts which had seropositivity 

of three percent or more among antenatal population, two districts (Namakkal and Salem) 

were in Tamil Nadu (Table-1.1). 

According to the CMIS 1 data (2009), the prevalence among the ICTC (Integrated 

eounselfutg ~ testing centres) clients was 1.85 percent. Eleven districts were having 

tnore than one percent and Kanchipuram district had the highest prevalence of 2.95 percent 

am.oag~JeTC clients (Table-1.1). However, the ICTC prevalence may not reflect the 

.J~!!~-~'atinn-as.-the clients visiting the ICTC are those with risk behaviors, and not 

.. -::--~~-~Ji~ .. ~sk tl.enand women. As the levels cannot be ascribed to any specific risk group, they 
0 

• may'lie usoo~proxy for high rlsk groups and bridge population. 

The recent 'mapping data (APAC-IMRB, 2008) in<licated that the state had around 77801 

Female sex workers, 48209 Men sex with Men and 3361 Injection drug users. Thirteen 

. _districts had more than 2000 Female sex workers and 10 districts had more than 2000 

MSM population. Chennai and Madurai had more Injection drug users. However, no data 

were available from many districts of the state regarding the IDUs (Table-1.2). Besides, 

Salem, Trichy, Coimbatore, Chennai, Namakkal, Erode and Thiruvallur districts had 

higher number ofPLHAs (more than 5000) til12006 in the state. 

1 Computerised Management Information system developed by NACO in order to collect and 
facilitate the analysis of the inputs and outputs of the programme data. . . 
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No 

Districts 

Table-1.1 

District wise prevalence among different population groups 

2004ANC 2006ANC 

Dist HQ First Dist HQ 
Hospital Referral Hospital 

2009 

ICfC 

Source: The Tami~Nadu HIV sentinel surveillance report-2004, TN AIDS control Society (2005) 
Annual HIV Sentinel Surveillance Country Report- 2006(NACO, 2007) 
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Table-1.2 

Total Number of PLHAs and other High Risk Groups 

SINo District No of No of High Risk 
PLHAs2 P~ulation 3 

FSW MSM IDUs 
l Chennai 5144 14147 3320 1474 
2 Coimbatore 12545 1634 2660 -
3 Cuddalore 1801 945 2511 -
4 Dharmapuri 1754 2786 526 -
5 .Dindigul 3505 2614 1155 -
6 Erode 7658 1642 544 -
7 Kanchipuram 2599 3119 1046 80 
8 Kan~ari 1519 2996 3306 66 
9 Karur 2397 1315 1813 -
10 Krishna girl 4211 3144 - -
11 Madurai 4634 7887 1614 1536 
12 Nagappatinam 1652 466 1332 -
13 Namakkal 6938 1778 504 -
14 Nilgiris 1455 854 441 50 
15 Perambalur 2041 501 537 -
16 Pudukkottai 2873 1550 2239 -
17 Ramanathapuram 1006 533 1788 -
18 Salem 19289 3353 1937 -
19 SivaganJ.?:ai ·1977 1218 929 -
20 Thanjavur 3471 1506 1022 -
21 Theni 4026 1911 458 -
22 Thiruvarur 839 448 1001 -
23 Thiruvallur 8314 3512 2764 -
24 Thiruvannamalai 2850 914 1150 -
25 Tirunelveli 4632 2647 2460 -
26 Trichy 12904 4191 4109 65 
27 Tuticorin· 2209 4456 2576 90 
28 Vellore 3676 2586 1612 -
29 Villupuram 2999 1230 1229 -

. 30 VirudhunaJ.?:ar 2364 1918 1626 -
31,32 Ariyalur, Tiruppur(New) - - - -

133282 77801 48209 3361 

According to NACO (2008), Tamil Nadu being the state listed among the high prevalence 

states, the prevalence has come down to 0.25 percent in the year 2007(Figure-1.1). 

Considering all the high prevalent states such as Andhra Pradesh, Karnataka, Maharashtra, 

2 PLHA Estimationjrom HIV Sentinel Surveillance 2006( NACO, 2007) 
3 Mapping of High risk Population by APAC and IMRB Research, Chennai (Unpublished data) 
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Manipur, Nagaland and Tamil Nadu, it is the only state where the reduction in the 

prevalence during the last 5 years was significant (NACO, 2006; NACO, 2008; Pandey et 

al., 2009). A declining prevalence (Table-1.3) has also been observed among the high-risk 

population such as FSWs, IDUs, despite MSMs recorded a slightly elevated prevalence. 

Literature commented that the reduction in the prevalence could be due to the possible 

impact o f the interventions (NACO, 2007). However, it is unclear why and how it worked 

relatively well in Tamil Nadu when the package o f services may be similar in other states 

as well (Correa, 2008). 

Figure-1.1 4 

The trend in H I V Prevalence in Tamil Nadu State (2000 - 2007) 

o 1 1 1 i 1 1 1 

2000 2001 2002 2003 2004 2005 2006 2007 

Table-1.3 5 

Trend in prevalence among different population groups (2003-07) 

High risk Population 2003 2004 2005 2006 2007 

FSWs 8.8 4 3.5 4.6 4.7 

M S M 4.4 6.8 6.2 5.6 6.6 

IDUs 63.8 39.9 18 24.2 16.8 

4 India HIV Sentinel Surveillance and HIV Estimation 2006, 2007(NACO, 2007;NACO, 2008), 

5 India HIV Sentinel Surveillance and HIV Estimation 2006, 2007(NACO, 2007;NACO, 2008) 
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it is the only state where the reduction in the 

· A declining prevalence {Table-1.3) has also been observed among the high-risk 

population such as FSWs, IDUs, despite MSMs recorded a slightly elevated prevalence. 

Literature commented that the reduction in the prevalence could be due to the possible 

impact of the interventions (NACO, 2007). However, it is unclear why and how it worked 

relatively well in Tamil Nadu when the package of services may be similar in other states 

Figure-1.14 

The trend in IDV Prevalence in Tamil Nadu State (2000 - 2007) 

.. 
0.4 +----~--------'---'---___;::~_.,...,.,-----1 

0.25 

0+-----~--------------------~----~--------~----~--------~----~ 
2000 2001 2002 . 2003 2004 2005 2006 2007 

Table-1.35 

Trendin prevalence among different population groups (2003-07) 

High risk Population 2003 2004 2005 2006 2007 

FSWs 8.8 4 3.5 4.6 4.7 

MSM 4.4 6.8 6.2 5.6 6.6 

IDUs 63.8 39.9 18 24.2 16.8 

4 India HIV Sentinel Surveillance and HIV Estimation 2006, 2007( NACO, 2007;NACO, 2008), 

5 India HIV Sentinei Surveillance and HIV Estimation 2006, 2007( NACO, 2007;NACO, 2008) 
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Substantial behaviour change has also occurred in Tamil Nadu among the high-risk 

behaviour core-transmitter groups, which is a pre-requisite for slowing down of the 

epidemic (BSS-APAC, 2001, 2006; Ramasundaram et al., 2001). However, the 

behavioural indicators among the general population indicated a different situation. 

Despite high awareness (94.5% of women and 98.3% of men have heard of HIV/AIDS), 

only 12.3 percent of women and 37.4 percent of men had comprehensive knowledge, 

which was lower than the national average. Over 80 percent men and only 41.9 percent of 

women knew that HIV/AIDS can be prevented by using condoms (NFHS-3, 2006). 

National Baseline and End line Behavioural Surveillance Surveys (BSS, 2001; BSS, 2006) 

among general population reported that the proportion of men reporting non-regular sexual 

partners in Tamil Nadu has increased from 6.6 percent in 2001 to 15.4 percent in 2006. 

But, despite significant inflow of resources into condom provision and distribution, 

condom use increased only marginally from 45.4 percent in 2001 to 50.9 percent in 2006. 

the NFHS-3 (2006) report also revealed that the accepting attitudes toward those living 

with HIV/AIDS in Tamil Nadu were low compared to the national average. Only 12.2 

percent (All India average: 33.7%) of the women and 13.8 percent (All India average: 

36.8%)of the men who have heard of AIDS, expressed specific accepting attitudes (four 

indicators) toward people with HIV/AIDS. These evidences indicate that there are grey 

areas and there is a huge rural-urban and gender disparity in the outcome which needs to be 

addressed. 

Ironically, the male-female ratio of HIV infection in the state was 0.7 to 1 whereas the 

other states recorded a male dominated trend (NACO, 2006; NFHS 3, 2006; Claeson and 

Alexander, 2008). It is argued that this low male-to-female ratio may represent a mature 

epidemic where men became infected first and have subsequently died (Claeson and 

Alexander, 2008). Similarly, the prevalence was higher among the rural women (0.61 %) 

than the urban women {0.40%), whereas most of the high prevalent states recorded higher 

among the urban (NACO, 2006). This trend in Tamil Nadu indicated very clearly that the 

disease has already reached the general population especially in the rural areas and among 

women, and there may be many hidden risk-groups in the general population. There are 

also evidences to,say that HIV epidemic in Tamil Nadu had become generalized and were 

7 



net restricted to high-risk populations (Thomas et al, 2002; USAID, 2004). It is also 

apparent that there is no one epidemic; rather, there are several small and large localized 

~emi~s- with their own dynamics and rates of growth, reflecting the diversity in 

socio-cultural patterns and multiple vulnerabilities. 

-t-.l.l-ccHIV-fAIDS Programmes in Tamil Nadu 

HIV/AIDS programme in the state was formally initiated after the State AIDS Cell was 

formulated in the year 1993 with funding from the World Bank and the NationatAIDS 

Control Organization (NACO). In the following year, the state AIDS Cell became the 

Tamil Nadu State AIDS Control Society (T ANSACS) which is the lead agency leading 

and co-cooidinating the fight against the HN/AIDS epidemic. Initially, besides the 

government's response, few national and state level NGOs actively participated in the 

prevention and control efforts (Krishnamurthy and Varma, 2005): Subsequently, many 

other national and international agencies started their operation in collaboration with the 

government and private sector both for-profit and not-for-profit sector. Nevertheless, 

though there are several agencies involved with separate mandates, they are required to 

plan and implement their programmes in line with the National AIDS Control Programme 

of the Government of India. 

Currently, under the National AIDS Control Programme (NACP-111; 2007-12), which is in 

progress, the overall goal of Tamil Nadu is to halt and reverse the epidemic. It places the 

highest priority on preventive efforts while seeking to integrate prevention with care, 

support and treatment. The programmes can be classified as, programmes to prevent new 

infection, treatment services, care and support, surveillance, monitoring and training 

activities. The state is striving to move towards saturation of high-risk groups with 

comprehensive coverage strategies and empower community based organizations to own 

the targeted intervention programmes. Emphasis is also on mainstreaming of prevention 

strategies in the regular government departments. Involvement of private sector in several 

areas like HN testing and counseling, Prevention of Parent to Child Transmission 

(PPTCT), Sexually Transmitted Diseases (STD) etc., is also being taken up in a big way. 

Strengthening the infrastructure, systems and human resources in prevention, care and 
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treatment programmes at the district and the state level is also the priority of the state. The 

overall approach has been to increase the quality of services, to promote better 

~---·---· --iii.rsiimdfug ofHIV/ AIDS, resulting in attitude and behaviour changes (GOT, 2008). 

As a result, there has been a huge scale up in prevention programmes, HIV counseling and 

_____ testing,ART enrollment and other care and support services in Tamil Nadu (GOT, 2008). 

-()ne of its key preventive strategies is to target campaigns at both high-risk groups and the 

general public (Ramasundaram, 2002; Ehouman, 2002). Under the targeted approach, the 

state has been successful in identifying the · vulnerable core transmitter groups and 
,.:·.·-·-··---·· ---·· -·· -·· 

~essed them effectively through the targeted interventions which showed significant 

~s~-~~e5S·m reducing the prevalence among high-risk population like ·female sex workers 

{ON AIDS, 2007). However, the reported success can be partially attributed to the presence 

of multiple international actors, multilateral, bilateral agencies, extending technical and 

~ial Sltt'f'Ort- fer implementation of programmes through the government and non-

• governmental organizations from the earlier stages of the epidemic (Ehouman, 2002). 

Ba:r~•i'iO(~' reported that tJ:t.e inte~ity of HIV I AIDS prevention efforts has been 

·In addition,. around. 10. percent of an the targeted interventions in India 
., 

UH=<•~""ll-1-'UU Nadu .which could have increased the coverage among the high risk 

population. However, the presence of multiple actors might have resulted in duplication of 

·efforts as well. It is also stated that there has been a huge political commitment and support 

in order to carry out the interventions effectively in Tamil Nadu (Ramasundaram, 2002). 

The State's success has been also attributed to an early autonomous and comprehensive 

strategy that built capacity on many levels including programme management, targeted 

interventions, community awareness and support, and surveillance (Lo et al., 2007). 

1.2 Tackling HIV/AIDS through Partnerships 

Over recent years, there has been recognition of partnership as a tool by which to address 

and challenge health, social and economic issues (Austin, 2000; Sagawa and Segal, 2000; 

Reich, 2002). There is growing realization that the complex and intransigence HIV/AIDS 

services require multi-dimensional, multi-disciplinary, and multi-sectoral efforts (Schatz 

and Dzvimbo, 20Ql; UNAIDS, 2000). Also, the traditional ways ofworking independently 
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"'--------+~~He~~'!8Y!~um~alimited impact (Widdus, 2001). Besides, addressing HIV requires 

clear understanding of the behavioural, socio-economic and cultural characteristics of the 

populatiQ11·_ So, the private sector especially the not-for-profit sector with their knowledge 

about the local need, flexibility, expanded autonomy, ability to reach out the poor, and 

innovation in achieving things could be an effective partner to provide HIV I AIDS services. 

World Development Report (1993) reported that a significant proportion of the not-for­

profit sector in the developing countries has proved that they can provide public goods 

with higher quality and lower cost. At the same time, private for-profit organizations have 

also come to recognize the importance of public health goals for their immediate and long­

term objectives, and to accept a broader view of social responsibility as part of the 

~,,~,~~,corporatemandate (Reich, 2001). So, the magnitude ofthe HIV/AIDS problem, the private 

sector's dominance and its immense resources, their wider reach and the community 

acceptance make it inevitable and potentially overpowering partner to combat public health 

"_,_~:_-~, issues such as HIY/AIDS. 

?:;;;:'t~·--t-~*t"~••aat:~al develop~, agencies like IMF, World Bank and WHO 

allillhimate o~tions to, engage, directly with public agencies through 

~'~~.~;particularly for urgent.issues like HIV/AIDS (WHO, 1999; World 

Bank, 2004;-Hsiao, 1995). HIV/AIDS related partnerships all over the world are also 

promoted by the policies such as multi-sectoral approach which is one of the three 

principles of the "Three Ones" policy developed by the UNAIDS and WHO (UNAIDS, 

2003, 2005); decentralization of responsibility; and the colnmunity-based and community­

driven approach (Delion et al., 2004). Multi-sectoral approaches not only endorse 

partnerships at the global level between national governments and international 

organizations, but also at the national levels. Decentralized service delivery implies in 

many cases that private sector organizations are involved in service provision., The concept 

of community based and community driven approach is that by grounding development 

initiatives at the community level, they are anticipated to be more responsive to local level 

needs because of the increased participation of the community. Within national HIV/AIDS 

programmes, this involvement is seen in the partnerships between local governments and 
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oommunit}r-ba.Sed organizations, as well as the private partnerships between international 

~ ~donors(fundersj and comml.lllity-based organizations, and between NGOs and CBOs. 

The Government in India (2004) presupposes that partnerships could help in ameliorating 

the problem of poor health services delivery at two levels that are to improve delivery 

lll.echamsms and to increase mobilization of resources for healthcare. The need for 

partnerShips in health sector has been emphasized by successive plan documents (from 8th 

Five Year Plan in 1992), National health policy (2002), National commission on 

macroeconomics in health (2005) and also by the National Rural Health Mission. In terms 

... rifHIV/AIDS, the National AIDS Prevention and Control Policy (2001) advocafed that it is 

essential to oont!nue to encourage the involvement of the private sector especially the 

voluntary sector in HIV/ AIDS. It has encouraged large-scale involvement and participation 

of NGO, CBOs and private sector in National AIDS Control Programmes in the policy 

making process, provision . of medical facilities including home-based care, opening of 

community care centres, apart from the conventional areas of awareness, <;ounselling and 

targeted interventions among risk .groups. The first National AIDS Control 

Programme(NACP 1-1992;..1999) and the subsequent NACP 11(1999-2007) and NACP 

111(2007-20012) h~ve also emphasized the importance of the private sector especially the 

NGO and CBO~)nvolvement in providing various services related to HIV/AIDS. The 

National Policy on the HIV/AIDS and the world of work by the Ministry of Labour and 

Employment,· Government of India (2008), also emphasized the need for partnerships with 

the private sector to have work place interventions as well as to design other possible 

HIV I AIDS interventions. 

Hence, a significant proportion of the HIV/AIDS interventions in India are being carried 

. ut through active participation of the public sector, bilateral organizations, NGOs, CBOs 
~~ 
·~. 

·1ad private health care providers (NACO, 2004, 2006). At the national level, National 
'¢tc 

AIDS Control Organization (NACO) is partnering with the World Bank, DFID, USAID, 

CIDA, AUSAID, UNAIDS and its nine UN cosponsors; industry coalitions like Cll, FICCI 

and ASSOCHAM; paramedical fraternities like the Indian Red Cross; the Global Fund on 

AIDS, TB and Malaria and with the Bill and Melinda Gates Foundation to implement the 

comprehensive national AIDS control programme (NACO, 2008) . 
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···niV/AlDSPartnerships in Tamil Nadu 

In Tamil Nadu, a wide range of public and private institutions; financial and technical 

support agencies; bilateral and multilateral development agencies have joined hand to 

orchestrate the state response to the epidemic (Thomas and Kurapati, 2004). 

Multidisciplinary inputs received from these groups have enabled the state to understand 

the dynamics of the epidemic, the geographical and community level variations, socio­

cultural and political implication of HN as well as to develop and implement appropriate 

responses in prevention and care (Thomas and Kurapati, 2004). TNSACS, the state's lead 

agency, works with a number of partners like the networks of positive people, NGOs, 

CBOs, FBOs, women's groups, self-help groups, national and international agencies in 

planning and implementing vanous initiatives through a multi-pronged 

approach(GOT,2009). At the program level, prevention, promotion, care and support, 

treatment, rehabilitation and advocacy activities are being carried out through partnerships 

(GOT, 2007). The key services consist of targeted interventions that included a myriad of 

services, such as information campaigns, counselling, condom provision, HN testing and 

low-cost HN/AIDS treatment which was primarily carried out through partnerships. 

Moreover, community care centres (CCC), drop-in centres, voluntary counselling and 

testing centres (VCTC), prevention of parent to child transmission centres (PPTCT) and 

integrated counselling and testing centres (ICTC) are also being managed in collaboration 

with various private organizations mainly not-for-profit organizations. 

In addition to the TANSACS, other major players (Figure 1.2) who collaborate with the 

not-for-profit and for-profit organizations in the program level are, the USAID funded 

AIDS Prevention and Control Project (APAC), the Bill and Melinda gates foundation 

supported Tamil Nadu AIDS Initiative(TAI), UNICEF, Catholic Relief Services (CRS), 

Family Health International(FHI), Pulmyrrah Welfare Development society (PWDS), 

Clinton foundation, Centre for Disease Control, Population service International (PSI), 

Project Concern International (PCI), Malteser International and different PLHA networks. 

The Clinton foundation, Catholic Relief Services, Pumyrrah Welfare Development 

Society, Malteser International were mainly involved in care and support programmes. 
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Figure 1.2 

HIV AIDS Network in Tamil Nadu 

In 2007-08, there were around 129 targeted interventions funded by public and private 

funding agencies, implementing different types of targeted interventions. There were 13 

interventions for truckers, 11 interventions for migrants, 10 Mobile ICTCs, 100 ICTC 

centres, 30 drop-in centres, 30 community care centres functioning in partnership with the 

private for-profit or not-for-profit organizations (TANSACS-AAP, 2008). In addition, red .. 
ribbon clubs (RRC), school AIDS education programmes (SAEP), sexually transmitted 

diseases clinics, mainstreaming activities were also carried out by both the public and 

private funding agencies in collaboration with for-profit and not-for-profit organizations in 

TamilNadu. 
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World Bank Institute (1998), a partnership is a clearly articulated 

au·amge~:ne1ll.t hPh>ilPf''n entities to work towards mutually agreed goals with mutually agreed 

cett1risliOU of costs, risks, rewards, and mechanisms to assess progress and make adjustment. 

In the health sector, WHO (1999) describes partnership as a means to bring together a set 

of actors for the common goal of improving the health of populations based on mutually 

agreed roles and principles. However, partnership is a complex concept and is 

synonymously and interchangeably used as collaboration, cooperation, coordination, 

coalition, network and alliance (Kingsley and O'Neil, 2004; Huxham, 1996). Though 

partnerships are not a new concept, there remains today no one single agreed-upon 

definition (Powell and Glendinning, 2002; Sullivan and Skelcherm, 2002; WEF, 2005; 

Varatharajan and Anandan, 2006). 

Several authors have also conceptualized partnerships in many ways. Axelsson, Bustreo 

and Harding (2003) describe partnership as a variety of co-operative arrangements between 

the government and private sector in delivering public goods or services which provides a 

vehicle for coordinating with non-governmental actor to undertake integrated, 

comprehensive efforts to meet community needs and to take advantage of the expertise of 

each partner, so that resources, risks and rewards can be allocated in a way that best meets 

clearly defined public needs. Widdus et al. (200 1) argues that the true partnership is really 

about combining different skills, expertise and other resources, ideally in a framework of 

defined responsibilities, roles, accountability and transparency to achieve a common goal 

that is unattainable by independent action. Mitchell Weaver and Manning(1991) states that 

in order to fulfil the criterion of a "partnership" there must be some ongoing set of 

interactions, an agreement on objectives and methods as well as a division of labour to 

achieve the goals. 

All these definitions can be loosely grouped into two main categories. One is, derived from 

the field of economics and the other one is derived from the field of organizational studies. 

Definitions of partnership derived from the field of economics include references to 'risk 

sharing', 'relatiorlal' contracts and the mathematical modelling of optimal strategies (Field 
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anec{)nomic view, partnership is a form of collective action in which 

te9i~ent organizations join forces in pursuit of a common objective. Such 

will occur when the net benefits of the collaboration exceed those of 

purely private activity. The most important economic basis of partnerships is 

...... ~ftlo'U'P.tt efficiency and effectiveness under the new Public Management theories (Fourie 

·-~~~~ali(fB(liglei,~ 2000). Partnerships allow considerable leveraging of each partner's resources 

8Jld unique strengths, and results are often attained in less time, at lower cost, and with 

~ilter sustainability than efforts by any single partner (Camille Saade et al., 2001). In 

·~ldi1~liitarltnersblips will increase transparency of prices, quantity and quality as well as 

·-oomoetttton which will lead to a gain in efficiency (WHO, 1998). The defmitions derived 

· from organizational studies include features like mutually agreed goals, interdependency, 

mutual trust, autonomy, transparency and commitment (Glendinning, 2002). 

······-··-~---········Besides, the-political aspect stresses about good governance, possible through partnerships, 

is seen as essential for a healthy economy (Marra, 2004). In this regard, Linder (2000) 

mentions partnerships as collaborative arrangements where the differences between sectors 

become blurred and policymaking turns out to be a shared responsibility with transparency 

and accountability which would ensure good governance. In addition, the core ethical 

principles of partnerships proposed by WHO (1999) are, beneficence (should lead to public 

health gain); non-maleficence (must not lead to ill-health); autonomy (should not 

undermine each partner's autonomy); and equity (benefits should be distributed to those 

most in need). 

For the purpose of the study, Partnership is defined as, 

"A clearly defined arrangement between two or more formal organizations 

working together for a common and mutually agreed goal of reducing the burden 

of HIVIAIDS. There will be a funding partner and a program implementing 

partner. Nevertheless, they will be mutually involved throughout the program 

planning and implementation process at different levels. The implementing partner 

could be a NGO, CBO,for-profit or other not-for profit organization". 
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,oWJtat do partnerships try to achieve? : The Objectives 

objectives of partnerships are to increase the coverage especially for 

health care priorities, improve the quality of care, and control excessive health 

costs to users especially the poor and increasing the efficiency and effectiveness of 

services (Widdus, 2001; WH0,2007). The objectives in detail are: 
--------------

• Increased coverage and penetration of services in vulnerable and hard-to-reach 

areas and ensuring equity. 

-. Improving quality of services, increasing the physical, economic and social 

accessibility, ensuring availability of services and acceptability of services. 

• Exchange of skills and expertise between the public and private sector. 

• Mobilization <;>f additional resources. 

• Improve the efficiency in allocation of resources and additional resource generation 

• Strengthening the existing health system by improving the management of health 

within the government infrastructure. 

• Widening the range of services and number of service providers. 

• Clearly defmed sharing of risks between the public and private providers. 

• Increasing the community ownership of activities and services. 

• Ensuring optimal return on government and private investments and infrastructure. 

1.3.2 Benefits 

A number of alliances or partnerships have been formed in response to the changing 

environment (Bazzoli et al., 1997; Sparer and Brown, 2000). Such affiliations create 

ppportunities to learn from partners, increase resources, reduce organizational risk, 

~engthen competitive positions, gain political influence, and secure economies of scale 

~zoli et al., 1997; Zuckerman, Kaluzny and Ricketts, 1995). Partnerships generate 

s~Qred benefits not only for the partners but also for the community where it operates 

(Nelson et al., 1999). It maximizes health benefits for the poor and minimizes the potential 

risks for the partners involved. Moreover, healthy partnerships may produce socially 

desirable benefits·( e.g. for the partner organizations involved), even if they do not result in 
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···•~ihie:vaJt>le oy organizations working independently. However, Mandell (2003) argues that 

· cooperation among organizations within the private sector is supported primarily as a way 

to benefit the individual organizations involved, whereas partnership in the non-profit 

sector is championed, not so much as benefiting particular organizations, but as a means of 

tackling complex social problems. Smith et al. (2006) describe that despite the governance 

limitations, working in partnership offers two potential benefits. The first is enhanced 

service delivery and policy achievement through the integration of activities across 

agencies. The second benefit is the enhanced legitimacy of public policy decisions by 

engaging a wider group of interested parties. The other specific benefits of partnerships 

are as follows, 

Efficiency: Actors from the private, voluntary and community sector have the opportunity 

to pool their resource strengths. The resulting synergy offers the opportunity to enhance 

the efficiency of service delivery. 

Cost-effectiveness: Since selection of the service providers depends on competition or 

some bench-marking, a programme could be generally more cost effective than before. 

Higher .. productivity: By linking payments to performance, productivity gains may be 

expectetl \Yithin the programme. 

Ac~ce.terat~~ J~elliVE~rv: Since the contracts generally have incentive and penalty clauses vis­

;Jl}€:Jiit~~tion of capital programmes, this leads to accelerated delivery of projects. 

·~r:seowte~r F&i:::us: The shift in focus from service inputs to outputs create the scope 

for itlrldvatioll in service delivery and enhance customer satisfaction. Enhanced 

involvement ofcommunity and voluntary organizations with dedicated volunteers provide 

the requisite relief. 

Recovery of user charges: Wherever possibilities of recovering user charges exist, these 

can be imposed in harmony with local conditions. 
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Enhanced quality.~ Partnering can also be particularly valuable as a method of leveraging 

::=~-----~~~{t!_;O~· r management expertise (e.g., performance-based monitoring and incentives), 

and spurring technology transfer, all of which can lead to quality improvements. 

In addition, there can be reduced government spending (e.g., eliminating large up-front 

investments of scarce public funds) and better healthcare management (e.g., of health 

services and infrastructure) (Nikolic and Maikisch, 2004). 

However, Buse and Waxman (200 1) stated that partnerships have potential risks as well. 

There. are financial risk; performance and accountability risks; risk of confrontation 

lfetween stakeholders; completion risk; termination risk and there is also the reputation risk 

for the private sector (Thomson and Goodwin, 2005). Partners may have different visions 

or goals; there may be unequal commitment in terms of time and fmances; there may be 

msagreements in management plans, operational procedures, and future vision. In addition, 

there may be lack of trust, dominance and over controlling nature of one partner which 

may result in possible transfer of risks from the dominant partner which may harm the 

intended outcome of the partnerships. 

1.3.3 Donor (Funding Partner) - implementer partnership 

Donors or funding organizations have a basis· for becoming partners if they are able to 

agree on a purpo~e, a task, a project, or a desired outcome which meets the interests of all 

the partners and can be achievE(d better, faster, or more efficiently if they unite their efforts 

(Bassler and Smit, 1997). Partnerships with other actors are pursued precisely because 

somethlllg unique to offer, whether this concerns resources, skills, 

assistance, implementation capacity, legitimacy, and publicity. Though 

bring equal things, they contribute complementary resources to the 

Pamt~~ing on their capacity and strengths. Literature suggest the elements that 

shc:ml4 :-;r-·t-for a successful partnership include, . mutual trust, complementary 

str~,:,~i~ accountability, joint decision making and a two-way exchange of 

informa~ (P•tma. 1994); clearly articulated goals, equitable distribution of costs and 

benefits, mechanisms to measure and monitor performance and clear defmition of roles 
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and responsibilities (USAID,1997); shared perceptions and a notion of mutuality with 

give--and-take(Tandon, 1990,98); mutual support and constructive advocacy(Murphy, 1991 ). 

However, donor-implementer or donor-NGO partnerships have provoked controversy and 

argument on a number of fronts. Two factors appear to be important in this regard. First, 

the power imbalance between donor and implementer which may inhibit the mutuality 

required for partnership work (Lister, 2000). The base of power is examined in terms of the 

resources involved in the organizational relationships and the relevance of the resource 

dependence perspective (Pfeffer and Salancik, 1978). These power differences undermined 

the mutuality needed for effective partnering. Second, donor agency administrative 

procedures and practices can weaken the full expression of partnership principles 

(Ashman, 2003). When partnerships occur along the lines of the principal-agent 

relationship, the principal holds authority and the latter simply receives the support. A 

common case has been the domination of the donors over recipients and expecting its 

partners to adapt to their own policies and practices rather than a mutual arrangement and 

the demands of the former for accountability by the latter (Brinkerhoff, 2004). This affects 

the core principles of partnerships. So, a symmetric relationship with the opportunity to 

participate and influence equally means that each actor can more easily protect its 

organization identity and, hence, the efficiency, effectiveness, and synergistic rewards of 

the partnership. 

Nevertheless, major donors all over the world are implementing HIV/AIDS interventions 

through partnerships with NGOs, CBOs and other private institutions either directly or 

through a link organization in the country (IFAD, 2001; Rau, 2006; Pact, Inc, 2005; 

USAID and Core Initiative, 2006). Similarly, in India and particularly in Tamil Nadu, 

various donors or funding agencies are partnering with various implementing organizations 

such as NGOs, CBOs and other for-profit and not-for-profit organizations in the program 

or operational level. These relationships are not simply purchasing services from the 

implementing partner. The design of the programme, the objectives and the activities are 

being jointly determined and mutually agreed by the funding partner as well as the 

implementing partner. There is a great level of interdependence between the funding 

partner and the implementing partner as well. If the funding partner is said to have the 
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firumcialtesoo:rces and technical expertise, the implementing partners have the human 

resources, community knowledge and expertise and implementation capacity which is very 

,,un~;)lJi!ln~for HIV/AIDS service provision. Besides, both the funding partner and the 

implementing partner are jointly working and involved in the implementation with clearly 

defmed roles and responsibilities for each partner. For instance, the capacity building 

activities such as training, monitoring and evaluation, periodic reviews and regular 

technical support are being provided by the funding partner and the implementing partner 

is involved in programme implementation. In addition, the partners are equally accountable 

and responsible for the failure and success of the programmes. In many partnerships, the 

implementing partnerships are also required to match financial or in-kind resources to the 

partnerships. Thus, there is a capitalisation of complementary strengths of each partner in 

these partnerships for achieving the common goal of reducing the burden ofHIV/AIDS. 

As these relationships between the funding partner and the implementing partner have a 

number of characteristics of partnership and widely acknowledged as partnerships, the 

thesis included them in the study. 

1.4 Research Issues 

As huge amount of financial, human, and material resources are involved under 

partnerships initiatives, they need to be more efficient, effective and responsive to the need 

of the community (Hall et al., 2004). However, there has been mixed results related to the 

effectiveness of partnerships all around the world as well as in India. For instance, in the 

case of leprosy control in India, an organized strategy of information, education and 

communication (IEC) involving public and private providers has greatly improved 

referrals of patients for treatment (Shepard, 2001). Public-private partnership to stem 

blindness due to cataracts is another success where an IEC strategy has led to more than 30 

percent of the cataract surgeries being done in the private sector (NCMEH and Shepard, 

2001). The India AIDS Initiative (Avahan) funded by the Bill and Melinda Gates 

Foundation is also reported to be effective. However, to be able to demonstrate 

effectiveness empirically in the different settings, it is important to achieve targets in terms 

of coverage, inc~eased access and achievement of other indicators, which could take a 
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number of years to accomplish (Williams, Foss and Vickerman, et al., 2006). Other 

~---~-!!~~·~. reveal that in partnership arrangements, lack of government capacity to act 

:'c~~iently, and more specifically to make an appropriate decisions as to whether and when 

to let out contracts, to design efficient contracts and to monitor effectively have lead to 

inefficiency through exploitation by contractors and distorted resource allocation (Mills 

and Broomberg, 1998). 

However, it is obvious that evidences related to partnership effectiveness are still scarce. 

Especially, despite continuous partnership initiatives and the substantial investment of 

collaborative mechanisms for HN I AIDS activities in India, there has not been much 

research on the effectiveness or independent evaluation on the effectiveness of partnerships 

in achieving the intended results or outcome. Most of the donor - implementer partnership 

evaluations are either carried out by the donor or an agency appointed by the donor and 

such evaluations cannot be considered as an objective evaluation of partnership. 

Independent research using primary data is lacking in this field. 

There has not been adequate research evidences to justify partnership as an effective tool in 

the management and control of HN/AIDS. Ridley et al. (2001) argued that though there 

has been much hype and rhetoric about partnerships, it is yet to be demonstrated as 

superior to other ways of meeting cert~in health goals. Also not much is known about the 

conditions . required for the successful design and implementation of partnerships (Mills 

and Broomberg, 1998). Painter and Clarence (2001) argued that theoretical benefits have 

been well rehearsed, but there is a lack of evidence on how best to proceed in bringing 

about change. Even existing partnership processes and experiences are not documented 

adequately (Sundaram and Holm, 2006). As partnerships have potential risks as well as 

benefits, adequate research aimed at identifying good partnership practice and 

leveraging private sector contributions to health development is vital. It is also very 

important to produce evidences by assessing whether or not partnership actually enhances 

performance, and if it improves the performance, how it is happening and the factors 

involved in that. 
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From the health system management perspective, partnerships are expected to increase the 

access, coverage, effectiveness, efficiency and equity by involving the potential service 

providers and from the HIV I AIDS disease management perspective it is expected to reach 

the un-reached (hitherto unidentified and untargeted high populations). 

Considering all these, the main research issues concerning partnership evaluation are, 

• An assessment of their effectiveness and efficiency. That is, whether or 

not partnerships are able to achieve what they attempt to do. Also, what 

types of partnership work - successes or problems concerning their 

structure, inputs, process and outcome? It needs, to understand the process 

and outcome correlates. 

• Whether the partnered HIV I AIDS interventions focus on the ground level 

issues in the community and address the hitherto untargeted risk groups 

who may be vulnerable to HIVIAIDS. It is, whether the partnerships 

address the unaddressed and reach the un-reached? 

• Whether the partnerships involve the potential STI/HIVIAIDS care 

providers? 
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1.5 Objectives 

The overall objective of the thesis was to evaluate the effectiveness of partnerships in 

Tamil Nadu in the management and control ofHIV/AIDS. Particular emphasis was given 

to hitherto unknown and untargeted high-risk groups, their first points of contacts, and 

their potential and willingness to get involved in the management and control of 

HN/AIDS. 

The specific objectives were 

• To identify the hitherto untargeted high-risk groups and their first points of 

contact for treatment, care and support. 

• To enlist the existing care providers and to analyze their potential and 

willingness to involve in HN/ AIDS control through partnerships. 

• To analyze the structure, inputs, process and dynamics of different 

partnership types or models. 

"' To determine if, and to what extent, inputs and process characteristics are 

associated with outcome of the partnerships. 
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CHAPTER-II 

CONCEPTUAL FRAMEWORK AND METHODOLOGY 

The increase in the rhetoric and practice of partnership is based on the assumption that 

partnership not only enhances outcomes, qualitatively or quantitatively, but also results in 

synergistic rewards, where outcomes of the partnership as a whole are greater than the sum 

of what individual partners contribute (Brinkerhoff, 2002). The process of creating these 

synergetic rewards is not only predicated on efficiency and effectiveness considerations 

but is expected to bring about organizational and managerial changes (Marra, 2004). 

2.1 Partnership evaluation 

As partnership is touted as the answer to many public service challenges, it is very 

important to produce evidences by assessing whether or not partnership actually enhances 

performance, and if it improves the performance, how it is happening and the factors 

involved in that (Dickinson, 2006). Therefore, an evaluation should take into account all 

key factors that may influence outcomes which encompass the institutions and incentives 

governing the implementation of policies and programs, including informal rules, 

regulations, controls, and structures in addition to the assessment of the achievement of the 

stated objectives of the particular partnership initiative (Squire, 1995). As the overall goal 

of the evaluation should be to assess the effectiveness of the partnerships in changing 

community and institutional practices, capacity, policies and action that address and 

prevent public health problems and promote community health, it needs to principally be 

measured through the eyes of service users, citizens and other stakeholders involved in the 

partnership initiatives (Provan and Milward, 2001). 

2.1.1 Defining the success 

The literature conceptualized the success of partnerships in two mam ways that are 

process, such as how well the partners work together in addressing joint aims and the long­

term sustainability of the partnership; and outcome success, including the changes in 
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service delivery, and subsequent effects on the health or well-being of service users 

(Dowling et al., 2004). More often, ineffectiveness can also be attributed to the poor inputs 

and design of the collaboration process. This calls for identifying the underlying causal 

mechanisms that link inputs, implementation processes, and outcomes (World Bank, 

2006), that is, taking into consideration the dimensions of cost (monetary and non­

monetary), risk sharing, accountability, power, prestige, commitment, trust and so on. 

Kingsley and O'Neil (2004) have also defined the performance measurement of public­

private partnerships as involving the measurement of program capacities, processes, and 

outcomes. At the same time there are also arguments that achieving these process 

indicators is likely to make partnership working 'healthy', in terms of encouraging 

harmonious relationships and reducing the risks of time-consuming disagreement, but 

without necessarily affecting service outputs or user outcomes (Dowling et al., 2004). In 

addition, the assessment should also consider other external environment causal factors 

that have an effect on the progress of activities, outputs, and outcomes, such as changes in 

the location, the legal structure, or the governance processes of the program as well as the 

political, social, legal and economic context within a country during the time period of 

the evaluation(World Bank, 2006). 

2.1.2 Input-process-outcome 

2.1.2.1 Inputs 

Input explains what has gone into the partnered activity, such as financial resources, 

human resources, technology added and money spent. A number of less tangible factors 

also act as key inputs to the process. Recognition of a need for partnership and willingness 

to collaborate are some of the less tangible resources. Besides, the literature suggest that the 

,}ertvurol1llllt~ntal context in which partnerships operate, the structure and configuration of 

organizations, and the nature of the potential activities will also affect 

nuoormrton (Bazzoli et al., 1997). 

process measures explain the details of implementation. The process measures focus 

partnership working, the relationships between partners, and the health of the 
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partnership (Dowling et al., 2000). The goal of process evaluation is to use data to provide 

.... ~-~~-!! c:l.~ption of how the partnership is operating, compared with the manner in which the 

partnership is intended to operate. The power to combine perspectives, resources, and 

skills of a group of people and organizations has been called synergy (Lasker et al., 1997; 

Richardson and Allegrante, 2000). Synergy is the proximal outcome of partnership 

:functioning that captures the mechanism that makes collaboration effective. The level of 

synergy is the extent to which perspectives, resources, skills of a group or an organization 

contribute to and strengthen the work (Lasker et al., 1997). It is one of the evaluation 

means of partnership, central to all partnerships. Synergy can be evaluated through the 

ln addition, factors such as appropriate leadership, management structures, accountability 

arrangements, plus audit and assessment processes are applicable to all organizational 

forms including partnerships. However, levels of engagement, the commitment of partners, 

the existence of a common purpose and vision, high levels of trust, reciprocity and respect, 

· plus an environment susceptible to sharing, joint working and interagency activities are 

more distinctive features of partnership or collaborative ways of working (Dowling et al., 

2004). Waddock and Bannister (1991) defined mutual trust, adequate power to make 

decisions(autonomy), mutual benefit, right partners, interdependency, need of partnerships, 

mutuality(power balance), well defined objectives, strategic review, robust monitoring 

mechanism, leadership as important process factors facilitating the outcome of the 

partnerships. Hudson and Hardy (2000) identify six principles of partnership that can be 

guide a process evaluation. Charles and McNulty (1999) suggest that the partners' 

behaviours in terms of the way people deal with or react to given situations, 

individuals; mechanisms to deal with governance, conflict resolution, 

.:tn<>nit:oring; and the equitable distribution of costs and benefits are important 

Outcome ~valuation is the systematic identification of the effects, positive or negative, 

intended or not; ~n individual households, institutions, and the environment caused by a 
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given development activity such as a program or project (World Bank, 2007). An outcome 

can be defmed as a measure of an intervention's desirable (benefits, less burden and 

Savblgs) or undesirable effects (including harms, greater burdens and cost). The outcome 

focuses on whether partnerships lead to benefits such as better services or improved health 

for users (Dowling et al., 2004). Moreover, unintended outcomes that effect through 

partnership activities or the behaviour of agents external to the planned program results 

may also need to be assessed. 

Currie et al. (2005) recommend that the partnership evaluation need to assess impacts on 

individual, organizational, and community levels. Impact has been conceptualized in terms 

of stages or processes such as awareness, use, and consequences of information; levels of 

outcome such as outputs, applications, and fmal outcomes (Buxton and Hanney, 1996). 

Asthana et al. (2002) concluded that a key outcome of partnership was the progress made 

in tel'Iris of shared principles, knowledge and understanding. Other literature discusses 

these outcomes in terms of behavioural change in individuals, service level changes, and 

community, social, or system level changes, such as e~anced community capacities, 

stronger community networks, better service integr~tion, or greater accessibility of services 

in a region (Gillies, 1998; Glasgow, Vogt, and Boles, 1999; Laverack ~Labonte, 2000). 

Different types of outcomes related to the effectiveness of health partnerships are also 

mentioned such as, satisfaction of stakeholders; quality of partnership plans; sustainability 

of the partnership; changes in community programs, policies, and practices; improvements 

in the utilization, responsiveness, and costs of health services; and improvements in 

population health indicators (Wandersman, Goodman, and Butterfoss, 1997). But, the most 

commonly considered success criteria are within the domains of: effectiveness, efficiency, 

equity, acceptability, accessibility, appropriateness and responsiveness (Thomas and 

Palfrey, 1996; Glendinning, 2002). 

2.1.3 Existing Frameworks for assessing partnerships 

Various investigators and institutions have used a variety of approaches to conceptualize 

partnerships success and developed their frame works for the partnership evaluation. But, 

most of the frameworks focused on the inputs, process and outcomes. But, a review on 
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partnership assessment revealed that research on successful partnership working has 

largely used qualitative methods (67% of the partnerships) and focused overwhelmingly on 

process rather than outcome issues (Dowling et al., 2004). The review by Dowling et al. 

(2004) also concluded that only 11 percent of the partnership evaluations included 

outcome measures and all the remaining included only the processes of the partnerships. 

The Nuffield Institute of Health Partnership Assessment Tool (PAT) developed by Hardy 

et al.(2000) suggested six dimensions in the assessment of partnerships that are, recognize 

and accept the need for partnership; develop clarity and realism of purpose; ensure 

commitment and ownership; develop and maintain trust; create clear and robust 

partnership arrangements; monitor, measure and learn. The Verona Benchmark (Watson et 

al., 2000) supplemented this frame work with three additional dimensions, that are, nurture 

a partnership culture in individual partner organizations and groups; involve all relevant 

stakeholders in a meaningful way; develop effective communication. A specific framework 

developed for assessing partnerships comes from the US Agency for International 

Development's (USAID) work on inter-sectoral partnerships and the New Partnership 

Initiative (Charles and McNulty, 1999). Drawing ~pon the work of other assessment and 

evaluation tools, the proposed framework identifies three dimensions for assessment: 

values and capacity, process, and impact. 

'fhe DETR (1999) states the '7Cs of partnership working' which are clarity of leadership, 

understanding, purpose, role, commitment, management, and measurement. CNICUS (the 

World Alliance for Citizen Participation) looks specifically at civil society and social 

examining four facets: structure, values, space, and impact (CIVICUS, 2001). The 

· self assessment tool of the cen~y for the advancement of collaborative 

in health proposed to assess the partnership synergy, the process and outcome of 

which includes, the effectiveness of the partnership's leadership; the 

of the partnership; the effectiveness of the partnership's administration and 

and the sufficiency of the partnership's resources(CACSH, 2002). 

28 



The ADBI (2000) identifies the enabling conditions for the success of a partnership as: 

• a clear understanding between the partners about mutual benefits; 

• a clear understanding of the responsibilities and obligations between the 

partners; 

• strong community support; 

• the need for some catalyst to start the process of partnership (maybe an 

individual, a donor, a clear vision or even a political or economic crisis); 

• stability of the political (government) and legal climate (laws); 

• regulatory framework that is followed and enforced; 

• capacity and expertise of the government at different levels in designing 

and managing contracts (partnership); 

• appropriate organizational and management systems for partnerships; 

• strong management information system; clarity on incentives and penalties 

Wandersman, Goodman, and Butterfoss ( 1997) have focused on inputs and throughputs to 

understand how partnerships process resources into outcome. Those efforts have shed 

considerable light on various aspects of partnership functioning, such as partner 

participation, partner relationships, staff support, sufficiency and flows of resources, 

leadership, management, communication, governance, partnership structure, and the 

external environment. The approaches of Fawcett and colleagues (1997) and Taylor­

Powell, Rossing, and Geran (1998) have emphasized the importance of process and 

outcome measures to guide coalition development and empowerment evaluation. Mitchell 

and Shortell (2000) have examined how governance and management align partnership 

strategy and capabilities with environmental forces. Provan and Milward (2001) have used 

network analysis techniques to understand how collaborating agencies integrate and 

coordinate their activities. 

Barr (2007) suggested eight principle aspects of protocol for the evaluation of partnerships 

which includes the relationship; the nature; the financial arrangements; the structure, scope 

and functions; Government Policy, Legislation, or Regulation; issues of equity etc. Wolff 

(200 1) presented nine dimensions that are critical to coalition success. These include 

29 



coalition readiness, intentionality, structure and organizational capacity, taking action, 

membership, leadership, dollars and resources, relationships, and technical assistance. In 

the health field, Leonard (1998) suggested assessment criteria which include: willingness 

to share ideas and resolve conflict, improved access to resources, shared responsibility for 

decisions and implementation, achievement of mutual and individual goals, shared 

accountability of outcomes, satisfaction with relationships between organizations, and cost 

effectiveness. Further, literatures explain that, in conducting formative evaluation the 

actions carried out in various phases of a partnership formation, implementation, and 

maintenance need to be looked (Butterfoss, Goodman, and Wandersman, 1996). 

Each of the frameworks offers lessons as well as examples in terms of the partnership 

assessment or evaluation. It is also argued that these tools do not provide a comprehensive 

framework, and do not make explicit distinctions between inputs, processes and outcomes 

of successful collaboration (Asthana et al., 2002). Therefore, as recommended by Charles 

and McNulty (1999), there is a need for specifically designed framework with precise 

indicators for each of the assessment categories which can be applied to the specific 

partnerships, considering the entire factors specific to the situation where the partnerships 

operate, with the primary objective of maximizing the effectiveness of partnerships. 

2.1.4 Approaches to partnership evaluation 

According to existing literature, a number of the key approaches, both method- and theory­

led have been used to evaluate health and social care partnerships and there are strengths 

and weaknesses in practice using these approaches (Dickinson, 2006). 

2.1.4.1 Method led approaches 

It is by using formal research methods. Method-led approaches tend to suggest that many 

of the problems in evaluation result from methodological shortcomings, thus refinement of 

research methods alone will lead to the solution of difficulties (Chen, 1990). The major 

method-led approaches (Dickinson, 2006) which have been employed within partnership 

evaluations are, 
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!iifY---!K.A--•·'"'" control as many variants as possible in order to isolate relationships between 

:variat,les which are the subject of the study. It is the 'gold standard' within healthcare 

ewrlwttion (Davies et al., 2000) and can cover large service user groups, ability to 

---~------ __ ~~!'!llize results. The disadvantages are, failure to assess the processes within the 

partnership leading to attribution, difficulties associated with the randomization process 

aa the problems in identifying unintended consequences. 

Non-randomized comparative design 

~~-------·--:~t:--·st;t;~ili to control a number of variants in order to isolate relationships between the 

variables which are the subject of the study. The strength of it is that it seeks to eradicate as 

much bias as possible through experimental approaches, can cover large service user and 

groups and ability to generalize results. The weaknesses are same as RCTs as well as the 

difficulties associated with identifying homogenous groups. 

2.1.4.1.3 Qualitative methods 

They tend to take more grounded approaches to research. It can accommodate multiple 

user perspectives and it can provide in depth account of process and context issues. But it 

is quite labour intensive and has difficulties in generalizing results, attribution difficulties 

and the difficulty to identify actions and policies and their direct effects. 

2.1.4.1.4 Multi-method approach 

This approach combines both quantitative and qualitative approaches to gain the 

advantages of both types of approaches. This approach to research on partnerships is 

optimal, thus drawing on differing frameworks and seeking to embrace the perspective of 

all stakeholders and the complexity of the phenomena under study (El Ansari and Weiss, 

2006). But it does not necessarily overcome issues of attribution and has difficulties of 

consolidating data from different frameworks, and the possibility of confusion of which " 

stakeholder perspectives to be accepted. 
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rne-"tm:tb:c•a of doing evaluation that is based on developing a clear understanding of the 

....... w: ... ~··~-~~ process is called theory-based evaluation (Chen and Rossi, 1983). Theory in 

usage simply refers to a program logic model, or ''theory of change" that represents a 

~·:.::!~,..._.:: ... ~amai>J.e and sensible model of how the program is supposed to work" (Bickman, 1987) . 

... L.c.::~JS an approach to evaluation that requires surfacing the assumptions on which the 

?il!itdjUaJill is based in considerable detail: what activities are being conducted, what effect 

particular activity will have, what the program does next, what the expected response 

what happens next, and so on, to the expected outcomes (Chen, 1990; Chen and Rossi, 

The evaluation then follows each step in the sequence to see whether the expected 

steps actually materialize. It seeks to find out whether the theories on which the program is 

based are realized in action (Goodman and Wandersman, 1994). So, theory based 

···-··evaluation involves identifying the key service components and expected program 

outcomes, and working with programs to make explicit the underlying assumptions about 

how these service components will lead to the desired outcomes. These services, outcomes, 

and the hypothesized links between them are the basis for developing a program model or 

theory. This program theory becomes the framework to guide the development, 

implementation, and interpretation of the evaluation. Complexity Theory (CT) also 

suggests that the behaviour of partnerships will result from a dynamic interaction between 

the component parts o,ver time and emerge as the 'holistic sum' of these interactions 

(Sanderson, 2000). 

Rather than inferring causation from the input and outputs of a project, theory-led 

evaluation aims to map out the entire process and the expected outcome (Pawson and 

Tilley, 1997). This allows· to declare with confidence, which parts of the programme 

worked and why, whether they would be applicable to different situations, and if there are 

any positive or negative effects which would otherwise not be anticipated (Birckmayer and 

Weiss, 2000). Gambone (1998) suggested that data collected without 'theory' has the 

status of 'information' and is limited to describing phenomena, while data collection 

guided by theory produces what can be called 'knowledge'. There are two major theory-led 
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. approaches which . are generally employed in the evaluation of health and social care 

partnerships that are, 

2.1.4.1.1 Theories of change (ToC) 

It is the 'systematic and cumulative study of the links between activities, outcomes and 

-'.c..,---------··~ -contexts of the initiative'. This approach involves stakeholders surfacing the theories 

underpinning how and why a programme will work in as fme detail as possible, and 

identifying all the assumptions and sub assumptions built into this process. ToC is 

concerned with theorizing prospectively, rather than retrospectively (Connell and Kubisch, 

1998), with the majority of surfacing exercises taking place during the planning stage of an 

hrltilttfve where there is an opportunity to explore a number of competing theories between 

stakeholders. By specifying what will happen in terms of short, medium- and long-term 

outcomes of the interventions, ToC seeks to overcome issues of attribution, assists in the 

]Jlaiming and implementation of an initiative, in-depth analysis of internal process issues 

and multiple stakeholder involvement. 

1.1.4.1.1 Realistic Evaluation (RE) 

The characteristic of this approach is to stress what the components of a good programme 

theory should be: context (C) and mechanism (M), which account for outcome (0). 

Evaluation is based on the CMO configuration. Pawson and Tilly (1997) argue that no 

individual-level intervention works for everyone, and no institution-level intervention 

works everywhere. Likewise, this realistic evaluation seeks to identify which mechanisms 

work for whom, and within which contexts. But the problems are, identifying the outcomes 

of partnership working, problems in identifying mechanisms; difficulties in 

conceptualizing context (Calnan and Ferlie,2003) and difficulties in differentiating 

mechanisms from context (Byng et al., 2005). 

Dickinson (2006) argues that method-led approaches to evaluations have proved to be 

insufficiently complex, and have largely failed to be able to overcome the ability to 

attribute changes specifically to partnership arrangements. Theory-led approaches seem 
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better able to accommodate these complexities, and particularly, the combined use of a 

ToC andRE may prove the most fruitful to evaluate health and social care partnerships 

2.1.5 The challenges of partnership evaluation 

One of the fundamental difficulties encountered with partnerships and their associated 

evaluation lies in a definitional problem (Dickinson, 2006). There are various definitions 

as well as variety of terminologies such as partnership working, collaborative working, 

integration and joint-working, used to refer to this phenomenon, often interchangeably. 

Evaluating partnerships is difficult for various other reasons such as, the long timescales 

for achieving impact (National Audit Office, 2001 ), different perspectives on what success 

means, the complexity and variability of partnership interventions, and the different 

contexts within which partnerships work. In addition, partnerships have very different 

purposes, and accordingly, there are a number of different models of partnership (Hastings, 

1996). Within these models, it is likely that different stakeholders will have different goals 

and aspirations and having a common methodology for evaluation would be a difficult 

task. 

Other literatures mention that there are at least two kinds of problems that can arise during 

evaluation. First, process and outcome variables in partnering experiences cannot be neatly 

distinguished in the short run. From the outset, partnership has been defined both as a 

process and a policy goal, thus, implementation, organization, and management are key 

facets of partnering, which evolve over time. Second, as the literature on implementation 

suggests, both a top-down and a bottom-up approach should be adopted to grasp the 

organizational change resulting from partners' interaction (Marra, 2004) which is also a 

challenging task. Regarding the outcome evaluation, demonstrating the successful 

outcomes of partnerships is both methodologically more complex and may be a lengthy 

endeavour, particularly if the successes of partnership working are iterative or cumulative 

(Hardy et al., 2000). There are arguments that the outcome may not be visible for some 

time, perhaps even longer than the lifetime of the partnership (Berkowitz, 2001; Fawcett, 
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'"*""""··•---· Paitte-Andrews, 1997) and indicators of impact have been difficult to capture 

. (Gillies, 1998) which in turn makes, assessing the impact of partnership a challenging task. 

It is also recognized that evaluations of the impact of partnerships, with all the attendant 

problems of attribution and causality, are problematic (Perkins et al., 1998). The most 

r·~~~iicaraspl~ of partnership evaluation are attribution and establishing counterfactuals 

· · (Sullivan and Skelcher, 2002). It means that attributing the positive and negative outcomes 

or results to partnership initiatives and establishing counterfactual that is defming what 

.would have happened without the partnership initiatives. Barr (2007) also elaborates that 

· ·· critical and crucial aspect of public-private partnership research is the ability to 

and quantify outcomes and to establish that changes in these measures that 

coincide with public-private partnership efforts were actually the result of partnership 

activities. 
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2~2 Conceptual framework of the study 

The key objective of this thesis was to evaluate partnerships in reducing the HIV I AIDS 

burden and enhancing access to HIV/AIDS care services especially to all vulnerable high­

risk groups. As mentioned elsewhere, interventions in India at different levels are being 

carried through partnerships between the public, private for-profit, and private not-for 

profit sectors; partnering institutions also include the bilateral, multi lateral organizations, 

business organizations, private foundations, universities, voluntary Non-Governmental 

Organizations (NGOs), Community Based Organizations (CBOs), Faith Based 

~ ___ ()rganizations (FBOs) and municipal organizations. 

With numerous partnerships aiming to achieving varied goals, an evaluation of their value 

addition is of utmost importance. The partnership approach is expected to increase the 

efficiency and effectiveness as well as it is expected to bring about organizational and 

managerial change. The effectiveness and efficacy of partnerships are central to equitable 

and optimal provision of HIV I AIDS care. Ineffective partnerships could even widen the 

real gap in HIV I AIDS care if they duplicate efforts, double-count clients and exclude key 

stakeholders. On the other hand, partnered interventions need to address key issues of local 

relevance, target hitherto un-reached local high-risk population and include first contact 

points (service provi(!ers) who have the potential to carry out HIV/AIDS interventions, so 

as to increase the overall effectiveness ofHIV/AIDS care. 

The partnership evaluation framework, as described in this chapter, was developed based 

on the key effectiveness, efficiency and equity principles vis-a-vis HIV/AIDS care. The 

framework uses the theoretical concepts such as 'Theories of Change (TOC)' and 'Realistic 

Evaluation (RE)' besides incorporating a priori expectations, local needs and insights 

provided by the literature. 

Therefore, this thesis explicitly included the inputs, processes, outcomes/impacts as key 

analytical components of the conceptual framework. Figure-2.1 explains the partnership 

evaluation frame'York; all the factors are inextricably linked and some even overlap. 



lnputs 

researches have shown that the development of meaningful partnerships rests on the 
-·~~---- .. -

;::_; . .:c . .:.=. ________ _ 

of key inputs (Asthana et al., 2002). Strategic management literature 

emphasizes the differential ability of organizations to collaborate and the capabilities of 

organizations to respond to changes in their environment an~ to engage in collaborative 

'~----'c- ....... relations which will affect the effectiveness (Shortell and Zajac, 1990; Nielson, 1986). 

Input explains what has gone into the partnered activity such as financial and human 

resources, technology added and money spent. Inputs are predominantly characterized in 

·terms of money, for example workers' salaries and, on occasion, funds for rent, 

In addition, to the quantitatively measurable inputs, such as budgets and staffing, the 

assessment also considered other less tangible causal factors that have an effect on the 

progress of activities and outcomes, such as the location, the legal ~tructure, the perceived 

need, the motive, and the environmental context of the program. 

Figure-2.1 

Partnership Evaluation Framework 
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Key input and structural variables included in the partnership evaluation framework are: 

• Financial, human and material resources 

• Facilities 

• Perceived need for partnerships 

• Pre-partnership processes 

• Partnership motives 

• Partnership objectives 

• Nature and type of partnerships 

• Legal structure 

2.2.2 Conceptualizing the success: process 

In this section, various components related to the partnership process (process evaluation), 

· assessing the extent to which the partnerships adhered to principles or characteristics 

associated with effective partnership, are described. This evaluation is used as mechanisms 

for partners to discuss, analyse, and take action to address concerns related to the 

partnership process and strengthen their ability to achieve the goals and objectives of the 

partnerships. Literature says that outcome and process evaluations are closely related and 

interconnected because understanding how well a program has been implemented is vital 

to interpreting the results of an outcome evaluation (Rossi and Freeman, 1993). Dowling et 

al. (2004) state that an emphasis on the process of partnerships may be seen as a pragmatic, 

albeit second-best, solution and argue that the health of partnerships can be assessed in the 

short term, and this avoids the challenge of identifying outcomes that may take a long time 

to materialize and also be difficult to attribute to the partnership. So, the effective process 

of partnership may be seeri as an intermediate outcome or the proximal outcome of the 

partnerships (Curriea, 2005). 

In the present study also, in few occasions, the process components could be considered as 

outcome components too. The process components developed· and used in the thesis are 

described here after. 
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2.2.2.1 Developing clarity and realism of purpose 

. Suooessful partnerships are considered to require agreement about the purpose of and need 

for the partnership (Evans and Killoran, 2000; Asthana et al., 2002). A key factor for 

effective partnership working is a strong and shared vision for the partnership itself 

(Wildridge et al., 2004). From a process perspective it is also important that the mission, 

vision, and goals be mutually determined and agreed; this enhances the likelihood of goal 

attainment and the partners' commitment (Leonard, 1998). Besides, the aims and 

objectives which are not realistic of attainment will soon diminish enthusiasm for 

partnership. So, it is vital to the success of partnership working that, amongst the partners, 

there is an understanding and acceptance of why each partner is engaged in the partnership. 

This may be a blunt self-interest or narrow organizational pressure. It may, on the other 

hand, be an acknowledgement of a shared interest and collective purpose. Whatever the 

reason, partnership working can flounder if based on partner motivations and purposes that 

are misunderstood. 

2.2.2.2 Clear and robust partnership working arrangements 

The successful partnership would have clear and robust partnership working 

arrangements and create written agreement and plans that include a partnership 

organization form or structure, definition of geographic service area, targets to be 

achieved, specific standards and benchmarks for quality, identification of key health 

indicators, resource manual etc. The agreement is usually in the form of written contract or 

memoranda of understanding or statement of work. The McKinsey (2002) study identifies 

· two fundamental prerequisites for partnership success: a simple and compelling goal, 

. together with a clearly defmed and focused scope (disease, geography, population, 

activities). This principle refers to the need to ensure that partnership working is not 

hindered by cumbersome~ elaborate and time-consuming working arrangements as well. 

The evidence is that complex structures and processes reflect partners' defensiveness about 

their own interests and uncertainty about degrees of mutual trust (Slater et al., 2007). The 

result of such excess bureaucracy is frustration amongst the partners and a sapping of their 

enthusiasm for, and commitment to, the partnership (Hardy et al., 2000). Moreover, 

partnership agreement needs to make it clear and transparent about what fmancial 
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rewurces (capital and revenue) and other tangible resources (human resources and 

facilities) the other partners brings to the partnership activities which would facilitate its 

smooth functioning. 

2.2.2.3 Internal Governance 

Successful partnerships establish clear governance structures which define the various 

roles that partners will play and ensure that all partners understand and accept these roles 

(Smith et al., 2006). The main governance functions examined in the Mectizan Donation 

Prograrnrne(MDP) partnership include the factors such as creating a vision; securing 

r~urces; defining clear roles and responsibilities; establishing and monitoring 

benchmarks for performance; accounting to key stakeholders for the organization's 

direction and performance(Peters and Philips, 2004). McKinsey report (2005) describes 

that explicitly defined roles are required to optimize partnership performance. Poor 

specificity can lead to failure to deliver critical inputs as well as to misunderstandings both 

of which undermine collective working arrangements and impede performance monitoring 

and accountability. Poor governance habits including: failure to clearly specify partners' 

roles and responsibilities; inadequate performance monitoring; insufficient oversight of 

corporate partner selection and management of conflict of interest; and a lack of 

transparency in decision making (Buse and Harmer, 2007). In order to have successful 

partnerships, it is recommended that strategic, value-added, and operational-cum-business 

plans with measurable outputs and outcomes, and clearly defined roles for all partners, 

need to be developed ex-ante and regularly reviewed. 

2.2.2.4 Accountability 

Satisfactory accountability arrangements, plus appropriate audit, assessment and 

monitoring of the partnership are regarded as essential for successful partnerships 

(Charlesworth, 2001). Those involved in partnerships need to know how they and each 

other are accountable for partnership work, both to their own organization and to the 

partnership as a whole. Formal structures and processes need to be in place that facilitate 

and guarantee the horizontal and downward accountability. Firstly, the partners of a 
' partnership are horizontally accountable to each other. Secondly, the partnership itself is 
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:dmm.watdly accoontable to its stakeholders. And thirdly, each partner is downwardly 

accountable to their individual set of stakeholders and to the service-users and the public. 

Balmeiiig these different relationships is complicated. An accountability deficiency in one 

of these relationships can impact upon the others. Lack of accountability in a partnership 

between the partners may result in a partner being forced to make compromises and 

-:-~~-~~~-~--:c<li.Ciession:s that reduce its accountability to the ultimate beneficiaries (Hale and 

Transparency 

-rsbips need to be adequately transparent to be successful. Successful partnerships are 

~y- authentic, promoting transparency and -accountability (Rasmussen and Agarwal, 

2000). There should be transparency right from the beginning of selection, decision 

making and implementation of the partnered activities (Buse and Hanner, 2007). During 

the partnership process, transparency is vital in the bidding and contracting process, as well 

as the contract arrangements themselves and it should help eliminate incentives for any 

potential asset-stripping and rent-seeking behaviour by the private partner (Nikolic and 

Maikisch, 2006). Transparency is most commonly operationalized as formal information 

exchange requirements and response to specific information requests. Transparency can 

also be less formal and/or structured, such as impromptu telephone calls, e-mails, and 

conversations. 

2.2.2.6 Resources Flow 

Partnership involves a commitment of resources, time and effort by individuals from all 

partner organizations. Adequate and necessary resources to carry out planned activities or 

to finance the true costs required for partnership is essential for the success of partnerships 

(Wildridge et al., 2004). Research draws attention to the funding crisis plaguing many 

partnerships around the world and as a result, there is a danger that some partnerships will 

simply collapse because of lack of financial support (Buse and Hanner, 2007). Moreover, 

constant resource mobilization is needed to sustain the partnership activities. In addition to 

this, one of the critical issues in partnership, all over the world, is the timely release of 
' grants or reimbursements to the partners (V enkatraman, 2000). The entire issue of timely 
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M~uifa}'lDeJlll appears to be a sensitive one, and the private partners underplayed their 

IIIIIIICS., It is not only financial resources but also human resources, other equipments 

lll'lilti:ri~d~ 1'1011 monetary resources like training and expertise are also important for the 

This refers to the extent that partners depend upon each other to accomplish the partnership 

objectives. Dowling et al. (2004) defined that basic element of successful partnerships are 

'C:·~,1the~d<::grt~e to which aims and vision are shared, and the existence of interdependency 

~ .~:&e~w<:~en partners. Three types of interdependence have been identified: pooled, sequential 

·and reciprocal. Pooled refers to relationships that are not highly interdependent where each 

partner works fairly independently. Sequential refers to relationships where the work of 

one partner feeds into the work of another partner and this second partner is not able to 

proceed until the work of the first partner is accomplished (Kinglsley and 0 Neil, 2004). 

Under reciprocal interdependence each partner must share work back and forth until it is 

completed. Reciprocal relationships are the most interdependent and successful form of 

partnership. 

2.2.2.8 Co-ordination with the existing health system 

The Partnerships especially the health related partnerships need to work in coordination 

with the existing health system to achieve maximum reach and effectiveness. Nishtar 

(2004) narrated that global principles must specify that partnerships should be in harmony 

with national health priorities; they should complement and not duplicate state initiatives 

and should be optimally co-ordinated and integrated with national health systems without 

any conflict of interest. The co-ordination with the existing health system would ensure 

sustainability of the programmes as well. 

2.2.2.9 Inclusivity or participatory 

This is the extent of the partnership's involvement of all the key players- public, private, 

community and voluntary sectors and service users including businesses, business 
• 

organizations employees, unemployed etc (Mouawad et al., 2004). A good partnership will 
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unr0lite b()fh. parties in the strategic planning process, i.e. determining population needs, 

~~liBgl_c:l()t:gn. ____ ap_propriate patterns of setvice provision and their inter-relationships, 

-designing systems and identifying resources to meet need (Field and Peck, 2004). 

Successful partnerships will make decisions and strategies in consultation with all the 

partners and stake holders. But usually, the decision-making process in a partnership may 
:____._:_~----··--=-----· .. 

be biased because of the stronger partners' influence. At a county/ level and in the case of 

governments interfacing with NGOs, the stronger partner, which is usually the government 

generally tends to make the rules (Nishtar, 2004). Also, inclusive approach ensures that 

tfit all partners have the capacity to be fully engaged in the partnership and works 

4Jifll:nQlc;rattclill~ with accountability to stakeholders and decisions open to scrutiny which 

would enhance the success of partnership. 

2.2.2.10 Risk Management 

There is a growing belief that public and private sectors in health can potentially gain from 

one another (Bloom et al., 2000; Agha, 2003). At the same time, the sharing of risks is also 

a key driver for a quality private partner to enter into a collaboration or partnership. The 

success of partnership depends on the successful identification, allocation, mitigation, and 

management of risks (Sachs et al., 2007). So, each partner should ensure that contracts are 

based on realistic evaluations of the situatiop and do not transfer unmanageable risks to the 

other partner. Buse and Waxman (2001) mention that partnerships have potential risks 

as well as benefits and the more critical factors are the ability to reduce the potential risks 

to the partner organizations. Successful partnerships aim to maximize health benefits for 

the poor and minimize potential risks for the partners involved (WEF, 2005). Marra (2004) 

argues that the efficiency needs to be assessed in relation to the risksharing arrangements. 

At the operational level, the risks for both the partners are on many dimensions. There are 

financial risk; performance and accountability risks; risk of confrontation between 

stakeholders; completion risk; termination risk and there is also the reputation risk for the 

private sector. While the for-profit private sector may well be capable of withstanding any 

financial risks during the implementation, any error on the part of not-for-profit agency 

could close dow:p the organization. In allocating risk in a partnership, it is a general 
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ptm.ciple that risk should be carried by the party which is best able to control, manage, or 

2.2.2.11 Developing and maintaining trust 

Trust is emphasized as a key element of an effective partnership (Parkhe et al., 1998; 
··''--~···~~··-··~····~--

A:efams and Goldsmith, 1999). The phrase 'trust but verify' is reiterated in various studies 

to indicate the importance of both trust and transparency between partners (Druce and 

2004). Partrierships evaluated as less effective in generating consensus and 

~..,..,.,, ... ,E • .-.n,.,. results also tended to have partners who were less trustful and more critical of 

other, and less clear about their roles. The consensus is that, although it is possible to 

work jointly with little trust between partners, the most successful partnerships have (and, 

through hard work, maintain) a strong level of mutual trust (Wildridge et al., 2004). Truly 

\\'orking in partnership requires more than just occasional multi agency meetings: it calls 
~····-········ 

for a substantial degree of commitment and trust amongst organizations, otherwise 

partnership may fail (Huxham and Vangen, 2000). 

2.2.2.12 Flexibility 

Without trust you just do not have a partnership to start with and without flexibility, the 

relationships on which your partnership rests can become very shaky (Diarra, 2001 ). Trust, 

·flexibility, persistence, endurance are important keys to a strong, dynamic partnership. A 

striking finding across several reviews is that, where one important partner's role is 

perceived as over-controlling, dominant, exclusive, non-consultative, these partnerships 

were also perceived as less effective in terms of their outputs. Also, partnerships need to be 

sufficiently flexible to accommodate changes in the physical, economic, social, political 

and technological(PEST framework) aspects of the environment (Druce and Harmer,2004). 

2.2.2.13 Leadership 

It is often observed that partnerships are formed between organizations but succeed 

because of individuals who are strong leaders and who champion the partnership projects 

with vision, energy and enthusiasm(Venkataman and Bjorkman,2002). Evidence suggests 

that active leadership is a critical input in determining the extent and pace of partnership 
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fatopJ!neit:lt. anllllevels in the partnership (Ashthana et al., 2003). There is also evidence 

=!ltlt~f'll~~~tt~· can act as barriers to effective partnership working (Maddock and 

":"·11fililjl!lfl, t999).·Besides, a successful partnership can result only if there is commitment 

~ "the .top leaders" of both the government and private sector organization to work 

together (NASCIO, 2006). Senior management support contributes to partnership 
·---~~---··--..:..-

'-'-~··-".,-L-.. -~~ance both directly and indirectly. Directly, such support translates into resource 

OOmJBitments (e.g. financial, personnel, etc.) and often entails flexibility and consequent 

. :t\me savings in terms of making adaptations ·to standard procedures to accommodate · 

preferences and constraints, or to maximize partnership performance. Indirectly, 

and support of senior management symbolize the organization's 

~mmitment to the partnership and its success, contributing to trust building among partner 

organizations. 

1.1.1.14 Ensure Commitment and Ownership 

Successful partnerships are believed to depend on the level of engagement and 

commitment of the partners (Dowling et al., 2004). Partnership working cannot be 

guaranteed to be characterized by either spontaneous growth or self-perpetuation, therefore 

the understandings and agreements need to be supported and reinforced. It should be 

ensured that across the partners there is a widespread conpnitment to, and ownership oi; 

partnership working; and, especially, a sufficiently senior level commitment (Smith, 2006). 

Organizational commitment to partnership working is more likely to be sustained and 

commitment, at whatever level in the organization, needs to be consistent ·(Hardy et al., 

2000). It is identified regular team interaction; human factors such as loyalty, commitment 

and the enjoyment of working together and the clear objectives as important factors for 

success (Reich, 2000). Stem and Green {2005) provide pragmatic definition and argued 

that partnership is a programme that has a high level of commitment, mutual trust, equal 

ownership and the achievement of a common goal. 

1.1.1.15 Communication 

Communication r~fers to the frequency with which partners interact and the direction of 

these interactions. The role of clear, consistent communication is implicit and sometimes 
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e:xplicit in much of the partnership literature. Open, clear, frequent and accessible 

communication between the partners and the relevant stakeholders are very important for 

the success of partnerships (Elkins, 2002; Wildridge et al., 2004). It is critical to create 

trust in dispersed organizational forms, such as partnership, and trust is critical to 

partnership functioning. Communication with the partners (horizontal), the community 

{downward) and other stakeholder (upward) are very important for an effective partnership 

approach. It involves timely sharing of information, accurate and consistent messages 

conveyed to key audiences, realistic messages from trusted sources that set realistic 

· expectations. Providing accurate and timely information is both a professional duty and an 

expression of respect (Peterson, 1997) and effective communications are the key to the 

public' understanding of public-private partnerships. So, communications are required to 

be planned and carried out as an integral part of the management process for any 

partnership initiatives. 

2.2.2.16 Mutuality 

Mutuality is the degree of equality in the interactions among organizations (El Ansari and 

Weiss, 2005). Mutuality encompasses the spirit of partnership principles and it can be 

distinguished as horizontal, as opposed to hierarchical, coordination and accountability, 

and equality in decision-making, as opposed to domination of one or more partners 

(Brinkerhoff, 2002). The opportunity to participate and influence equally means that each 

actor can more easily protect its organization identity, and hence ·the efficiency, 

effectiveness, and synergistic rewards of the partnership. With mutuality, partners can 

more easily raise new ideas and propose new, more effective approaches. Mutuality 

enables partners to contribute to the partnership with fewer constraints (e.g. approvals, 

scrutiny, regulation and other forms of interference) and greater legitimacy. Mutuality can 

help to ensure acceptance of the partnership's policy and procedures, and ease their 

implementation, when each actor has agreed to them and feels a sense of ownership. 

Besides, success deriving from alliances is based on a 'relatively even, but not equal 

exchange of benefits and resources' (Whipple and Frankel, 2000,). The important element 

is that partners need to determine for themselves if they are satisfied with the relative 

evenness of the benefits and costs of the partnership work. 
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Z.2.J.l7 Autonomy 

~Qt!~~of~ ~()merstones of true partnership is the relative autonomy enjoyed by both the 

partners on day-to-day operations as well as in the overall management of the partnership. 

According to WHO (1999), one of the core elements of viable partnership is autonomy. 

Autonomy is seen as non-intrusiveness, from the public sector and the freedom of the 
~-~~~-~~~~~~--~~~~ 

private agency to take operational decisions without having to resort to cumbersome 

bureaucratic approvals or being constantly told about "do's and don'ts". It is also essential 

for the public sector to respect the organizational autonomy and priorities of the non-profit 

sector (Nishtar, 2004) 

Complaint or conflict management 

Conflict management is that, how well the partnership manages conflict that arises among 

members (El Ansari and Weiss, 2005). In any collaborative effort, conflicts will arise and a 

key to the success of any collaboration has to be the minimization of conflicts and the 

effective management of them. Conflict resolution of partnership is one of the functioning 

measures to capture group characteristics and process variables (Roussos and Fawcett, 

2000; El Ansari, 2003). Conflicts over resources may also lead to 'cost shunting' between 

or within partner agencies and this can build distrust (Wildridge et al., 2004). Political 

science emphasizes the importance of coalitions in negotiating potential conflicts among 

members so that collaboration can occur and provide desired benefits to participants 

(Kimberly, Leatt and Shortell, 1983). Differences in personalities and their respective 

styles could jeopardize the fi.:tp.ctioning of the partnership. So, conflict resolution and 

consensus-building is an important process for the success of any partnership (Asthana et 

al., 2002). But, the absence of conflict may also imply that mutual influence is 

compromised or non-existent (Brown and Ashman, 1996). 

2.2.2.19 Monitor, measure, review and learning process 

Partnerships need to monitor and respond to changes, by undertaking regular strategic 

reviews and redefining objectives. Performance monitoring refers to the ongoing 

process of collqcting and analyzing data to measure the performance of a program, 
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01'- activity against expected results(Charles and McNulty, 1999). On-going 

tnonitoring of the performance of the partnership is important in assuring its success. 
-~--.C·-··---·· -

Mmritoring and evaluation are important in order to share successes with the partners, learn 

from mistakes, modify program activities as necessary, demonstrate accountability to 

:funders and others who are in a position to make decisions about the future of a program, 

and to help stakeholders learn (THCU, 2005). Satisfactory accountability arrangements, 

plus appropriate audit, assessment and monitoring of the partnership are also regarded as 

essential for successful partnerships (Campbell, ZOOl; Charles worth, 2001). 

Organizational identity 

Organization identity generally refers to that which is distinctive and enduring in a 

particular organization. Each partner has individual identity and competitive advantage as 

separate organization enhanced through partnership (Brinkerhoff, 2002). It is the extent to 

which an organization remains consistent, committed, accountable, and responsive to its 

mission, core values, and constituencies. The key is not necessarily to maintain 

organization systems, processes, and strategies over time, but to maintain the 

organization's core values and constituencies. The partners need not compromise their 

original vision and mission of the organization in order to partner with another 

organization. Instead the resources of each organization can be efficiently utilized to have a 

synergy and competitive advantage to achieve the combined goal through the partnerships 

(Ensign et al., 1998). Partnerships with other actors are pursued precisely because these 

actors have something unique to offer (Brinkerhoff, 2002). If organization identity is lost, 

by definition comparative advantages are lost, the organization loses legitimacy in the eyes 

of its defmed constituencies, and its effectiveness wanes. 
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~1lt:ilrnltela:-cf:at1tnefl tttlar partnerships should be measured in terms of their outcomes rather 

~their processes (Klein, 1988; Hardy et al., 1992). Dowling et al. (2004) explained that 

evaluating health and social care partnerships in terms of their outcomes has two potential 

-~ns. that are, the changes that result in the levels, organization or delivery of 

· services; and the improvements (or absence of deterioration), if any, that may subsequently 

arise in the health status, quality of life, well-being or social inclusion of patients or users. 

This positivistic model of evaluation assumes that outcomes can be· measured against pre­

criteria and subsequently inform judgments of economy, efficiency and 

~lrecti1veness (Ross and Kemshall, 2002). It is also proposed difference elements such as 

coverage and take-up of a service; effects on other parts of the (health) system; adoption of 

norms and standards advocated by the partnership; and improvements in the life-conditions 

-----clpeoplefor whom the partnership was established (Druce and Harmer, 2004). 

In this study, outcome measures were divided into two categories - perceived outcome and 

systemic outcome. 

2.2.3.1 Perceived outcome 

The partnership outcome is described, as perceived by the partners. Evaluating value­

added due to the partnerships can be done primarily, though not exclusively, by assessing 

the perception of the beneficiaries (partners) and it is often closely related to partner 

satisfaction as well (Brinkerhoff, 2002). The perceived outcome components included in 

the study are the following, 

2.2.3.1.1 Satisfaction with partnerships 

Satisfaction with the partnerships is based on the notion that success is determined, in part 

by how well the partnerships achieve the performance expectations set by the partners 

(Anderson and Narus, 1990). Also partnership which generates satisfaction exists when 

performance expectations have been achieved (Mohr and Spekman, 1994). So, 

partnerships is expected to increase the satisfaction of the partners in terms of their role, 

involvement, influence and functioning of partnerships. 
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It is one of the important expected results to increase the overall efficiency of partnerships 

(I)()wlmg et al., 2004). It is also envisaged that the synergy between the partners will 

reduce the duplication of efforts and wastage of funds (MOHFW, 2004). 

2.2.3.1.3 Capacity enhancement 

Partnership initiatives are expected to enhance the technical, managerial and organizational 

capacity of the organizations and· individuals involved in the partnerships (Walker, 2007; 

Vian et al., 2007). 

Target accomplishments 

The real effectiveness of any partnership initiatives is the delivery of the Partnership's own 

targets (Barr, 2007; Mouawad et al., 2004). This included the intended targets as planned 

by the partnerships initiatives. 

2.2.3.1.5 Increased coverage 

There are plenty of literatures mentioning, increase in the coverage of services as one of 

the important objective as well the expected results of partnerships (Druce and Harmer, 

2004). This component included both geographical coverage as well as population 

coverage of partnered interventions. 

2.2.3.1.6 Increased resource mobilization an~ pooling of resources 

Resource mobilization is the process by which resources are solicited by the program and 

provided by donors and partners. This is particularly important for partnerships as they are 

typically externally financed programs with little or no capacity to earn income from their 

own resources. Mobilizing and pooling resource includes fmancial, commodity and human 

resources. 
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-~neral community and target community involvement 

_____ _uu"""'""'" Mathur and Sketcher (2006) said that community consultation and involvement 

would shape and influence the goals, operation and decision-making of the partnership 

according to the community need. Participation of community members ensures that the 

-~---~---- p~~ect is representative of the community. Though it is also a process, as community 

_involvement and target group involvement is widely advocated in HIV/AIDS programmes, 

considered as an expected results and hence included as an outcome 

Benefits of partnerships 

Healthy partnerships may produce socially desirable benefits (e.g. for the partner 

organizations involved), even if they do not result in better outcomes such as improved 

-~--health(Gulliver et al., 2000; Dowling et al., 2004). According to Barr (2007) the expected 

benefits of the partnership relationship will be an important part of the analysis of the 

effectiveness of public-private partnerships. The major expected benefits of partnerships 

are, better ability to address HIV/AIDS, enhancement of public reputation, increased 

utilization of the expertise from other partners, better understanding of community needs 

and increased involvement in policy making. 

2.2.3.2 Systemic outcome 

Major criteria for successful systemic partnership outcome as seen by this thesis are 

described in the sections that follow, 

2.2.3.2.1 Equitable services 

Equity is concerned with creating equal opportunities for health, and bringing health 

differentials down to the lowest level possible. It is cross-cutting and involves issues of 

access, quality, and fmancing especially for the most vulnerable groups of the population. 

Whitehead (1992) defined health inequities as differences in health that are unnecessary, 

avoidable, unfair, and unjust. Nishtar (2004) stated that the driving principles for 

partnership initiatives be rooted in 'benefit to the society' rather than 'mutual benefit to the 
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:pDtmm:J:!;mt~~~.~entre on the concept of equity in health. The inequities in accessing 

""'·'1ttre mA'I1Ces related to HIV/AIDS are significant as this disease affects the most poor and 

v:utnerable population. Especially, access to effective HN/AIDS treatment, for example, 

. remains largely inequitable worldwide (Zwi et al., 2007). Partnerships have been explored 

as a mechanism through which to mobilize additional resources and support for health 

activities, particularly in under-resourced developing countries in order to reduce the 

inequity (Venkatraman, 2002). Barr (2007) stressed that research on the effectiveness of 
:..:c.~~-""'-~·~~ ··~ 

· efforts should include specific details regarding the effect of the partnership 

.;gf!torts on equity for vulnerable groups as an outcome distinct from the assessment of 

effectiveness. This includes issues of gender, racial or ethnic, geographic and 

economic equities. Dowling et al. (2004) says that it could include both horizontal and 
~~~-~~·········· 

vertical equity. This has been assessed through examining the distribution of services in 

relation to need and the utilization. 

-2.2:3.2.2 Increased Efficiency and Effectiveness 

The most important benefit and expected outcome of the partnerships initiatives are 

improved efficiency and effectiveness. Working together seeks to meet the objectives of 

each by performing better than either one acting alone. Thus, effectiveness and efficiency 

are key evaluative criteria to assess partnerships (Rosenau, 2000) 

Effectiveness, as against efficiency, is the achievement of stated objectives and the extent 

to which each objective has been achieved which depends on clear objectives being set by 

the partnership (Thomas and Palfrey, 1996). Effectiveness is concerned with the success of 

those stated intentions, and with the desired 'results, for example the reduction of 

problematic behaviours (Ross and Kemshall, 2002). The effectiveness can be measured by 

assessing the changes in the community and institutional practices, capacity, policies and 

action that address and prevent public health problems and promote community health. 

The assessment of effectiveness should not be limited to the achievement of expected 

outputs and outcomes, but should also cover unintended outcomes, whether negative or 

positive also. 
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"----~-,;:;m;;;pr.!f'V.itss-tlie extent to which the program has converted or is expected to convert its 

resources and inputs (such as funds, expertise, time, etc.) economically into results in order 

to achieve the maximum possible outputs, outcomes, and impacts with the minimum 

possible inputs. According to Smith et al. (2006), partnerships create an opportunity to 

pool their resource strengths and the resulting synergy offers an opportunity to enhance 

delivery efficiency. It also involves rationalizing health inputs to ensure maximum output. 

In addition, a partnership to improve efficiency considers complementarities and 

minimizes duplication of services where possible (Dowling et al., 2004). Efficiency in its 

widest sense also implies that consumer preferences are served optimally. 

2.2.3.2.3 Improved Accessibility of services 

One of the important expected outcomes of partnership initiatives is improvement in the 

accessibility of services (Brown et al., 2003). This includes the geographical, economical, 

social and cultural accessibility and the partnerships are expected to address the barriers 

affecting the accessibility. Greater accessibility of services is considered as one of the long 

term impact of partnership initiatives (Gillies, 1998; Glasgow, Vogt and Boles, 1999; 

Laverack and Labonte, 2000).Accessibility is an eclectic criterion, which may refer to 

access to information about services, distance to services, and processes of assessment and 

waiting for services (Glendinning, 2002). Users of services are likely to value this issue 

highly, as it impacts significantly on their ability to use services appropriately. Measures 

that have been used to assess this outcome are whether clients experience earlier 

interventions through a quicker response from service providers, and the convenience of 

the service location without any barriers. 

2.2.3.2.4 Improvement in the quality of services and client satisfaction 

The partnership initiatives are expected to provide quality of services to the targeted 

beneficiaries with increased responsiveness and choice. Quality of services delivered 

through partnerships is one of the outcome success criteria (Burch and Borland, 2001; 

Linder, 2000; Rosenau, 2000). The perception of the service users regarding quality of 

services and the satisfaction could be measured, that are key expected outcome of the 

partnership initiatiVes. 
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The World Health Report (2000) describes responsiveness as "meeting the expectations of 

individuals' non-health enhancing aspects of care". This also refers to the speed and 

accuracy with which a service provider reacts to a request for action or information 

(Thomas and Palfrey, 1996). Service users are likely to value responsiveness very highly 

as it is of direct relevance to their experience of the service. It can be achieved by 

providing, the population with a choice of health provider, providing services with 

respectful treatment, involving the individual in deciding the treatment or services option, 

maintaining confidentiality of personal information, prompt attention without much 

waiting time and by maintaining quality of basic amenities. 

2.2.3.2.6 Community and target group involvement 

Successful partnerships involve the community and include them when developing 

programs and services. Community involvement can also ensure that programs and 

services developed by a partnership are culturally and linguistically appropriate for the 

populations being served. The greater the level of local community involvement in setting 

agendas, the larger the impact and the more sustainable the gains (Gillies, 1998). 

CollllJlunity participation is described as essential to ensure that real needs are being met 

and that the decisions reached are acceptable to local communities (Jones, 2000). By 

involving the community in different levels, the partnership arrangements can give 

communities a vehicle to express their views, gain access to decision-makers, and develop 

more knowledge of how the anchor institutions are structured and behave. Partnerships are 

expected to maximize the level of community involvement in planning, decision making, 

implementation and evaluation of partnership initiatives to ensure maximum benefits from 

the investment. Therefore, partnership evaluation focussed to examine the nature and 

extent of community and target group involvement. 

2.2.3.2. 7 Health system strengthening 

Druce and Harmer (2004) describe that strengthening the existing health system by 

improving the management of health within the government infrastructure is one of the . 
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expected outcome of the partnerships related to public health. There is also a growing 

..:.::_Jnltmm!1,QI1•al interest in a better integration of HIV programmes and health system 

strengthening. UN AIDS (2009) advocates that there is a need for promoting health system 

Jbiplcjng in all HIV .,related partnerships and the private sector should be guided to apply a 

health system perspective to all HIV and health-related projects. It also argued tm!t 
~-----~----~-------

continuous multisectoral interventions with a renewed focus on public health systems 

strengthening with full and active participation of the private sector are needed. According 

to UNAIDS (2009), the AIDS related partnerships are expected to contribute to the 

building blocks of a health system as defmed by the World Health Organization(2007) that 

are service delivery; human resources; information; medicines and technologies; financing; 

leadership and governance. 

2.2.3.2.8 Sustainability 

Sustainability is a key requirement for partnership success and a major challenge for such 

organizations (Alexander et al., 2003). Successful partnerships work to maintain the 

momentum and to sustain their work over time which is one of the outcomes related to the 

effectiveness of health partnerships. Sustainability is the continuation of benefits from a 

development intervention after major development assistance has been completed. The 

mixed system (Public-Private Health system) created would be stronger and can 

compensate for weaknesses in either provider. Another aspect of sustainability is the 

sustainability of the network, the relationship among the partners after the immediate 

issue which brought them together has disappeared and the partnership has disbanded 

(Charles and McNulty, 1999). It is important to assess the measures taken by the 

partnerships to ensure the sustainability of the program with regard to fmancial, 

institutional, and other resources. It is also important to know the proportion of 

partnerships sustaining after the funding period is over. 

2.2.3.2.9 Improvement in the health seeking behaviours and Health improvement 

The overall objective of the health related partnerships is to increase the health seeking 

behaviour of the targeted populations and to improve their health status. There are several 

studies which mentioned that improvements in the health status, quality of life or well-
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CXIlteri.enc:ed by people using services, or reductions in otherwise likely deteriorations 

----,.==-~~~j1Ilportant outcomes of the health related partnerships(Gulliver et al., 

12~1tJrown et al., 2003; Dowling et al., 2004). This outcome could be measured by 

~ aamining the improvements in the health, as perceived by the services users. In addition, 
'_ -:::.~- ~- .;c.- . 

other important expected outcome is to increase the health seeking behaviour of the 
~~---- ------~-

_jnfected as well as the other vulnerable populations. 

the end, partnered interventions in HIV I AIDS are required to address issues of local 

!:~liefev~mce. target locally relevant high-risk population and include the potential first contact 

points or the local providers ofHIVIAIDS and STI care. The HIVIAIDS partnerships can 

be effective in increasing the access of HIV I AIDS services if the potential local service 

_,~"-,,~-,-----~-Pmviders or the first point of contacts are involved in the partnered interventions. There 

are evidences to pronounce that there are different kinds of providers providing HIVIAIDS 

related services and these providers, irrespective of the system of medicine they practice, 

are sought for HIVIAIDS related services (Mignone et al., 2007; De Costa and Diwan, 

2007; Solomon et al., 2002). It is well documented that the infections have already moved 

from~ the conventional high risk groups to the~ general population and from urban to rural 

populations. So there may be many high risk groups who are equally at risk for infection 

but are currently "invisible" to program designers, especially heterosexual married women 

who have monogamous sexual relationships with their husbands other than the 

conventional risk groups like FSWs, MSM, IDUs and truckers. In order to reduce the 

transmission and the burden, the partnered interventions need to involve the locally 

relevant high risk populations as well. 

So, the thesis tried to understand whether locally relevant issues, all the high-risk groups 

and potential providers were part of local partnerships so that their effectiveness can be 

maximized. 



1 1 Motbodoloaii 

A bottom-up or demand-led approach was employed in the thesis. Accordingly, the 

evaluation methodology started with the assessment o f community needs, locally relevant 

issues, opportunities, and approaches vis-a-vis HIV/AIDS. It then moved on to first 

contact points, established HIV/AIDS care providers; and subsequently to institutions or 

organizations followed by partnerships. Hence, there were four distinct data collection 

phases. While the secondary data and the literature (published academic journals, articles, 

books, annual reports and other documents of partner organizations, reports o f the public 

and private funding agencies, communications from agencies and people working on 

HIV/AIDS and other records) provided the basic background and the state level data on 

this topic, separate tools were used during different phases of the study (Figure-2.2). 

Partnership 
check list/ 

Institutional 
Assessment form 

Figure-2.2 

Framework of Methodology 

Demand side and provider 
potential 

(High-risk groups, First contact 
points and Provider potential -
FGDs, combing, and provider 

interview) 

Secondary 

Data 

Partnership 
Assessment Tool 

Stakeholder 
interview 
(Funding 
partners) 

Clients 
Interview 

(Beneficiaries) 

2.3.1 Study setting 

The phased data collection was executed in three districts in the state of Tamil Nadu. In 

order to capture the variation in the clients, providers and partnerships in its entirety, 
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districts (one each) were chosen from the southern, middle and northern Tamil Nadu 

regions; their Geographic locations are indicated in Figure-2.3 while their basic profile is 

given in Table-2.1. As it can be seen from Table-2.1, total population covered by different 

phases of the study was 7.1 million with the chosen districts together having 23 taluks6 

(sub-districts), each having a population of about 0.3 million on the average. 

·2.3.2 Phase-1: Understanding the demand side 

The first phase stage of the study concentrated on identifYing and understanding various 

ground level HIV/AIDS issues including the hitherto unidentified and untargeted high..,risk 

general population who are vulnerable to the spread of HIV infection. It also tried to 

understand their care seeking and their first points of contact for HIV/AIDS related care. 

The main methodology for the first phase of the data collection was Focus Group 

Discussions (FGDs) using the guidelines. The major themes or issues discussed in the 

FGDs were high-risk sexual behaviour, particularly among the unconventional and 

untargeted risk groups, STI, HIV/AIDS care seeking behaviour, availability ofHIV/AIDS 

care providers, the first contact points and the services they offer in terms of STI, 

HIV/AIDS. 

FGDs covered all the 23 taluks and the actual number of FGDs was determined on the 

basis of the population, and the presence and willingness of the targeted stakeholder 

groups. In order to ensure a broader representation of the population in the chosen districts, 

at least one FGD was conducted in each block. However, in one district (Namakkal), fewer 

FGDs (12) were conducted than the number of blocks (14) primarily due to the low size 

and density of the population. Other criteria strictly followed in the FGDs were that a 

. minimum of 8 participants was ensured in all the groups except in 2 (Qualified allopathic 

doctors and Patients Living with HIV - 7 participants attended in each group). FGDs 

included 21 different population groups as listed in Box-2.1. 

6 A Taluk is an administrative division in the federal set-up in India. 
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Figure-2.3 

Table-2.1 

Basic profile of the chosen districts 

Name of the District Population Size No. of Taluks No. of Blocks 
No. of health 

sub centres8 

Tirunelveli 2,723,988 11 19 383 

Namakkal 1,493,462 4 14 240 

Kanchipuram 2,877,468 8 13 352 

Total 7,094,918 23 46 975 

The chosen districts are indicated using the red colour. 

8 Health sub-centres are the first rural points of contact for formal health care under the public 
sector. Each sub-centre covers about 5,000 people in plain areas and 3,000 in hilly or difficult 
terrains. 
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Box-2.1 

Population groups covered under the FGDs 

In order to effectively conduct the FGDs, assistance was sought from local NGOs/CBOs, 

different associations, self-help groups, principals of colleges, Head masters of schools and 

local community leaders or representatives. Before conducting the FGDs, the investigator 

explained in detail about the study and made sure that utmost confidentiality would be 

maintained. After getting the verbal consent of each participant from the group, FGDs 

were conducted. The entire proceedings were audio recorded. It was also written down by 

a research staff besides the notes taken by the researcher. Using the notes and the audio 

recordings, all the FGDs were transcribed. The FGDs were conducted in the local language 

(Tamil). Participation was voluntary and participants were not given any monetary 

remuneration. They had the option and freedom to deny or withdraw from participating in 

theFGDs. 



2.3.3 Phase-2: Understanding the first contact points 

The second phase was conducted to understand the first contact points of those who are in 

need for STI, HN/AIDS related services. The aim was to enumerate, classify and 

understand the various care providers at the local level and their potential, involvement vis­

a-vis HN/AIDS. Their views on their possible future involvement in the management and 

control of HN/AIDS were also elicited. Combing of the first contact points using the 

snowballing technique and subsequently a semi-structured interview schedule was used to 

collect the required data from the providers. 

2.3.3.1 Choice of areas for combing and interview 

In 23 taluks in the chosen districts, as on March 2007, there were a total of 149 Primary 

Health Centres (PHCs)9 and 975 health sub-centres (Government of Tamil Nadu, 2007). 

After obtaining the list of sub-centres from the Department of Public Health, Government 

of Tamil Nadu, one sub-centre was randomly chosen from each taluk yielding a total of23 

sub-centres covering a total population of about 115,000. In order to facilitate a thorough 

combing of an area, the combing unit was exactly the same as the serving area of a sub­

centre (about 5,000 people). 

2.3.3.2 Combing operation 

In order to assess the full potential of all health care providers in the chosen areas, every 

health care provider, irrespective of their qualification and the system of medicine 

practiced, serving as first point of contact was identified and mapped through a combing 

operation using the snowballing technique. The snowball was first rolled among the FGD 

participants followed by enquiries and discussion with various social groups and key 

informants like community leaders, religious leaders, pharmacists and already located 

health care providers in each sub centre area. Triangulation is a critical component of any 

mapping exercise. So, information gathered from one source was verified against 

information from other sources. Till a saturation level was achieved in that area, when the 

9 A PHC, covering a population of about 30,000 in plain areas and 20,000 in hilly areas, is the first 
contact point with a qualified physician for the rural people. 
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already known names were just repeated, this process was continued and after that a 

comprehensive list of health care providers was prepared. 

2.3.3.3 Interview of first contact points 

After the mapping process, all the providers were interviewed using a semi-structured 

interview schedule in order to assess the nature of the providers (types), qualification, 

system of medicine practiced, type and amount of clients, experience in HIV/AIDS service 

provision, capability and potential in the prevention and treatment of STD and HIV/AIDS 

and willingness to participate in partnerships aiming at the equitable and efficient 

management and control of HIV I AIDS. Providers were explained in detail about the 

research study and informed consent was obtained from each health care provider. Out of 

the total 249 providers, in 3 districts, identified through the combing process, 223 (89.5%) 

participated and completed the interviews. They were given the complete freedom to 

withdraw from interview or skip certain questions. 

For the purpose of analysis, providers were classified into 3 major groups. Those who hold 

a recognized medical degree in any system of medicine from a recognized institution was 

categorized as qualified practitioners; those who hold a formal qualification or training in 

nursing, pharmacy, paramedical courses, etc were categorized as Less-than-fully-qualified­

practitioners with training (LTFQ-T). On the other hand, those who practiced medicine 

with no formal qualification or training whatsoever in medicine were classified as less­

than-fully qualified practitioners (LTFQ-UT). 

2.3.4 Phase-3: Understanding the formal organizations 

This phase was designed to describe various organizations and their role in the 

management and control ofHIV/AIDS. Reviews of documents, institutional checklist cum 

institutional assessment form were used to compile the required information and data in 

this phase. 

As the first step, all the organizations involved in HN/AIDS services through partnerships 

with different organizations in the chosen districts were enlisted. The list was prepared 
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'c/'fli!Rn•the existing 'data, reports, the profile of the various funding agencies such as Tamil 

Nadu AIDS Control Society {TANSACS), AIDS Prevention and Control Project {APAC), 
---~~ 

Family Health International (FHI), Tamil Nadu AIDS initiative, Palmyra Welfare 

Development Society (PWDS), Malteser International Catholic Relief Services (CRS) and 

other funding agencies. Details regarding the organizations were also obtained from the 

community and the other sources while undergoing the previous two stages of the study. 

Efforts were made to involve maximum number of organizations in the study. It was found 

that there were few organizations having their head offices in the adjacent districts but 

having operation and branch office in the selected districts. These organizations were also 

included under the selected district. Selection and inclusion of organizations was mainly 

based on the availability of the organizations, their interest and willingness to participate. 

Institutional assessment was carried out using an institutional checklist cum institutional 

assessment form. This tool was administered to the heads of the organizations, mainly to 

assess the profile of the organizations. Box-2.2 lists the profile indicators covered by the 

study. This tool was administered after explaining in detail about the study to the heads of 

the organizations who were the respondents. Written informed consent was obtained from 

all the respondents. 

2.3.5 Phase-4: Understanding partnerships 

The fourth or fmal phase was the key component of the thesis. It aimed at. the evaluation of 

partnership effectiveness in terms of the stricture/inputs, process and the outcome 

(perceived and systemic) through the eyes of the implementing partners, funding partners 

and the community. The important aim was to understand how far the partnerships have 

added value in reducing the burden of HN I AIDS. 

In this phase, a partnership assessment tool (PAT) based on the evaluation framework and 

stakeholder interviews (Funding Partners) were used to elicit detailed information on 

various types of partnerships and their functioning in enhancing the HN/AIDS services. 

Besides recording the implementing partner's and the funding partner's views, the 
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CQmmunity's (clients) views were also recorded using the following instruments in order to. 

evaluate the effectiveness of partnerships. 

Box-2.2 

Variables used to describe the institutional profile 

1. Age of the organization 

2. Ownership type and type of registration 

3. Location of the Organization 

4. Area of operation 

5. Size of the partnership(No of partners involved in each partnerships) 

6. Experience in health care and HIVIAIDS 

7. Areas of work and services provided in general 

8. Services provided in terms ofHIVIAIDS 

9. Resource availability (manpower, finance and material resources) in general. 

10. Resources for HIV I AIDS activities 

11. Source of funds 

12. Proportion of expenditure like salary proportion 

13. Number of partnerships 

14. Reason or motivation for partnerships 

15. Perceived need for partnerships 

16. Experience in partnered activities in general and for HIV I AIDS 

17. Different types of partnered activities, 

18. Annual value of partnerships, 

19. Share of the partners in terms offmancing, 

20. Perception about the partnership working and the overall effects of partnerships 

in general. 
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2.3.5.1 Partnership Assessment Tool 

As a first step of developing the evaluation frame work for the study, theoretical and 

empirical literature on partnerships or collaboration, partnership working and partnership 

evaluation etc was reviewed. Based on the theoretical review and a priori expectations of 

partnerships and local needs, the inputs, processes, outcomes/ impacts, were identified as 

key analytical concepts of the evaluation framework. Emphasis was placed on creating a 

framework that was sufficiently comprehensive to accommodate the complexity of issues 

in terms of the inputs/structure, the process and outcomes which is based on a mix of 

practical and theoretical evidences. Common themes were identified under the three 

analytical concepts such as inputs, the process and outcome and later synthesized into a set 

of analytical components. On top of all, the main objective was to produce a realistic 

framework based on theoretical concepts as well as considering the practical issues related 

to partnership working. 

The Partnership Assessment Tool (PAT) was administered to the partnership managers 

who were managing the respective partnerships. Seeking to assess the process 

effectiveness and outcomes of individual partnerships, the tool included 70 process 

indicators and 26 outcome indicators. Key variables used in the partnership evaluation ate 

given in Box-2.3. This tool was administered to the Head/in-charge/manager of the 

respective partnerships after getting the written informed consent from the respondent. 

2.3.5.2 Stakeholder interviews 

In order to seek the views of the funding partners about the functioning of partnerships, 18 

guided in-depth interviews were conducted among them. All the major funding partners in 

Tamil Nadu were contacted. At least one responsible person in the rank of Project 

Director/Project Manager from the major funding agencies was interviewed using 

interview guidelines. 

Major areas covered in the interviews were procedures in the partner selection, need for 

partnership approach, funding partner's role, processes and outcomes of the partnerships 

including the effectiveness, efficiency, equity, quality of services, sustainability of 
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~. ~bution of success to the partnerships, counterfactuals, future plans and lessons 

learned, Prior to the interview, respondents were clearly informed about the study. All the 

interviews were audio recorded with the consent of the respondents. Later it was 

transcribed by the researcher. 

Box-2.3 

Key Partnership Assessment variables 

i. Age of the partnership 

ii. Specific target group 

iii. Target population 

IV. Area of operation 

v. Services provided 

v1. Purpose ofpartnerships(broadly) 

vii. Motives of the partnership 

vm. Mode of partnership initiation 

IX. Pre partnership processes 

x. Perceived need 

XI. Annual value and the share of each partner 

xii. Resource availability in terms of men, money, materials 

xiii. Nature and type of partners 

XIV. Nature and type of partnerships 

xv. The inputs and structure 

xvi. The process components of partnership working(20 components and 70 

indicators) 

xvii. The outcome components of partnership working(l2 components and 30 

indicators) 

XVIU. The satisfaction level of the beneficiaries or clients 

66 



A structured interview schedule was used to interview the beneficiaries or the clients of the 
---------

partftered activities. The respondents were selected randomly and interviewed either while 

~xi$g one of the partnering institutions after receiving the service. In order to record the 

views of the most vulnerable population for HIV/AIDS, widows, Patient Living with 

HIVI AIDS, high-risk population like commercial sex workers, men sex with men, 

injection drug users were also included in the study. At least three clients fiom each 

partnered intervention were selected for the study. 

interviews were conducted to understand, the beneficiaries of the partnered 

the increase in the physical, economical and social access, the 

responsiveness, the improved health status and the satisfaction level of the beneficiaries of 

the partnered interventions. Responsiveness included quality of basic amenities, choice of 

providers, dignity, prompt attention, confidentiality, communication, and autonomy. The 

client interviews also had variables to identify the duplication of efforts, reason for 

choosing the service, economical status of the beneficiaries and the involvement of the 

community/clients in the partnered interventions. 

The beneficiaries or clients were approached while undergoing the second stage itself. 

When each partnership was assessed, the clients of the partnerships were also interviewed 

using the client interview schedule. The respondents were explained in detail about the 

study and after getting the consent of the respondents, the interviews were conducted . 

2.3.6 Inclusion criteria 

2.3.6.1 Inclusion criteria for provider assessment 

• The providers should be operating within the range of the sub-centre 

2.3.6.2 Inclusion criteria of organizations or Institutions 

• The main criteria for the inclusions were that an organization should have a 

minimum of one year experience in HIV I AIDS activities in the specific district. 
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co,Ualtxn~anon which mean that they get funding from other organizations. 

They should have an office or branch office in the district. 

'2~3.6.3 Inclusion criteria for partnerships 

There should be at least two different organizations involved. 

• The partnerships should have completed a minimum of one year experience in 

implementing HIV I AIDS interventions. 

• Both, legally binding (contractual) and non-legal binding (Collaborative) 

partnerships have been included. 

2.3.6.4 Inclusion criteria of funding partners (stakeholder Interviews) 

• The funding agency or the funding partner should have a minimum experience of 

one year in the state and they should have already implemented HIV/AIDS 

interventions through partnerships with various organizations in the specific 

districts. 

• The respondent need to be attached with a funding or donor organization, in a rank 

of not less than a Project Director or Project Manager. 

2.3.6.5 Inclusion criteria for clients (client interviews) 

• The clients should have registered with the implementing partner organization and 

availed services from the partnered organization. 

2.3. 7 Exclusion criteria 

• Organizations which had less than one year experience m HIV/AIDS were 

excluded from the study. 

• The individual partnerships which did not complete one year were not considered. 

• The clients registered with the organizations but not availed any services were 

excluded from the study. 
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The instruments for the provider interview schedule, partnership organization assessment 

{checklist cum institutional assessment form), the partnership assessment tool, and the 

client interview schedule were pilot-tested in order to fine-tune the tools in terms of 

missing vital information and understand the amount of time and other resources required 

to complete a tool in a setting. The instruments were standardized and validated by means 

of a small-scaled pilot test on providers (provider interview), partnership organizations 

(partnership checklist), partnerships (partnerships assessment tool) and the community 

(client interview). Important additional information and corrections were incorporated in 

the respective instrument later. 

2.3.9. Data Collection experience 

The study yielded few important lessons for the benefit of those who may want to carry out 

similar health system management research. 

2.3.9.1 Experience from FGDs 

Focus group discussion, as a tool, was indeed effective to understand the demand side, 

particularly to reach out to vulnerable sections of the society. However, its organization 

and conduct were proved to be challenging and this is one area where lessons can be 

learned from this study. One of the main challenges was to identify the potential groups, 

particularly when the target was to identify unknown risk groups. Some groups were 

identified as the FGDs progressed in rural areas. A related challenge was to fix an optimal 

number of FGDs in all. In this study, FGDs were conducted till they produced new 

information. While some amount of repetition was welcome to strengthen the results, we 

stopped FGDs once the repetitions were too many. 

Among various groups, the most difficult group to handle was the qualified allopathic 

doctors. Repeated attempts were made to have an optimal gathering among them. In one 

district, the top official of the big public hospital was approached and the objective of the 

study was explained in detail. After initial reluctance, the official consented for a 30 

minutes' meeting in the afternoon after proper written request. However, it happened after 
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a:Sel0)1lg(lttempL However, this group was vital as they provided certain key information 

relevant to the study. So, conducting FGDs among the qualified doctors need to be 

carefully planned and it is very important to approach the right person to get any optimal 

size of gathering of physicians. 

Other difficult group was the Kothis (transgender). Though their size of presence was good 

in one of three districts, mobilising an optimal number of them for the FGD was very 

difficult. A local NGO was contacted for this purpose and through it, the head (a kind of) 

of the kothis was approached. He consented to arrange for a discussion. But, the difficulty 

to gather everybody in one place was a challenging task. Finally, it was decided to conduct 

the FGD in a park which was the meeting point for them. So, before they started accessing 

their clients by around 7 PM, the discussion was conducted in the park itself. 

FGD among the CSWs was also a challenging task. The place of gathering and the time 

need to be very appropriate for them. The best time for having discussions with them was 

late morning and early afternoon. Also, bringing their focus to the subject was difficult as 

they tended to deviate a bit and were disturbed by repeated phone calls. We could not do 

much to avoid the distractions. But, they were one of the best groups where one could get 

plenty of information related to emerging high-risk groups, condom usage and other sexual 

behavioural pattern. 

The easiest way to conduct FGDs among the general community was to contact the local 

village head, youth club leader, leader of the self help group or panchayat member. If one 

could explain clearly the importance, advantages and possible implications of the study, it 

would be very easy to conduct among these people. Evening time was the most preferred 

time for conducting FGDs among them. 

FGDs among the lorry drivers could be also conducted relatively easily. The best way was 

to go to the lorry stands and if there is adequate number, gathering them in one place was 

easy. The truckers were willing to talk freely because they have been given adequate 

interventions related HIV/AIDS. It needed lot of waiting to get the enough number of 

truckers. 
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rne~ot-tBE,J:>:nmm<lt.;tc.-:s were contacted and after brief discussions, many of them 

~to send the representatives. But, they do have an association and contacting the 

c~IB4!-~n association yielded easy results. 

-~ fully qualified practitioners {LTFQs) could be approached through their 

association._ In each district, there were associations and there would be head for them. 

Meeting them after their regular meeting would be the feasible option. They would be very 

interested .. to voice their opinions if their services were recognized and due respect was 

"'--~~---~:llU'""""'.=-==--'-··-·=- One can always expect lot of emotions from them because of the less 

recognition to their services from the government. 

2.3~9.2 The combing operation 

As sub-centre area was taken for the combing operation, area demarcation was a 

problematic process. The target area of the sub centre was really difficult to comprehend. 

The number of villages and area covered by sub-centre was fmalized after discussion with 

the staff of the primary health centres. But, it was really very difficult to get the time of the 

health care providers. Though they consent to talk, there will be many disturbances and so, 

the numbers of questions need to be very less and precise. Especially, in spite of the 

assurance to maintain confidentiality, the less than fully. qualified practitioners would be 

very defensive in their answers. So, developing trust and confidence among them would be 

the top priority during the provider's interview. Many LTFQs tend to answer that they 

have qualification and training in paramedical and nursing courses which need to be 

cautiously interpreted. 

2.3.9.3 Interviewing clients 

Conducting interviews among the clients in the premises of the organizations might give a 

skewed response as they tend to be in favour of the organizations. But, this would be the 

most feasible way to conduct interviews among the beneficiaries of the partnerships. The 
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.··of'#lUestl·<· ·,-li .. IS. need to be very less and precise as there would be always a tendency 

••¥'among the clients to finish the interviews at the earliest. 

In spite of the prior information and appointments, meeting the representatives of the 

~---:-til1mtinJg-ageJ1CY was really a very difficult process. Too much of waiting, cancellation of 

appointment and postponement was very frequent during the study. So, the second level 

lea,ders in the funding agencies would be the best alternative who can really spare their 

.. time.and: provid~ adequate information. 

During partnership evaluation, the partners did not feel comfortable with the questions as 

they always had a doubt that the investigator was an external evaluator. They felt 

uncomfortable with revealing the quantitative details of the partnership initiatives as well 

as addressing the relationship dynamics .. The researcher had to explain in details of the 

study and ensure confidentiality in addition to stressing the objective of the study 

It was found that the. number of indicators was very high and too qualitative, which took 

much time to explain, though it was reflecting different views. Some of the indicators gave 

similar answers of the other indicators, which could have been avoided. Grouping all the 

indicators into component also led to difficulty as many indicators/variables were eligible 

to fit into more than one component. So, the partnership evaluation tool could have been 

more precise and short. 

2.4 Data analysis and statistical methods 

While analysing the Partnership assessment tool, scoring was done for all individual 

variables (indicators) using the scoring pattern of '1' for disagreement, '2' for neutral or 

agreed to some extent, and '3' for agreement. For analysis, the process variables were 

grouped into 20 different analytical components and the perceived outcome variables were 
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l!mltoed mt0 ll analytical. components depending on their functional processes. For each 

!£!ill#¥, the total score was calculated using the formula, 

Actual score -Minimum possible score 

Maximum possible score -Minimum possible score 

c__ =Score for each component and the overall score concerning a process and outcome was 

obtained using the same formula. Scoring was done wherever appropriate in all the tools. 

Based on the score obtained, each variable and component was placed in one of the three 

zones viz., "target zone", "work zone" and "danger zone". Partnerships placed in the 

danger zone (score below 0.33) required a lot of improvement while those in the work zone 

(0.33-0.66) needed more efforts in order to be effective; partnerships in the target zone 

(Above 0.66) were assessed as doing well. The systemic outcomes of the partnerships were 

analysed, collating the information's from all the tools, as well as using the secondary data. 

The internal consistency of the process variables was verified using Cronbach's Alpha. 

The statistic was calculated for all the 70 process variables and also separately for the 20 

components made out of it. The overall (70 items) Cronbach's Alpha was 0.891. The same 

calculated for each component was > 80% (or> 0.80). 

In addition to the descriptive and other basic statistical methods, Normality of the variables 

was tested using Kolmogrov Smimov's method. Pearson's correlation coefficient was 

applied to find correlation between different process components and outcome scores. 

One-way ANOV A and Univariate general linear model were used to compare mean scores 

between different types of partnership. In order to clearly identify the process components 

that significantly contribute to the outcome in presence of other components, a multiple 

linear regression analysis was performed with the overall outcome score as the dependent 

variable and the process components as the explanatory variables. Enter method was used 

to include process components into model. R2 was calculated to examine the fitness of the 

multivariate regression. 
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2.5 Ethical considerations 

The Ethics Committee of Sree Chitra Tirunal Institute for Medical Sciences and 

Technology examined the probable ethical issues which might be coming up at the 

different stages of the study including study design and methodology, before granting 

approval to the study. 

FGDs were conducted using a schedule. They were allowed to give their opinion freely 

within the subject area. Before conducting the FGDs, the investigator explained in detail 

about the study and made sure that utmost confidentiality would be maintained and verbal 

consent of every member of the group was obtained before the FGDs .. Participation was 

voluntary and participants were not given any monetary remuneration. They also had the 

option and freedom to deny or withdraw from participating in the FGDs. 

During the provider interviews, providers were explained in detail about the research study 

and informed consent was obtained from each health care provider. They had complete 

freedom to withdraw from interview or skip certain questions if they felt uncomfortable. 

While administering the institutional assessment form and Partnerships Assessment Tool, 

written consent from participants were obtained. They also had the freedom to deny or 

withdraw from the study. 

During the stakeholder interviews, respondents were clearly informed about the study. All 

the interviews were audio recorded after getting the consent of the respondent. Later it was 

transcribed by the researcher. When interviewing a responsible person other than the Head 

of the funding agency, written and oral permission was sought from the Head as well. 

Clients were explained in detail about the study and after getting the consent of the 

respondents, interviews were conducted among them. As the client interviews had some 

confidential information's, the names of the respondents were not recorded and instead a 

code number was given to each client. Respondents were given the freedom to deny their 

participation and withdraw from the interview even in the middle of the process. In 

addition, all the required and appropriate measures and ethical guidelines were followed 
• 

during the entire process of the study. 
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Strengths and limitations 

The study adds to the existing literature by bringing out in detail the high-risk sexual 

behaviour among the general population, health seeking behaviour and different 

unconventional risk groups in the community. It also improves the understanding of the 

existence of various health care providers practicing different systems of medicine 

particularly related to STI and HN I AIDS. 

The study also contributes to the exiting literature on evaluation of partnership 

effectiveness which is uncommon in Indian settings. This thesis evaluated the partnerships 

from both health system and disease management perspective. It also provided a multi­

dimensional framework and statistical testing for evaluating partnerships. It also used a 

variety of techniques including the FGDs, combing of sub-centre areas, interviews, 

checklist, and an evaluation form besides the literature review and analysis of secondary 

data. This variety added real strength to the findings since health system is a complex 

phenomenon. 

2.5.1 Limitations 

Although the study used a variety of techniques to collect the required data, some findings 

are still indicative, but not definitive. They need to be explored further before making any 

definitive statements about them. More specifically, high-risk sexual behaviour and the 

prevalence of pre and extra-marital relationships need to be interpreted with caution and 

the exact proportion could be corroborated through the existing surveys and literature. 

Provider interviews to understand the provider potential were restricted to rural areas only. 

In the partnership evaluation, main emphasis was placed on the process, functioning, 

perceived outcome and systemic outcome. But, it did not involve cost-effectiveness and 

cost-efficiency results in terms of DALY gained etc, which needs to be really studied. 

Moreover, the evaluation was a cross sectional study and did not have baseline data or 

comparison data. 
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CHAPTER-III 

DESCRIPTION OF THE PRIMARY DATA 

thesis attempted to connect the supply side approaches with the demand side. It 

ooc1pt(;:<l a bottom-up approach by evaluating the community needs first followed by health 

-care opportunities and supply side approaches vis-a-vis HN I AIDS. This chapter describes 

the data arising out of the focus group discussions, combing survey, provider interviews, 

institutional checklist and assessment form, and Partnership evaluation Tool. 

Profile of FGD participants 

In total, 59 FGDs were conducted in three districts (Table-3.1), a maximum of24 (40.6%) 

FGDs were conducted in Tirunelveli district. On the average, about nine persons 

~-participated in each FGD making a total of 540 persons; it included 322 (59.6%) males, 

209 (38.7%) females and 9 (1.7%) trans-genders while 53 pef'"cent were from urban areas 

(Table-3.2). Moreover, participants were from 21 diverse groups (Table-3.3); lay public 

(16.7%), college or school teachers (11.5%), qualified nurses or auxiliary nursing 

midwives (11.3%), youth (8.3%), police (6.9%), self help group members (6.1 %), NGO 

workers (5.6%), commercial sex workers (4.8%), pharmacists (4.3%), HN positive people 

(4.3%), college students (3.7%), men having sex with men(3.3%), truckers (2.9%), 

physicians (2.8%), barbers and washer men (1.6%), service employees(l.5%), health care 

delivery staff (1.5%), hotel workers (1.5%), and less-than-fully qualified practitioners 

(LTFQs, 1.5% ). Each FGD took a minimum of about 50 minutes (95 minutes maximum). 

Table-3.1 

Focus Group Discussion details in the chosen districts 

District Population Taluks No. of particip Persons Population 
Sub-dist FGDs ants IFGD IFGD 

Tirunelveli 27,23,988 11 24 220 9.16 113,499 

Namakkal 14,93,462 4 12 119 9.91 124,455 

Kanchi • 28,77,468 8 23 201 8.73 125,107 

Total 70,94,918 23 59 540 9.15 120,252 
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Table-3.2 

~---:--~~---~---~· ~aphic profile of FGD participants (%within brackets) 

Male Female Transgender Total 

Rural 102 130 0 241 (44.6) 

Urban 220 79 9 299 (53.4) 

Total 322 (59.6) 209 (38.7) 9 (1.6) 540 (100) 

Table-3.3 

Typology of the FGD participant groups 

District No. of Participants/ Total 
Groups 
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M-"tn:-:i;~ health care providers or first contact points listed during the combing/mapping 

~,.,.,.,,· 223 (89.5%) were approached and interviewed using a structured interview 

sclteclllle; the highest proportion (44%) of them came from Tirunelveli district (Table-3.4). 

-J:~n._~uD··CeJnm~, covering around 5,000 populations, had an av.erage of9.7 providers (i.e., 

;9 providers per 1,000 populations). It included all type of providers.such as qualified 

.Jm:tett.tto:ners, Less-than-fully qualified practitioners with some formal training· (LTFQs­

and less-than-fully qualified practitioners without any training (LTFQs-UT). Majority 

(82.5%) of the providers were from the private sector and the remaining from the public 

Table-3.4 

Providers interviewed in each district (%within brackets) 

Districts 
Selected No. of providers Private Public Mean 

sub centres interviewed interviewed 
Tirunelveli ·u 98 (43.9) 79(80.6) 19(19.4) 8.9 

Namakkal 4 42 (18.8) 34(80.9) 8(19.1) 10.5 

Kanchipuram 8 83 (37.2) 71(85.5) 12(14.5) 10.4 

Total 23 223 (100) 184(82.5) 39(17.5) 9.7 

Over 70 percent (71.4%) of the providers were male; it was 76.6 percent in Tirunelveli 

district and 67.4 in Kanchipuram. The mean age was 40.0 years (SD 7.0 years, range: 23-

68 years) and the length of their experience was 14.2 years (SD 6.6, range: 1-41 years) 

(Table-3.5). About 29 percent (64 interviewees) were qualified practitiotlers 32 percent. 

were L TFQs with some formal training with the rest being LTFQs without any training; 

10 Those who hold a recognised medical degree in any system of medicine from a recognised 
institution was categorised as qualified practitioners; those who hold a formal 
qualification/training in nursing, pharmacy, paramedical courses, etc were categorised as Less 
than Fully Qualified Practitioners with training(LTFQ-1) and the remaining were categorised as 
Less than Fully Qualified Practitioners(UI). · 
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,.,...,..,~:"••n.•na, .... qualified practitioners (32%). Namakkal district had slightly 

and 43%) proportion ofLTFQs (trained and untrained). 

Table-3.5 

Age and experience of the different types of providers* 

Type ofProvider Age Experience 

Qualified 38.4 (26-65) 12.7 (2-37) 

LTFQ-Trained 39.96 (23-68) 13.90 (2-41) 

LTFQ-Un-trained 41.79 (32-65) 16.64 (1-30) 

Total 40.00 (23-68) 14.2 (1-41) 

*Range given in parenthesis 

Mean age of the qualified practitioners was 38.4 years with the mean experience of 12.7 

years. Mean age and experience of the LTFQs-untrained were higher than the other two. 

Data concerning this are given in Table-3.6 and Figure-3.1. All these districts had 0.55 

qualified practitioners per 1,000 populations - 0.66 LTFQs with some formal training and 

0.76 LTFQs without training. 

Table-3.6 

Provider types (%within brackets) 

Type Tirunelveli Namakkal Kanchipuram Total 

Qualified 31 (31.7) 10(23.8) 23 (27.7) 64 (28.6) 

Trained LTFQs 30 (30.6) 14 (33.3) 27 (32.5) 71 (31.8) 

Untrained LTFQs 37 (37.7) 18 (42.8) 33 (39.7) 88 (39.4) 

Total 98 42 83 223 
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Figure-3.1 

Type of Providers 

Type of providers 

39% LTFQ -UT 

3.2.1 Income 

Reported average monthly income of the providers, who have disclosed, was INR 5799.26 

(SD 4731.95, Range: Rs.l , 000 - 25,000) or USD 121 (Range: $ 21 - 521); refer Table-3.7 

for details. The qualified practitioners were having the highest mean income but the mean 

income o f the trained LTFQs was higher than the untrained LTFQs. 

Table-3.7 

Average monthly Income of the providers 

Qualification Mean N 
Standard 
Deviation 

Range 
Qualification Mean N 

Standard 
Deviation Minimum Maximum 

Qualified 1.23E4 32 3938.540 6,000 25,000 

LTFQ-Trained 4406.15 45 2789.594 1,000 12,000 

LTFQ-Untrained 2625.00 36 2090.711 1,000 9,000 

Total 5799.26 113 4731.957 1,000 25,000 
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~otal, 65 organizations were enlisted from three selected districts. Out of this, 46 were 

roc:lticled in the study sample - 16 from Tirunelveli and 15 each from Namakkal and 

Kanchipuram districts. Majority of the organizations (63%) were located in urban and semi 

urban areas (Table-3.8). 

Table-3.8 

Geographical location of the organizations* 

Districts Rural Semi Urban Urban Total 

Tirunelveli 6 2 8 16 

Namakkal 4 1 10 15 

Kanchipuram 7 3 5 15 

Total 17(36.9) 6(13) 23(50) 46(100) 

*Percentages within parenthesis 

3.3.1 Experience in health and HIV/AIDS 

Average experience of the organizations was 15.2 (SD 8.6, range: 1-37) years (Table-3.9). 

Experience in health related services in general was 13.2(SD 7.8) years and they had an 

average experience of7.3 (SD 3.4) years in HIV/AIDS work. As mentioned in Table-3.10, 

7 4 percent of them existed for over 10 years; only two had less than 2 years of experience. 

Almost all organizations (96%) involving in HIVIAIDS had over 2 years of experience. 

Over 80 percent took up HIV I AIDS issue at a later point of time which means that they 

have started the organization well before they took up HIV I AIDS as one of their objective. 
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Table-3.9 

~-~------- ----Experience of the Organizations (Health and HIV/AIDS) 

Total Experience 
of the Experience in Experience in 

health HIV/AIDS 

14.12 

5.965 

4 

28 

13.20 

2 

12 

6.93 

9.588 3.218 

1 1 

37 11 

15.15 13.17 

8.558 7.815 

1 1 

Maximum 37 37 

Table-3.10 

Experience of the organizations (% within brackets) 

District ID 
Tirunelveli Namakkal Kanchipuram Total 

< 2 years 0 1 1 2 (4.3) 

3 to 5 years 1 3 1 5 (10.8) 

6 to 10 years 1 1 3 5 (10.8) 

= 11 years 14 10 10 34 (73.9) 

Total 16 15 15 46 
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,.etship-ancLqfiW of the included organizations are given in Table-3.11; as it can be 

95.6 percent were private not-for-profit organizations. Almost all the not-for-profit 

·-• •. ·.l)maoo:atiiOllS were registered either as society or trust - 56.8 percent· as society under 

cO'~~:·~ .... .._..,RJegistration Act, 1860 and 38.6 percent registered as trust under India.~ Trust act 

:;c .•.•• Ja~2 or Public Trusts Acts applicable to different states in India (e.g., The Bombay Public 

Trusts Act, 1950, MP trust act.); four were not registered. About 85 percent 1>f them were 

~;Non..;.governmental and community based organizations and 152 percent were allopathic 

~mtcai institutions (Table.3.12); Out of all these, 5 were HN/AIDS specific prganizations. 

Table-3.11 

Ownership and type of registration (Percentages within parenthesis) 

Private Not- Private for-
for-profit profit Total 

Trust 17 (38.6) 0 (0.0) f 17 (36.9) 

Society 25 (56.8) 0 (0.0) 25 (54.3) 

Not registered 2 (4.5) 2 (100.0) 4 (8Ji) 

44 (100) 2 (100) 46 (100) 

. Table-3.12 

Type of organizations 

Number Per cent 

Clinical Allopath 7 15.2 

Clinical Non Allopath 0 0.0 

Non Clinical 0 0. 

NGOs 36 78.2 

CBOs 3 6.5 

Total 46 100 
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operated in rural areas. While 2 operated exclusively in rural areas, 9 (19%) 

and semi-urban coverage; 37 (80.4%) targeted all (rural, semi-urban and urban 

Therewas no urban specific institution. 

Services provided 

were involved in various social, economic and other 

developmental issues in addition to the health care services and HIV I AIDS interventions. 

instance, 63 percent of the organizations involved in. social development and welfare 

and 52 percent in women empowerment (Table-3.13). 

Table-3.13 

Services provided 

Number of Percentage of 
Services or anizations Or anization 

Health care 46 100.0 

HIV/AIDS 46 100.0 

Social development and welfare 29 63.0 

Education 24 45.6 

Rural development 16 34.7 

Environment 3 6.5 

3.3.4.1 HIV/AIDS services provided 

As described in Table-3.14, 97.8 percent were involved in prevention and promotion 

activities accounting for 42.5 percent of all the services provided by these organizations. 

Seventeen provided exclusive prevention and promotion services while 2 had exclusive 

care and support. 
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Table-3.14 

Details of services provided 

%out of all 

Services the services % of organizations 

Prevention and promotion 42.5 97.8 

Treatment 7.5 17.4 

Care and support 24.5 56.5 

Rehabilitation 16 37 

Advocacy 5.7 13 

Training 2.8 6.5 

Research 0.9 2.2 

Total 100.0 

3.3.5 Human resources 

There were totally 1,639 fulltime employees working in all these organizations in the year 

2007 and out of this 46.7 percent (766 employees) of them were involved in HIV/AIDS 

interventions. As indicated by Table-3.15, average number of total full time employees 

was 36 (SD 24, Range: 2 - 80) and the mean number of full-time staff involved in 

HIV/AIDS was 17 (SD 12, Range: 2 - 48). Out of the total 404 Part-time staff in these 

organizations, 133 (33%) were involved in HIV/AIDS services. 

3.3.6 Financial resources 

The status of the financial resources in the chosen organizations is given in Table-3.16. In 

total, Rs. 368.12 million (US$ 7.6 million) was the budget of all the organizations in the 

year 2007. In which, 30.9 percent (Rs. 113.8 million- US$ 2.37 million) was the budget 

for HIV/ AIDS activities. The mean annual budget of the organizations was Rs 8 million 

(US$ 166,725) and the mean annual budget for HIV/AIDS was Rs 2.4 million (SD 2.71) 

(US$ 51,570). The reported proportion of budget spent on manpower alone was 53.3 

percent (SD 15, Range: 25-90) and 47.8 percent of the organizations' manpower allocation 
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~oerceJ!lt of the total budget and a significant 50 percent fell in the 26-50 

raDJgcl JAJ.U\J .·i11J.Llucu. budget. 

Table-3.15 

Human resources for the organizations 

Total full time staff HIV/AIDS full time staff 

24.02 

2 

80 

Table-3.16 

Financial Resources 

Over all Annual Budget HIV/AIDS Annual Budget 

Mean 80,02,804.35 24,75,369.57 

SD 94,30,316.08 2711393.486 

Minimum 90,000 90,000 

Maximum 400,00,000 '. 150,00,000 

Sum . 36,81,29,000 11,38,67,000 
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-~~~~~'Fl-.,. size of material resources is given in Table-3.17. Over 60 percent had own office 

spaces while others were in rented spaces. Around 70 percent of the institutions had more 

than 3 computers for their work and almost all of them had internet facility as well.~ About 

--9'1 percent had land line telephone facility while 61 percent owned four wheelers. Very 

importantly, 48 percent (22 institutions) had branch offices mainly in adjacent districts or 

in the state. 

Table-3.17 

Material resources available 

Tirunelveli Namakkal Kane hi Total 

Own 10 9 10 29 (63) 
Office premise for HIV I AIDS 

Rented 6 5 5 17 (47) 

0 0 2 0 2 (4.3) 

. Computer for partnership 1-2 2 3 6 11 (24.0) 

=3 14 10 9 33 (71.7) 

Presence of the Internet 16 13 14 44 (95.6) 

Faxes used for HIV related work 7 8 6 21 (45.6) 

Telephone facility (landline) 16 14 14 44 (95.6) 

Four wheel vehicles . 10 9 9 28 (60.8) 

Two wheel vehicles 7 5 7 19 (41.3) 

No. ofBranches 7 8 7 22 (47.8) 
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3~4 Understanding the partners and partnerships 

The details of the partnerships existing in 46 organizations are given in Table-3.18. There 

were totally 105 HIV/AIDS related partnerships in 46 organizations at an average of 2.3 

(SD 1.1, Range: 1 - 6) partnerships per organization; 43.5 percent of the organizations had 

partnerships while 36.9 percent had multiple (3 or more) partnerships. 

Table-3.18 

Partnership details 

No. of partnerships No. of organizations 
Total no. of 

% 
partnerships 

1 20 20 43.5 

2 9 18 19.6 

3 6 18 13.0 

4 7 28 15.2 

5 3 15 6.5 

6 1 6 2.2 

46 105 100 

3.4.1 Types and nature of existing partnerships 

Many forms of interaction exist between public sector and private for-profit sector and 

private non-profit sectors in the area of policy formulation and implementation of 

HIV I AIDS related policies, programmes and interventions. 

Different types of partnerships are classified as follows (Figure: 3-2, 3-3) 

3.4.1.1 Bi or multi lateral 

Bilateral means that there will be two· parties and multilateral denotes that there will be 

more than two parties in the partnerships. Out of the 105 partnerships, around 84 percent 
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(88 partnerships) of the partnerships were bilateral partnerships and around 14 percent (15 

partnerships) were multipartite partnerships. 

3.4.1.2 Contractual (legally binding) and collaborative (Non-legal) 

In contractual partnerships there wi l l be a formal and legally bound written contract 

document signed by the parties. In collaborative partnerships such kind o f legally bound 

contracts wi l l not be there. A vast majority (87.6%, 92 partnerships) of the partnerships 

were contractual partnerships which are legally bound and around 12 percent (13 

partnerships) were collaborative partnerships without legally bound contracts. 

Figure-3.2 

Types and Nature of Partnerships 

• Bilateral 
• Multilateral 

• Contractual 
• Collaborative 

• Public Funded 
• Private Funded 

3.4.1.3 Domestic and International (Based on funding) 

Domestic Funding partner is a registered body in India. Most o f the partnerships were 

classified as domestic partnerships as the funds were routed through a registered 

organization in India though their source of fund is from overseas. International denotes 

that they received funds directly from the international partner. Except one, all the 

organizations were having partnerships supported by domestic funding. Seven 

organizations had direct international funding for partnerships. 
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3.4.1.4 Public funding-Private implementation (Public-Private) 

Partnerships between Public sector (Funding partner) and Non-governmental 

organizations, Community based organizations and other private organizations. 31 (29.5%) 

partnerships were funded by the public sector. 

3.4.1.5 Private Funding and Private Implementation (Private-Private) 

The funding partners are private such as private foundations, funding agencies, donors and 

private organizations. 73 (69.5%) were funded by private not-for-profit sector one 

partnership was funded by private for profit sector. Though several private funding 

partners were involved, significant proportion o f them were from the AIDS Prevention and 

Control (APAC) Project administered by Voluntary Health Services (VHS) with financial 

assistance from USAID. So, private funded partnerships are classified as, 

i . APAC-USAID supported partnerships (14 partnerships) 

i i . Other Private supported partnerships (36 partnerships) 

Figure-3.3 

Partnership dynamics vis-a-vis H I V / A I D S in Tamil Nadu 
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Experience of the organizations in managing partnerships 

----"FM-"'Pa..mt Nadu, the organizations had an average experience of 9.6 (SD 6.17) year&· in 

conducting health related partnerships and an average experience of 6.97 (SD 3.54, Range: 

1-15) years in conducting HIV/AIDS interventions through partnerships. As shown in 

.19, they had an average of 5 health related partnerships and an average of 3.26(SD 

2.38, Range: 1-10) HIV/AIDS related partnerships during 2001 - 2007. In total, these 

organizations had 226 partnerships related to health care from 2001 to 2007 and majority 

(66.6%) of them were for HIV/AIDS related interventions. 

Table-3.19 

Mean number of partnerships in health and HIV/AIDS (2001 to 2007) 

No of partnerships No of partnerships 

in Health inHIV/AIDS 

Mean 4.91 3.26 

Std. Deviation 3.794 2.380 

Sum 226 150 

Minimum 1 1 

Maximum 15 10 
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Partnerships under study 

Out of the 105 partnerships existed in 46 organizations included in the study, 70 (Mean: 

1.52; SD 0.69; Range 1-3) were studied. Tirunelveli had 27 partnerships from 16 

organizations included while 22 and 21 from 15 organizations each were included from 

Kanchipuram and Namakkal districts respectively. 

3.5.1 Partnership age 

The mean age (Table-3.20) of the partnerships was 3.21 (SD: 2.4, Range: 1-11) years. 

Namakkal district (3.62 years) had higher mean partnership duration than the other 

districts. The mean partnership duration was lowest in Kanchipuram District (2.82 years). 

Table-3.20 

Average partnership duration (Age) 

DistrictiD SD Maximum Minimum 

2.792 11 1 

2.156 9 1 

2.13 9 1 

2.401 11 1 

3.5.2 Types of partnerships under study 

As mentioned in the {Table-3.21), nearly three-fourth (71.4%-50-partnerships) of the 

partnerships was with private sector funding (Private-Private) and the remaining 28.6 

percent (20) was with the public sector (Public-Private). 

3.5.2.1 Types among the private 

A prominent group emerging from the private sector (50 partnerships) funding was the 

USAID supported AIDS Prevention and control Project (AP AC), Voluntary Health 

Services (28%). The other major private funding partners were, Alliance supported 

Pulmyrrah Welfare Development Society -PWDS (10%), Catholic Relief Services-CRS 
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(8%), Malteser International supported Provision (10%), Tamilnadu AIDS Initiative {TAl) 

supported by Bill Melinda gates foundation (8% ), Clinton foundation ( 4% ), INP Plus ( 4 %) 

and other (28%) funding agencies. 

Funding 
Partner 

Table-3.21 

Types of partnerships * 

Tirunelveli Namakkal Kanehipuratn 

*Percentages within parenthesis 

3.5.2.2 Bilateral or Multilateral 

Total 

A vast majority of the partnerships (71.4 %) were bilateral Partnerships (Table-3.21) where 

two institutions were involved in the partnership activities and there were 20 {28.6%) 

multipartite partnerships where more than two institutions were involved in the partnership 

activities. In the study, multilateral partnerships had an average of 3.2 (SD 0.52 partners, 

Range: 3-5) per partnership. 

3.5.2.3 Contractual or collaborative 

84.2 percent (59) of the partnerships were contractual partnerships with formal legally 

bound contractual agreements between the partners and the remaining 15.8 percent (il) 

were collaborative partnerships without legally bound agreements between the partners. 

3.5.2.4 Domestic or International 

Majority of the partnerships were (92.9%) funded domestically. But, five (7.1%) 

organizations received direct international funds. 

93 



3.5.3 Classification of partnerships based on target groups and activities 

~As indicated in the (Table-3.22), a significant 40 percent (28) of the partnership were for 

Targeted interventions (Tis) targeting CSWs, IDUs, MSM, industrial workers and tourists. 

35.1 percent (25 partnerships) were for care and support and the remaining 24.2 percent 

were for various other programmes such as training, advocacy, VCTC etc. 

Table-3.22 

Details of the partnered Interventions 

Name of the partnered Interventions Total Percentage 

Targeted Interventions- TI 28 40 

Care and support 25 35.1 

VCTC, ICTC, PPTCT 5 7.1 

General community 4 5.1 

Training 3 4.3 

Advocacy 2 2.9 

Children ART Initiative 2 2.9 

Women 1 1.4 

Total 70 100 

3.5.4 Geographical focus of partnerships~ 

More than half (54.2%) of the, partnerships focused all the areas such as rural, urban and 

semi-urban areas. 10(14.2%) partnerships were exclusively focusing their services in urban 

and semi-urban areas only; 8.5 percent (6) of them were exclusively rural and semi urban 

focused; 8.5 percent focused exclusively the urban areas and 2 partnerships were focusing 

exclusively the niral areas. 
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In total, 225 clients (75 from each district) were included in understanding the clients' 

perspectives of the partnerships initiatives. A greater number of respondents (58%) were 

from rural areas - 64 percent in Namakkal, 59 percent in Tirunelveli and 51 percent in 

Kanchipuram. 

3.6.1 Socioeconomic characteristics 

A little above half of the respondents (53%) were female beneficiaries {Table-3.23} 

Around 46 percent of them were married; 13 percent were never married; a significant 21 

percent were widow and widowers, 20 percent of them were either married but separated 

and living away from their spouses. Majority of the respondents (62%) was in the 30-44 

age groups and 32 percent were from 15-29 years and the rest (13%) were from above 45 

years. The mean age of the population was 31.8 (SD 6.1) years and among male 

population, it was 32. 7(SD 6.3) years and among the female 29.9(SD 6.0) years. 

Average schooling was 7.9 (SD 3.3) years -male 9.3 (SD 3.6) years and female 6.6(SD 

2.3) years. Around 57 per cent of the population had high school education; around 27 

percent have completed primary school education and 3 percent of the population did not 

go to school at all. 

Average Monthly Family Income (Table-3.24) was INR 3,567 (US$ 74) (Range: INR 200-

13000; US$ 4-271). The rural average family income was lower than the urban; and male 

family income was higher than the female family income. As shown inTable-3.24, average 

individ~al income of the population was INR 2,222 (Range 0-10,000) or US$ 46 (0-208). 

The rural individual income (INR 1,845; USD 38) was lower than the urban individual 

income (INR 2,739; USD 57). Around40 percent earned less than INR 1,250 (US$ 26) 

and only 6 percent earned over INR 5,000 (Above US$ 104). Males had higher income 

than females (male-female income ratio 2.4:1). Table-3.25 shows that among various 

known high-risk groups, truckers had a maximum monthly income ofiNR 4,139 (US$ 85), 

2.5 times compared to average income in the general population. 
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Table-3.23 

·Socioeconomic characteristics of the interviewees* 

Sex 

Place of residence Number of persons 

Male Female Total 

Rural 55 (24.4) 75 (33.3 130 (57.8) 

Urban 50 (22.2) 45(20.0) 95 (42.2) 

Total 105 (46.7) 120 (53.3) 225 (100.0) 

Marital Status 

Married 59 (26.2) 44 (19.6) 103 (45.8) 

Widow/widower 4 (1.8) 44 (19.6) 48 (21.3) 

Never Married 28 (12.4) 1 (.4) 29 (12.9) 

Married but separated 6 (2.7) 21 {9.3) 27 (12.0) 

Living away from the spouse 8 (3.6) 10 (4.4) 18 (8.0) . 

Age of the respondents 

15 to 29 years 35 (15.6) 37 (16.4) 72 (32.0) 

30 to 44 years 63 (28.0) 77 (34.2) 140(62.2) 

45 to 59 years 7 (3.1) 6 (2.7) 13 (5.8) 
-

Mean 32.66 29.92 31.80 

Std deviation 6.297 5.965 6.110 

Educational status 

Nil 2 (.9) 5 (2.2) 7 (3.1) 

1 to 5 years 16 (7.1)· 44 (19.6) 60 (26.7) 

6-10 years 60 (26.7) 67 {29.8) 127 (56.4) 

11 to 15 years 24 (10.7) 4 (1.8) ' 28 (12.4) 

16 and above 3 (1.3) 0 (.0) 3(1.3 

Mean 9.28 6.61 7.85 

Std deviation 3.553 2.345 3.250 

*Percentages within parentheses 
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Table-3.24 

Monthly household and personal Income 

Sex 
Place of. 

residence 

Rural 

Male Urban 

Female 

Total 

Personal income Household income 

Mean N SD Mean N SD 

2710.91 55 

3.6.2 Classification of respondents based on vulnerability 

Around 28.5 percent of the respondents were high risk population such as commercial sex 

workers (CSWs), Injection Drug Users (IDUs) and Men Sex with Men (MSM); 24 percent 

of them were bridge population such as truckers and migrants; around 28 per cent were 

HIV/AIDS infected or affected (Table-3.26). 
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Table-3.25 

Monthly income of the high-risk populations 

High Risk Category Mean N Std. Deviation 

csw 2434.09 44 1453.455 

Trucker 4138.89 18 1713.318 

IVDUs 3625.00 8 1246.423 

Migrant 2930.56 36 2328.558 

MSM 2791.67 12 1827.297 

HIV Positive 1290.91 44 1064.669 

Spouse positive 780.95 21 411.848 

Gen Population 1838.10 42 2196.555 

Total 2222.22 225 1915.461 

Table-3.26 

High risk category and place of residence* 

Vulnerable population Rural Urban Total 

Commercial sex workers 20(8.9) 24(10.7) 44(19.6) 

MSM 8(3.6) 4(1.8) 12(5.3) 

IVDUs 0 8(3.6) 8(3.6) 

Migrant 16(7.1) 20(8.9) 36(16.0) 

Trucker 8(3.6) 10(4.4) 18 (8.0) 

PLWHA 33(14.7) 11(4.9) 44(19.6) 

Spouses of PL WHA 17(7.6) 4(1.8) 21 (9.3) 

General Population 28(12.4) 14(6.2) 42(18.7) 
*Percentages within parenthesis 

98 



CHAPTER IV 

RESULTS-I 

UNDERSTANDING THE DEMAND SIDE 

AND FIRST CONTACT POINTS 

This chapter, in essence, presents the results of the FGDs, mapping/combing of first 

contact points and interviews with them. It touches five issues viz, 

• High-risk sexual behaviour 

• Emerging high-risk groups, particularly among the unconventional and 

untargeted risk groups in the general population 

• HIV /STI care seeking 

• First contact points - who are they? And what they do? 

• Their potential and willingness to partner in the HIV I AIDS management and 

control. 

4.1 High-risk sexual behaviour 

In terms of sexually transmitted infections (STis) and HIV/AIDS, any sex outside of 

marriage or a one-to-one relationship, especially without the use of condoms, is risky. 

Also, sex within marriage becomes risky when one or both partners have extra-marital 

sexual relationships. In this study, the FGDs revealed that high-risk sexual practices were 

somewhat widely prevalent among the general population across a wide range of specific 

population groups, as well as among the conventional high-risk populations irrespective of 

the geographic and socio-economic variations. In specific, the FGDs recognized that, men 

having sex with men (MSM) was a significant problem. Even after marriage, many of 

them continue to have sex with other men without the knowledge of their wives. Many of 

these contacts were with strangers and condom usage was not regular because of the 

hurried and casual nature of sex. In addition, many men did not consider anal penetration 

as sex and therefore did not recognize the risk involved and tend to avoid condoms with 

their partners and Jater with their wives. Though there is higher level of awareness among 
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the commercial MSMs, their clients were not having much knowledge and awareness 

which lead to unprotected high risk sexual practices. 

"Our clients are mainly married men and youngsters. We get clients from 
both towns and villages " 

- Commercial sex workers 

"Sexual practices, both paid and unpaid, among unmarried people are 
somewhat widespread in villages." 

- Youth community members 

"We get all kind of Panthis11 (clients), from school students to police to 
business men, but majority of them are married family men. We would 
always tell them to use condoms. But only half of them use it. " 

- Kothis12 (Transgender) 

4.1.1 High-risk pre and extra marital sex 

In many discussions, it was expressed that the concept of being faithful to one partner 

hardly existed in practice. It was also revealed that premarital and extramarital sexual 

practices were not very uncommon and it was not considered as a taboo or crime as 

perceived generally in the past. The focus group discussions revealed that casual pre­

marital sex among the adolescents and adults particularly among students and young 

employees were increasing both in the urban and rural areas due to curiosity, high flow of 

money during young age, increased opportunities to mix with the other gender etc. The 

risk for transmission of STis, HIV/AIDS in such clandestine encounters is also high 

because people often do not take adequate precautions. In some communities, the casual 

11 Panthis are often the clients of kothis. It is a kothi name, given to "real men" usually the clients 
of the Kothis. 

12 Kothi is a self-identified label used by feminized males who have sex with men, and use their 
feminized behaviours in public spaces to attract "real men" for sex. They are usually sexually 
penetrated. However, many kothis will also be married with children in a culture of "compulsory 
heterosexuality 
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multi-partner sexual practices were literally allowed and it was not seen as immoral or 

erroneous. 

"Only about 30 - 40% among the married probably keeps alive the 
concept of 'faithfulness ' to one partner. " 

- Community members 

"At least 50% of the unmarried people indulge in sex. In villages too, it 
is quite common, but hidden. About 50% of college students would have 
had some (sexual) experience" 

- College students 

"Seventy five percent of the unmarried people are indulging in sex. 
Mainly, young and small boys are affected. At the same time we get lot of 
married clients" 

- Commercial sex workers 

"Sex experience during the adolescent age is a status symbol and a 
proud experience to be discussed with the peers. Many are having 
married sexual partners" 

- Youth members 

"There is a specific community called ------- (cannot be named due to 
ethical reasons) whose members have (sexual) relationship with close 
family members and multi-partner sex is very common among them. In 
another community, they change the spouses very often and they also 
have multi-partner relationships. It is their culture and it is not seen as 
wrong" 

- NGO workers 

"The awareness level has increased, but the increasing numbers of 
young girls coming for abortion and for birth control after sexual 
encounters are really worrying" 

-Nurses 

It was also briefed that urbanization, mobility, and communication technology have made 

easy access for sex. Other than the commercial sex workers, many indulged in sex work 

when in need of, money for luxury life and in case married women, to supplement the 
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money given to them by their husbands for running the household expenses. In addition, 

men and women sought sex for pleasure with different partners, especially when their 

spouse has lost interest, an alcoholic or very abusive or violent. Sex in exchange for 

favours was also very common in rural areas where it is driven by poverty and desperation, 

in addition to a variety of other social and individual reasons. 

4.1.2 Condom usage 

Though there have been huge efforts to promote condoms among the sex workers, 

vulnerable populations and among the general population, condom usage was not really in 

practice especially during high risk sexual encounters in spite of the overall improvement 

in the levels of knowledge and awareness. This dismal situation of condom usage was due 

to various reasons such as lack of availability, difficulty in the accessibility, storage and 

disposal of condoms especially in the rural areas. The higher rate of unplanned sex, lack of 

adequate knowledge, perception that condom reduces the pleasure and other misconception 

related to condoms was also contributing to unsafe sexual practices. Even the highly 

targeted groups like commercial sex workers and MSMs were not able to maintain 

continuous and consistent use of condoms. In spite of the elevated awareness level among 

the commercial sex workers, many have too little ability to negotiate with all their clients 

to use condoms for want of more money and also due to the fear of losing the clients. 

They, thus, continue to be highly vulnerable to all STis and HIV/AIDS. 

"More number of youngsters coming for free condoms telling other 
reasons and now-a-days people are not very reluctant" 

-PHCNurses 

"Customers are reluctant to use condoms. Because they feel that there 
will not be real pleasure. We too don 't insist since we will get more 
money for not using the condom or' lose the customer otherwise. Among 
the unmarried, condom usage will be difficult 90 percent of the times. 
Majority of them don't like to use it. But married people will be little 
careful" 

- Commercial sex workers 

102 



"Sex for us will not be a planned one. That time' condoms will not be 
available" 

- College students and youth members 

Sexual practices among college students are really increasing for 
various reasons such wanting for luxury life, fun, and compulsion of the 
partner to strengthen the relationship and even for physical desire, but 
they are knowledgeable and they can safeguard themselves 

- College Teacher9 

"Condom usage is not at all possible in villages. Where is it available? 
Even if it is available, it is very difficult to buy and use it" 

- Community members 

"Many people are coming to us for medicines before and after going for 
sex, but very rarely people ask for condoms" 

-Pharmacists 

"After 15 years (of age), both male and female are going for this (sex). 
They know about condoms, but do not use it. Because, it will not be 
good" 

- Dhobis (Washer men) 

Especially the unmarried are reluctant to use condoms. They tell us ''If I 
should use condoms I can go to prostitutes, why should I come to you" 
we also develop a close bond between our regular friends, we don't use 
condom among our regular clients 

- Kothis (Transgender) 

Moreover condom usage was very much influenced by the appearance, education and 

socio-economic status of the partners. These characteristics encourage both the partners to · 

perceive negligible risk of infection through them. For most people whether it was a 

commercial sex worker or a person from th~ general population, the perception of risk was 

associated more with socio-economic status rather than the behaviour. 
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_''Lot of college boys and youngsters are coming to us. They want to 
experience the real pleasure. We also do not insist for college students 
and for decent people. Otherwise we don't go without condoms. 

- Commercial sex workers 

Ironically, many who suffer are not aware of the consequences of risky sex for mental, 

emotional and physical health and many others are making wrong choices in spite of 

knowing the risks. 

Lot of unmarried youngsters, labourers, and even elderly are going to 
prostitutes (CSWs). Even if we tell them that a particular person is HIV 
positive, some of them do not mind and proceed to have sex with them. 
We don't know whether they are using condoms. 

- HIV positives (A peer worker in a NGO) 

So, it is evident that increased knowledge and awareness and high-risk sexual behaviour 

co-existed together. The real problem was absence of continuous and consistence condom 

usage among those who indplge in high risk behaviours both in rural and urban areas. 

4.2 Emerging High-risk groups 

It has been once again established from the FGD results that CSWs, MSM, IDUs, long 

distance truck drivers, slum people, migrants and returnee migrants are the high-risk 

population for STis and HIV/AIDS. However, there were enough clues from the FGDs that 

high-risk sexual behaviour was not restricted to these groups only; it was also prevalent 

among various other hidden and hitherto un-targeted groups in the general population. The 

illiterate, the poor and the underprivileged rural people faced more STI and HIV/AIDS risk 

than the literate urban populations. It was also realized from the FGD fmdings that it was 

indeed very hard to segregate high-risk groups from the general community. 

"Other than the high-risk groups like CSWs, there are varieties of people 
who may be in high-risk of getting/transmitting these diseases due to 
their behaviours. We can 't exclude anybody from the risk, as sex with 
non-regular partners is rather increasing. " 

- Qualified medical practitioners 
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4.2.1 Industrial workers 

The discussants mentioned many population groups, based on their occupation, as 

vulnerable for the infections in all the three districts. For instant, in Tirunelveli district, it 

was mentioned about the small-scale industries such as match box business, cracker 

business, tobacco (Beedi) related business. Urban industrial workers, textile mills and other 

small factories workers were mentioned in the other districts. In addition, the discussion 

revealed that poor and illiterate, mainly, adolescent girls and boys who were working in 

these industries were very vulnerable because exploitation of female workers for favour 

and other benefits was common. These workers were either exploited or they voluntarily 

involved in high-risk sexual activities for various reasons. 

"Lot of adolescents and unmarried young girls are working in small 
scale business. Sexual practices are very common within the campus. For 
getting the material and even for selling the beedis(tobacco product) 
made by them, the poor women need to make compromises with the 
agents and owners " 

- Youth community members 

"In industries like textile mills, sexual abuse and practices are very 
common. From our experience we can very well say that many are 
having sexually transmitted infections and even HIV" 

- NGO workers 

4.2.2 Drivers other than the long distance truckers 

It was quoted in almost all the FGDs that not only the highly targeted long distance lorry 

drivers but also the rickshaw pullers and auto drivers were at risk of getting STis and 

HIV/AIDS because of their high-risk sexual behaviours. They get more opportunities due 

to their interactions with the public and indulge in high-risk sexual practices as they 

perceived that sex would reduce the body heat. Many a times it would end up in high risk 

sexual practices. 
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4.2.3 Moving populations 

It was mentioned by many discussants that those who travel a lot for various reasons (e.g. 

marketing employees and mobile vendors) are vulnerable for STI/ HIV/AIDS related 

infections as they tend to involve in high risk sexual practices. In specific, vendors in trains 

were identified as one of the high-risk groups. It was quoted that there were agents as well 

as sex workers in the short route trains. Other vendors like daily paper workers, milk man 

etc were pointed out as bridge populations 13 as they get connected with the local 

population easily and indulged in unsafe sexual practices. The spouses of these people, 

with monogamous relationship, usually get affected through their partners. 

4.2.4 Construction workers 

As seen in Table-4.1, construction workers (male and female) were mentioned as an 

important high-risk group in various group discussions. They used to go to different places 

for construction work which paved the way for high-risk sexual behaviours. This is one 

major group with high chance of transmitting the disease to the general community 

through their respective spouses. 

"The construction workers both men and women go to distant places for 
work and they usually stay there for their work. Both, consensual sex and 
exploitative sex are very common among these groups. There are even 
agents for these people for commercial sex" 

- Community members 

4.2.5 Casual Labourers 

It was also mentioned that other casual labourers, coolies, hotel and lodge based workers, 

load men and women as vulnerable to sexually transmitted diseases. Another occupation 

related group was fishermen and sea related workers Alcohol was closely related to their 

life and a considerable proportion of these hard labourers were very regularly using alcohol 

and after consumption a significant proportion would seek for commercial sex as well. 

They justify that alcohol coupled with sex mostly commercial sex would reduce the body 

13 Population who 'transmit the infection from high risk population to the low risk general 
population 

106 



pain and the heat. During most of these encounters, condom usage would not be possible 

due to non-availability and inability to use condoms. High risk sexual practices among 

forest based work was also common in one of the districts. Both men women go in-group 

to forest areas for regular work and high risk sexual practices were considered as common. 

"Sex is considered as a physical and mental pain reliever among the 
labourers who work hard during the day. Alcohol and after that women 
are part of their life in order to relive the pain. The unmarried and those 
who stay away from their spouses go for paid sex" 

- Community members 

"Those who go for work in the forests are very vulnerable for infections 
as both men and women" go in groups to work. STis are very prevalent 
among them,, 

- NGO workers 

4.2.6 College, School students and young employees 

They were also cited as high-risk population by many focus group discussions. The FDGs 

among the students also disclosed that a significant proportion involved in casual high-risk 

sexual practices. But, it was also found that, in spite of the high knowledge and awareness 

level, safer sexual practices among them was not usually possible both in non-commercial 

and commercial sex encounters. In addition, there are an increased number of young 

people in their early years, become economically self-sufficient. They tend to involve in 

high risk sexual practices for fun as well as because of curiosity 

"Half of the male college students have experience of sex from either a 
regular partner or from the commercial sex partner. Among female also 
it is there. We can't ensure condoms in all the encounters. Many have 
started even in their school levels. They even share their experiences with 
their close friends,, 

-College students 

"Now-a-days many start earning in their early 20s, when they become 
economically sound. The next choice for them is to enjoy their life and 
have sexual experiments either with regular partners or commercial 
partners,,. -other service employees and college teachers 
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Table-4.1 

High-risk groups other than the conventional ones 

Risk groups No. ofFGDs , % (N=59) 
mentionin it 

Construction workers 46 77.9 

Industrial workers 38 64.4 

Daily wages/casual labourers 28 47.4 

Moving populations 24 40.6 

Village small scale industry workers, workers in small shops 22 37.2 

College Students/youngsters 17 28.8 

Riksha pullers, Auto and taxi drivers 16 27.1 

Health care delivery staff 11 18.6 

Village dancers 10 16.9 

Forest Workers 8 13.5 

Staying/working in lodges(lodge boys) 8 13.5 

Police 8 13.5 

Tribals 7 11.8 

Blood transfusion in villages 4 6.7 

Refugees/street children/school drop outs 4 6.7 

4.2.7 Village (folk) dancers 

During festival times in villages, group dancers and drama people come to villages in great 

number and one of their main agenda was to have as much possible sex business and earn 

money during festival seasons. The discussions revealed that the local villagers go to them 

for sex with them in great number without knowing the risk. 

"Many villages invite group dancers to perform in their villages. They 
would have sex with the local population for more money. They will have 
as many numbers of partners as possible during their stay" 

- Community members 
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4.2.8 Some tribal groups and others 

Narikkuravars, 14 street children, drop out school children, and refugees were some of the 

other populations who were at higher risk for STis and HIV/AIDS. 

4.2.9 Healthcare workers 

Most of the focus groups with some medical background explained their worries that they 

were at a higher risk of getting the infections, due to inadequate facilities, supplies, 

inability to adopt precautions because of the high quantity of patients especially in 

government hospitals. Lack of knowledge to prevent acquired infections in the health care 

settings was also one of the reasons cited by the FGDs. In addition, the unsafe practices in 

the health care settings were mentioned as risk for STI and HIV/AIDS infection. Few 

FGDs even mentioned that un-safe injections and even unsafe blood transfusion in 

emergency was common in rural nursing homes. 

"There are no adequate facilities in government hospitals. Gloves, kits 
and disposable syringes and needles are not freely available. So, even 
health care workers are at high risk though there is a very remote chance 
for the transmission of STis and HIV. " 

-Primary health care centre nurses 

"In many clinics, they same syringes are used for all the patients without 
proper cleaning and sterilization" 

- Youth members 

"In villages, our barbers are still using the same knife and blades. So all 
are at risk" 

- College student 

"Poor village people are exposed to quacks (less than fully qualified 
practitioners) needles." · -Doctors 

14 A tribal community in India whose members usually move around freely without having stable 

places of residence. 
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"Blood transfusion is happening in local private hospitals though they 
do not have blood banks. They do it without proper screening, 

-Rural school teachers 

From the FGDs, it was also found that high-risk population groups who are the drivers of 

the epidemics vary from place to place and from district to district. It mainly depends upon 

the business opportunities, ·industries, income and specific cultures of the particular 

location and district. It is also evident from the focus group discussions that no occupation 

and no population group_ is free from the risk of STis and HIV/AIDS as high risk sexual 

practices cannot be secluded from any occupation groups, community, age groups and 

based on their residence. 

4.3 STI, HIV I AIDS care seeking behaviour 

The results specified that the stigma and discrimination, the myths and misconceptions 

prevailing iri the community greatly influenced the health seeking behaviour of those who 

were in need of STI and HIV I AIDS care and treatment. The other factors influencing the 

health. seeking behaviour were the availability of the providers and services, distance, 

geographical location, affordability, experience with the providers as well as social and 

cultural barriers. 

4.3.1 Myths and Misconceptions 

There were varieties of myths and misconceptions persisted in the community such as, 

sexually transmitted infections are caused by body heat, food habits and even evil spirit. 

So, whenever the symptoms occurred, these people took self medication such as 

consuming curd to reduce the heat; washing the genital area using permanganate solution, 

hot water, lime, dettol, local herbs and soda in the affected areas; drinking donkey milk and 

herb juices; and even they go to local priests (samiars) to send out the devils from their 

body. In few places, there was still a belief that that having sex with a virgin or donkey 

would protect an!l cure the STis. These kinds of myths and misconceptions not only 
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prevented them to seek treatment and care in time but also increased the severity of the 

problems. 

"In our target area, many people have a mis-conception that using soda, 
lime and donkey milk cures ST!s. They also believe that sex with virgin or 
donkey will protect and cure the infections" 

- NGO workers 

"Most of these kinds of diseases are because of excess heat so we will 
take cool foods like curd. If it is not cured, we will then take herbal juices 
(Veppilai Kashayam or other kashayam) which will immediately cure the 
problems. If we go to the elders they will advise very clearly'' 

- Village women community members 

"Applying lime juices, hot water or dettol immediately after the sex will 
protect from this kind of diseases. Otherwise we can . take medicines or 
have injection from the local pharmacist or village doctor to protect from 
the diseases" 

-Male Community members 

4.3.2 Fear, stigma and discrimination 

The discussion disclosed that there has been a huge reduction in the stigma and 

discrimination faced by the affected community, in the family, community and in the 

health care settings thanks to the continuous efforts by various players. However, it was 

also revealed that stigma and discrimination still persisted in many communities and even 

in health care settings. There were discriminating attitude of the health care workers 

existed in both private and public health care settings. These included denial of and 

delayed treatment, not treating the patient with respect, lack of confidentiality, segregation 

from other patients, and early discharge. In general, stigma and discrimination in the 

community and in the health care settings prevented the general community to voluntarily 

coming for testing and to seek health care. Especially in the public health care settings, 

denial of adequate time to discuss, lack of respectful treatment, lack of space to maintain 

confidentiality were the important factors, prevented the community to access treatment for 

even sexually trai}smitted infections. 
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"Many private providers in their clinics and hospitals used to treat us 
differently. Once they know our HIV status, we can sense a different kind 
of treatment. They will be very careful in sending us out as early as 
possible. Many times, we will be referred immediately to government 
hospitals. In government hospital, we can't expect any respect and the 
treatment will be entirely different. So we are forced to seek health care 
from other providers. BuJ fortunately, the situation is improving,, 

-PLWHAs 

We can never tell openly in a hospital about our HIV status. It will 
always affect the experience in a clinic· or in a hospital. So unless and 
until it is necessary, we don't disclose out status 

- HW positives 

These fear, stigma and discrimination not only prevented the affected from seeking care 

but also forced them to seek care from far off places from their homes and to seek 

treatment from un- qualified medical practitioners in order to maintain secrecy. But 

discussions also recorded that there was an increase in seeking testing, treatment and care 

both in urban and rural areas. 

"Only 5-10 percent goes to health care providers if they know about the 
problem. Initially they will discuss with the friends. They will go to 
doctors if it become serious and unavoidable,, 

- College students 

"People will try all the possible ways to cure it without revealing to 
anybody. Because, if it comes out, there will be lot of problems in the 
society. Final choice is to meet the doctor,, 

-Police 

"Though there are lot advantages of huge awareness programmes, it is 
also true that it has increased the fear among the community. So, though 
we want to get tested and get treatment, we would go to other places only 
due to various reasons. If something bad comes, we cannot live in our 
place if we access any services in our place" 

-Male community members and other service employees 
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"Many may go to doctors without knowing that this is an STD. If we 
already know about it, we will not go to anybody" 

-Youth and Community members 

"Now-a-days the number of people coming for treatment is not like 
earlier days. There is a definite increase" 

- Qualified Doctors 

"People, if young, are scared and don't go to doctors at all. Fear makes 
them to go to other providers and quacks" 

- NGO workers 

So, though there is an overall improvementin the knowledge and awareness level, stigma 

and discrimination, myths and misconception persisted in the community especially in the 

rural areas which affected the health seeking behaviours of the community in addition to 

the Geographic, economic, social, cultural and organizational factors. 

4.4 First points of contact 

The desired health care seeking behaviour for an individual to respond to an illness episode 

related to STI and HIV/AIDS is by seeking first and foremost help from a trained doctor, 

in a formal health care setting. There have been huge efforts to increase the availability of 

services and to raise the community awareness regarding the importance of seeking care 

from trained personnel. 

But the focus groups discussions among various population groups disclosed that there 

were variety of health care providers who were the primary health care providers or the 

first point of contacts in terms STis and HIV/AIDS related services (Table-4.2). 

4.4.1 Traditional Healers and Self-medication 

The group discussions unveiled that the initial reaction of a significant proportion of the 

community was to attempt different kinds of self-medications especially in the form of 

"Kai Marunthu" in villages. They prepared the medicines using the available materials in 

the home mainly herbals, based on the practice by elders. When it failed, they preferred to 
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go to the local herbal practitioners and traditional healers (55.9%), like "country Vaidyar 

or Naatu Vaidyar" for treatment. Few discussions mentioned that the community even go 

to priests (samiars) and even fortune-tellers for advises due to the misconceptions that 

sexually transmitted infections are caused by evil spirit. Simultaneously, when self 

medication failed, they did go to even the grocery stores where drugs would be available. 

Table-4.2 

First points of contact for suspected STI, HIV as mentioned by the FGDs 

First point of contact for treatment and care No. of FGDs mentioning 
this (N =59) 

Private Doctors and Hospitals 43 

RIMP and RMPs (LTFQs) 40 

Pharmacy or medical store 39 

Traditional healers/ Naattu Marunthu Vaidhyam 33 

Advertisement/Lodge based practitioners 26 

Self Medication/ Kaimarunthu 19 

Health care staff in the villages ' 22 

Village health nurses 20 

Siddha and Ayurveda 19 

Grocery Stores 11 

PHC/government hospitals 21 

Postal Medicine 5 

Temple priests/Samiars/Fortune tellers 7 
' 

NGOs 6 

"It is very difficult to go to hospitals as it is time consuming, expensive 
and far away. So we prepare Kai marunthu 15 or go for Naatu 
marunthu16 ,, 

15 A form of self medication 
16 Country Medicine 

-A women community member 
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Village country vaidyars are the people who are approached initially. 
Even Fortune-tellers and priests are approached. If they tell not to seek 
any health care they will not go to any health care practitioner 

-Auxiliary Nursing Midwives 

They try their "Kai vaithyam and Patti vaidyam ". They use lemon and 
milk for curing STD 

-A positive network person 

"In our villages, we go to grocery stores where we can get medicines for 
small problems. There will be tablets and even ointments. The first thing 
we do is getting something from there for any kind of problems" 

-Women community members 

4.4.2 Pharmacies 

Pharmacists or Medical stores ( 66%) were the much sought after providers which was 

mentioned in many group discussions. Especially in rural areas, as medical care are 

relatively costly and unavailable they tend to buy medicines from the pharmacy or medical 

stores. The discussion revealed that it would reduce the cost of consulting a doctor and also 

people could buy medicines according to the availability of money. 

"Many people don't go to doctors or seek any treatment for STis though 
they know that they might be affected. But they come to us" 

- Pharmacists 

"In many villages in our area, pharmacists run even clinics with a 
doctor's name who never come to the village" 

-A community member 

"If they know that they are having a STL 60 percent immediately come 
to Medical stores only. We treat them and if it is severe, we refer them to 
doctor. If they have to go to doctors they have to spend minimum 20 
rupees other than the medicine cost, so they will consult us and get the 
medicines directly " 

-A Pharmacist 
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"Initially, we go to medical stores only. We go there 4 or 5 times. If no 
cure, poor people go to government hospitals. Others go to private 
doctors or private hospital" 

-A Community member 

4.4.3 Less-than-fully qualified practitioners (L TFQs) 

Majority of the discussions ( 67.7%) disclosed that the registered medical practitioners 

(RMP) and registered Indian medical practitioners (RIMP) who are often less than fully 

qualified practitioners (L TFQs) were one of the strong favourites for both the urban and 

rural care seekers. They were approached because of their convenient time, proximity, 

cheaper medicines and also because of the un-availability of other qualified medical 

practitioners. The different discussion groups also felt that the duration of the treatment by 

them was shorter and effective, and the cost was less as compared to the full course 

prescribed by a government doctor or private qualified practitioner. In addition, they were 

having sympathetic attitude towards the patients, willing to listen to the patients, deferring 

of the payment to a later date were all important reasons for seeking these providers. 

The discussions recorded the role of the village health nurses (VHN) also, as they were the 

first one who usually knows about the STis among women during their home visits. 

Moreover, many people approached those who are working with doctors or worked with 

doctors in the past with or without qualifications. 

"Qualified doctors may not understand the body language of the STI 
patients. Because, patients usually tell non-specific things. We need to 
understand. A busy practitioner may not be able to build a relationship 
with the patients. The OP time and the OP set up are also not conducive 
for STI or HIV treatments. So they may go to LTFQs. 

-Doctors 

"In villages they consult village health nurses or Local unqualified 
doctors. Most of the people do not go to any qualified people. But 95 
percent of the time, they don 't get cured. Many a times, the affected 
people would make up their mind that it will be there for life long. " 

-A Fully Qualified Doctor 
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"There are many unqualified Tamil vaidyars, claiming as STJ specialist, 
having medicines for STDs and HIV/AIDS. Most of the people would not 
go to allopath Doctors out of fear of people" 

-A police 

"The affected are coming to us only. You can't see a village without a 
rural medical practitioner. Each one covers 4-5 villages. The patients 
will tell everything to us as the people have high confidence on us". 

- LTFQs 

"In villages, RMP RIMP are contacted a lot, as the fee for qualified 
doctors are very high and also they write lot of investigations" 

-School Teachers 

"If we go to the local RMP, we can tell everything to him. He will also 
spend time with us and he can understand the feelings of the people as he 
is with us. Moreover, he will come to us whereas we have to go behind to 
meet the other doctors" 

- Community members 

4.4.4 Qualified practitioners of other system of medicine 

The group discussants also mentioned that they would seek care and treatment from the 

qualified practitioners in other systems of medicines like siddha, ayurveda, unani and 

homeopathy. These practitioners were contacted for STI and HIV/AIDS treatment mainly 

because of the notion that there is no cure in allopathic medicines. In addition, it is over 

emphasized and it has not been properly denied that there are medicines in these systems 

of medicines for STI and HIV/AIDS. 

"Many newspaper items tell that there are HIV/AIDS medicines in 
siddha and ayurveda. So, many of the affected approach them " 

-CSWs 

"Medicines are available in Siddha and Ayurveda and importantly there 
will not be any side effects and it will improve our health also" 

-Teachers 
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"People go to alternative system because even in advertisements it is 
mentioned that there is no medicine for this in modern medicine" 

-A Pharmacist 

4.4.5 Fully qualified private medical practitioners 

Among those who seek care and treatment from qualified medical practitioners. private 

practitioners were much preferred than the public practitioners due to factors like 

respectful treatment, less waiting time, accessible, responsive to the needs and 

confidentiality. However, very often, if a patient is diagnosed as HIV positive or if he had 

developed AIDS, he or she will be immediately referred to government hospitals. There 

were even higher level of awareness to seek treatment and care from the specialists (STI 

specialist), both from the public and private sector particularly by the educated and youth. 

Very poor people preferred government hospitals and primary health centres (PHCs) also. 

The main reasons for not accessing the government services are that they were not 

sympathetic towards the patient, un-availability of medicines, unavailability of doctors and 

nurses, lack of willing to listen, no confidentiality and long waiting time. . 

"There are so many VD specialists. If we get any symptoms we would go 
to the specialists only. But we can't go to the doctors who are near to our 
place. We have to go to other towns only. Otherwise, it will become a big 
issue in the community" 

-Youth community members 

"If we know that we are affected it would be very difficult to go to any 
doctor. They go to a doctor whom they can depend as well as 
confidential. In government hospitals they do not give respect and proper 
treatment. So we are reluctant to go to GH", 

- Community members 

"People are very open to talk about all these issues. There is no 
hesitation to go to a doctor for treatment even if it is a doubtful sexually 
transmitted disease. Now a days government hospitals are providing 
good services " 

- Other service employees 
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"As we do not have any option, we go to PHCs. They treat us very badly 
and they do not give proper treatment. If with some STD, it is real~v 
difficult to get proper treatment from government sector" 

-Youth community members 

"In private set up when they know the status, they immediately refer the 
patients to government hospitals ". 

-Doctors 

We go to private doctor who is very simple and not costly. We do not go 
to Government hospital, as they will be sending here and there for 3, 4 
days. We have to go for work, so we have to save time also. 

-Dhobis 

"They usually do not go to government facilities as the treatment will not 
be good and there will not be any respect for people. Other wise, there 
will not be medicines available" 

- Pharma.cist 

"When we go to government hospital, there will not be doctors and even 
medicines. We have to come back after travelling a lot. But we are 
depending on the government hospitals only. But, it is better to take some 
treatment from private clinic" 

- Women self help group members 

4.4.6 Other health care workers 

Other health care workers (37.2%) like nurses, lab technician, pharmacists, field level 

health care workers who reside in the nearby areas were also contacted for medical advises 

and treatment. 

4.4. 7 Lodge and advertisement based practitioners 

Qualified and unqualified practitioners of different systems who advertise in TV, paper and 

other media were also playing an important role in STI, HIV/ AIDS treatment. These 

practitioners often claimed that they have medicines for curing STI and HIV/AIDS. The 

focus group discussions revealed that the affected even approached the providers who 
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offered medicines by post. The affected also accessed the services of the providers who 

were lodge based doctors. They visited regularly to different places in specific dates. The 

affected consulted them because they would be new to them and there will be privacy and 

confidentiality. 

"People go for treatment based on advertisements mainly outside their 
places or the doctors who are coming to different lodges. This is common 
among both educated and uneducated people" 

- Community membersffeachers/Police 

"Many even get medicines through post from those who claim that the 
have medicines for ST!s and HIV/AIDS" 

- NGO workers 

SO, from the FGDs, it could be understood that a variety of providers were accessed as 

first points of contact for STI and HIV/ AIDS services in addition to the qualified 

practitioners. 

4.5 Provider potential and willingness 

The attempt to understand the availability of different care providers and their potential, 

elicited information regarding the availability of different types of providers as well as 

their involvement in STis and HIV/AIDS prevention, treatment and care. Out of the 223 

health care providers enumerated and interviewed, 28.6 percent (64) of them were 

qualified practitioners, 31.8 percent (71) were LTFQs with some formal training and 39.5 

percent (88) were LTFQs without training. 

A greater number of (82.5%) of the providers were from the private sector. The study 

population (3 districts) had only 0.55 qualified practitioners per 1000 population, but they 

had 0.66 LTFQs with some formal training and 0.76 LTFQs without any training. In total, 

there were 1.9 providers per thousand populations. 
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4.5.1 Reason for the choice of the Providers, as perceived by the Providers 

Proximity and cost were mentioned by most of the LTFQs both trained(64.7%) and 

untrained( 61.2% ), as the important reason for the community to seek health care from 

them {Table-4.3). Fully qualified practitioners mentioned their qualification (37.5%), 

proximity (20.3%) and quality (15.6%) of services as the driving factors for the people to 

Table-4.3 

Reason for the choice of providers* 

Qualified LTFQ- LTFQ- Total 

Trained Untrained 

Nearer 13 (20.3) 21 (29.5) 27 (30.6) 61 (27.1) 

Cheaper 7 (10.9) 25 (35.2) 27 (30.6) 59 (26.4) 

Well Qualified 24 (37.5) 5 (7) 5 (5.6) 34 (15.2) 

Experienced provider 7 (10.9) 10 (14) 11 (12.5) 28 (12.5) 

Good quality 10 (15.6) 7 (9.8) 9 (10.2) 26 (11.6) 

No other way 3 (4.6) 3 (4.2) 9 (10.2) 15(6.7) 

*Figures in parentheses are percentages 

4.5.2 Perception about STI and HIV/AIDS prevalence 

Majority (81.6%) of the providers felt that that the prevalence of sexually transmitted 

infections (STis) and HIV/AIDS was significant (Table-4.4) in their surroundings. In 

specific, 38.6 percent of the providers mentioned that the prevalence was high and 43 

percent of them mentioned that it was medium. 

But, 13.6 percent of the providers felt that they were getting STis including HN often 

{Table-4.5), of which almost half of them (53.3%) were qualified providers. 47.5 percent 

of the providers reported that they were coming across occasional STI and HN cases. 

121 



Table-4.4 

Perceived STI and HIV/AIDS prevalence in their area 

Prevalence Qualified LTFQ- LTFQ- Total 

Trained Untrained 

High 27 (42.1)* 32 (45) 27 (30.6) 86 (38.6) 

Medium 22 (34.3 29 (40.8) 45 (51.1) 96 (43) 

Low 15 (23.4) 9 (12.6) 13 (14.8) 37 (16.5) 

Don't Know 0 (0.0) 1 (1.4) 3 (3.5) 4 (1.7) 

64 71 88 223 

*Figures in parentheses are percentages 

Tabl~-4.5 

Frequency of coming across STis including HIV/AIDS* 

Qualified L TFQ-Trained . L TFQ-Untrained Total 

Often 16 (25.0) 8 (11.2) 6(6.8) 30 (13.4) 

Occasionally 36(56.3) 32(45) 38(43.1) 106 (47.5) 

Rarely 12(18.7) 28(39.4) 33(37.5) 73 (32.7) 

Never 0 (0.0) 3(4.2) 11(12.5) 14 (6.2) 

*Figures in parentheses are percentages 

4.5.3 Perceived ability and experience in managing BIV/AIDS 

When it is specific to managing HN/AIDS cases, 81 percent of the qualified providers 

mentioned that they could manage HN cases whereas 59.1 percent and 53.4 percent of the 

LTFQs-Trained and LTFQs-Untrained reported so (Table-4.6). But irrespective of the 

perceived ability, a significant proportion of all the three types of providers had the 

experience of managing HN/AIDS cases within the duration oflast 6 months. 62.5 percent 

of the qualified practitioners, 63.3 percent of the LTFQs-Trained and slightly lesser 
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proportion (54.5%) of the untrained LTFQs had the experience of managing HIV patients 

in the past. 

Table-4.6 

Ability to manage and experience in managing HIV Cases 

Ability to manage HIV I AIDS cases 

Prior Experience in Managing HIV I AIDS 

Qualified Trained 
LTF s 

52 (81)* 42 (59.1) 

40 (62.5) 45 (63.3) 

*Figures in parentheses are percentages 

4.5.4 Willingness to involve in HIV I AIDS control 

48 (54.5) I 

Total J 
141 (63.2~ 

133 (59.~ 

Invariably all the providers irrespective of the types, showed their willingness in 

prevention and counselling activities in collaboration with the public, private or not-for 

profit sector (Table-4.7). Relatively a lesser amount of providers confirmed their 

willingness to involve in treatment and. care to the HIV I AIDS clients. However, a higher 

number of the qualified providers (84.3%) and 66 percent of the LTFQs-Trained and 59 

percent of the LTFQs-Untrained showed their willingness to involve in treatment and care 

ofHIVIAIDS clients. 

Table-4.7 

Willingness to involve in HIV I AIDS control* 

Qualified L TFQ-trained L TFQ-u.ntrained 

Prevention promotion and counselling 61 (95.3)* 71 (100.0) 82 (93.1) 

Treatment 54 (84.3) 47 (66.1) 52 (59.0) 

*Figures in parentheses are percentages 
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4.5.5 Factors preventing the providers from involving in HIV/AIDS management 

Out of the 134 providers (Table-4.8) who gave their opinions about the factors preventing 

them from involving in the management of HIV/AIDS, 32.8 percent mentioned that they 

were not having the adequate knowledge and training to manage HIV/AIDS (13.6% of the 

qualified, 39.7% ofthe LTFQs-Trained and 35.4% of the LTFQs-Untrained); 35.8 percent 

mentioned, lack of facilities of which 39.5 percent were qualified providers. Fear oflosing 

clients (13.4%), and fear of contracting the disease (13.4%) were the other major reasons 

quoted by the providers. The fear of losing clients and contracting the disease was 

relatively higher among the LTFQs. 

Table-4.8 

Factors preventing the providers from the involvement in HIV/AIDS management* 

Lack of Fear of 
Fear of 

Type of 
training/ 

Lack of 
Stigma losing 

contracti 
Total 

practitioners 
knowledge 

facilities 
clients 

ngthe 
disease 

Qualified 6 19 2 3 3 33 

Trained LTFQ 21 14 3 6 9 53 

Untrained LTFQ 17 15 1 9 6 48 
' 

44 (32.8) 48 (35.8) 6 (4.4) 18 (13.4' 18 (13.4) 134 (100) 

*Figures in parentheses are percentages 
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CHAPTER-V 

RESULTS-2 

PARTNERSHIPS EVALUATION 

FROM HEALTH SYSTEM PERSPECTIVE 

This chapter brings out partnership evaluation results from a health system perspective. 

The evaluation explicitly included inputs, processes, perceived .and systemic outcomes as 

key analytical components. Inputs such as financial and human resoUrces explain what 

has gone into the partnered activity. A number of less tangible factors were also considered 

as key inputs to the process; age of the partnership, objective, motive, recognised need and 

pre-partnership processes are some of them. Process evaluation focused on partnership 

working, relationships among partners, and the partnership health. Outcome evaluation 

provided a picture of the results or effectiveness of a programme in achieving its intended 

goals; the intervention's desirable or undesirable effects, intended or unintended effects. 

Results are presented here using the input-process-outcome framework 

5.1 Key characteristics 

On the average, partnerships under evaluation existed for 3.2 years (SD 2.4, Range 1-11 

years) - Namakkal 3.6 years (21 partnerships, SD 2.2, Range 1~9 years), Tirunelveli 3.2 

years (27 partnerships, SD: 2.8, Range 1-11 years), and Kanchipuram 2.8 years (22 

partnerships, SD 2.1, Range 1-9 years). Public funded partnerships had higher mean age 

(3.9 years, SD 2.3) than the private funded ones (3.0 years, SD 2.4); similarly, among the 

private funded partnerships, AP AC-USAID supported partnerships had higher mean age 

(4.1 years, SD 3.0) than others private funded partnerships (2.4 years, SD 2.0). 

5.1.1 Partnership objectives 

Over 54 percent of the partnerships had prevention and promotion as their primary 

objective while it was care and support for 35.7 percent; training for 4.3 percent; treatment 

and advocacy for 2.9 percent each. Rehabilitation was not the primary objective for any of 
• 

them. For 21.4 percent of partnerships, prevention and promotion was the secondary 
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objective; treatment was the secondary objective for 8.5 percent and rehabilitation was the 

secondary objective for 2.9 percent. Overall, majority of them (75.6%) included prevention 

and promotion as either primary or secondary objective. 

5.1.2 Partnership motives 

The study indicated that the underlying motive (explicit or implicit) for each partner 

entering into partnerships varied (Table-5.1). Attracting financial resources was the 

primary motive for 49 percent to seek partnerships; 26 percent mentioned that there was a 

need in the community felt by them which could be addressed only through partnerships; 

11.4 percent wanted to expand the existing services through partnership; 7.1 percent 

wanted to strengthen their institutions and the organization's programme requirements 

forced them to seek partnerships in the case of another 7.1 percent. In addition, 55.4 

percent and 30.4 percent stated expansion of services and institutional strengthening 

respectively as their secondary motives. Three fourth of the public funded partnerships 

mentioned, attracting fmancial resources was their primary motive whereas only 38 percent 

of the private funded mentioned it. A significant proportion (32%) of the private funded 

mentioned that they have perceived the need in the community which could be addressed 

through partnerships. 

5.1.3 Pre-partnership process 

Pre-partnership processes before getting into the partnership agreement such as formal and 

informal discussions, negotiations are likely to increase the understanding between 

partners and enhance the effectiveness. In this study; 80 percent of partnerships held 

formal invited discussions among the partners (Table-5.2). All the public and AP AC­

USAID funded partnerships held formal discussions. Almost all the partnerships (96% ), 

irrespective of the type of partners, fully agreed that there were gaps that could be filled by 

partnership interventions. 
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Table-5.1 

Motive of Partnerships* 

Private 

Public Private APAC Other Contract CoUob 
tual orative 

15 (75) 19 (38) 31(52.5) 3 (27.2) 

2 (10) 6 (12) 6 (16.6) 7(11.8) 1 (9) 

0 5 (10) 4(11.1) 4(6.7) 1 (9) 

1 (5) 4(8) 4(11.1) . 3(5) . 2 (18.1) 

2 (10) 16 (32) 13 (36.1) 14(23.7) 4 (36.3) 

20 50 14 36 59 11 

*Percentages within parentheses 

Table-5.2 

Pre-partnerships process 

Private 

Public APAC Contractual Collaborative 
Other 

US AID 

20 (100)* 14 (100) 22 (61.1) 53 (89.8) 3 (27.2) 

0 0 14 (38.9) 6 (10.2) 8 (72.8) 

* Column percentages are within parentheses 

5.2 Partnership inputs 

Three types of inputs were involved in the partnerships - human, financial and material. 

5.2.1 Human resources 

In total, 570 (85.7% full time) staff members (Mean 8.1/partnership, SD 4.3, Range 2- 20) 

were involved in these partnered interventions {Table.;5.3). Private funded partnerships had 
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more staff (Mean 8.4, SD 4. 7) involved in the partnerships than public ones (Mean 7 .6, SD 

2.8). APAC-USAID supported partnerships had the highest number of staff involved 

(Mean 11.1, SD 4.8). Similarly, contractual partnerships had higher staff involvement 

(Mean 8.5, SD 4.2) compared to collaborative ones (Mean 6.4, SD 4.5). 

5.2.2 Financial resources 

Annually, Rs. 68.02 million (US$ 17 1.4 million) was spent on various HIV/AIDS 

interventions through partnerships (Table-5.4}; average budget per partnerships was Rs. 

0.971 million (SD 0.614, Range Rs.0.09-2.64 million) or US$ 20,244. Private funded 

partnershipshad relatively higher annual budget (Rs.l.01 million, SD 0.68, RangeRs 0.09 

-2.64 million) compared to public funded ones (Rs. 0.85 million, SD 0.39, RangeRs. 0.16 

- 1.6 million). Similarly, AP AC-USAID supported partnerships had higher annual value 

(Rs. 1.4 million, SD 0.69, Range Rs. 0.84 - 2.64) compared to other private funded ones 

(Rs. 0.83 million, SD 0.59, Range. Rs. 0.09 - 2.28 million) partnerships. Contractual 

partnerships too had higher annual value (Rs. 1.04 million, SD 0.62, RangeRs. O.l- 2.o4 

million) than collaborative partnerships (Rs. 0.58 million, SD 0.43, Range Rs. 0.09 -1.4 

million). 

Table-5.3 

Human resources involved in partnerships 

Public Funded Total 

Full- Part- Full- Part- Full- Part-

Time time Time Time Time Time 

Mean 7.45 0.15 6.76 1.52 ti.96 1.13 

SD 2.68 0.366 3.65 2.80 3.40• 2A4 

Sum 149 3 338 76 487 79 

171 US$ =Rs. 48 • 
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Table-5.4 

Annual value of partnerships- Different types- In million (Rs) 

Public Private Private Funded ·Contra Collab 

APAC Other 
ctual orativ 

US AID private 
e Total 

Mean 0.85 1.01 1.48 0.8 1.04 0.58 0.97 

SD 0.38 0.68 0.69 0.59 0.62 0.42 0.61 

Minimum 0.16 0.08 0.80 0.08 0.10 0.08 . 0.08 

Maximum 1.60 2.64 2.64 2.20 2.6 1.40· 2.64 

Total Value 17.04 50.97 20.84 30.13 61.55 6.46 68.02 

5~2.3 Material resources 

As seen in Table-5.5, 44.2 percent of partnerships had their own office space for the 

partnered interventions while others operated in rented premises. Computer, internet and 

telephone played a major role in partnership functions. Vehicles and fax, however, had 

very little role to. play. 

Table-5.5 

Material resources involved in partnerships 

Private Funded 
Material resource Public Total 

APAC Others 

Own 7 
Office space 

2 21 31 (44.2) 

Rented 13 12 15 39 (55.8) 

Computers 20 14 28 62 (88.6) 

Internet for HN 19 14 27 60 (85.7) 

FaxforHN 1 0 8 9(12.8) 

Four wheeler vehicles 0 1 3 4 (5.7) 

Two wheeler vehicles 0 2 0 2 (2.8) 

Telephone connection 19 14 31 64 (91.4) 
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Annual value of partnerships- Different types- In million (Rs) 

Public Private Private Funded Contra Collab I ctual orativ 
APAC Other 

Total I US AID private 
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Mean 0.85 1.01 1.48 0.8 1.04 0.58 0.97 

SD 0.38 0.68 0.69 0.59 0.62 0.421 0.61 
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Minimum 0.16 0.08 0.80 0.08 0.10 0.08j 0.08 

Maximum 1.60 2.64 2.64 2.20 2.6 1.40. 2.64 

Total Value 17.04 50.97 20.84 30.13 61.55 6.46 68.02 

5.2.3 Material resources 

As seen in Table-5.5, 44.2 percent of partnerships had their own office space for the 

partnered interventions while others operated in rented premises. Computer, internet and 

telephone played a major role in partnership functions. Vehicles and fax, however, had 

very little role to play. 

Table-5.5 

Material resources involved in partnerships 

Private Funded 
Material resource Public Total 

APAC Others 

Own 7 
Office space 

2 21 31 (44.2) 

Rented 13 12 15 39 (55.8) 

Computers 20 14 28 62 (88.6) 

Internet for HIV 19 14 27 60 (85.7) 

Fax forHN 1 0 8 9(12.8) 

Four wheeler vehicles 0 1 3 4 (5.7) 

Two wheeler vehicles 0 2 0 2 (2.8) 

Telephone connection 19 14 31 64 (91.4) 
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5.3 Partnership process evaluation 

The evaluation of the process focused on the assessment of the partnership implementation 

- partnership functioning, relationships between partners, and health of the partnership. 

Seventy process indicators were used and were classified into 20 process components for 

5.3.1 Clarity and realism of purpose 

Over 80 percent of the partnerships had consensus, understanding and mutual agreement 

about partnership goals and objectives. About 70 percent felt that aims and objectives were 

realistic; 85.7 percent saw services, targets and target population as attainable; and 67.1 

percent felt that partnerships were designed according to local needs. 

The overall score for clarity and realism of purpose was 0.84 (SD 0.19). The score was 

higher for private funded partnerships and the difference in scores between public and 

private funded partnerships was statistically significant (p<O.OOOl). However, differences 

between AYAGfunded and other private partnerships (P=0.378} and between ~ontractual 

and collaborative partnerships (P=0.21) were not significant. 

5.3.2 Clear and Robust Partnership working Arrangements 

Over 30 percent of partnerships had clearly defined organizational structures and 20 

percent had standards and benchmarks to ensure quality in the functioning of partnerships. 

About half of them had mutual agreement and clarity about budget and human resources 

required for the partnerships and had easy and unambiguous procedures. The overall score 

for this component was 0.64 (SD 0.21). There were more clear and robust working 

arrangements in private funded partnerships (0.68, SD: 0.19) than the public funded (0.52, 

SD 0.21) and the difference was statisti~ally significant (p= 0.04). No statistically 

significant difference was observed between other types. 

5.3~3 Internal Governance 

Only 15 percent pf the partnerships had written vision and mission statement and 30 

percent had written standing orders, guidelines and norms while 50 percent had documents 
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clearly defining the roles and responsibilities. Although 80 percent had periodic planning 

review meetings, only 27 percent had combined board or coordination committees to 

ensure good governance. The overall governance score was 0.52 (SD 0.21). Though 

private funded partnerships (0.55, SD 0.21) were better than the public funded, it was not 

statistically significant (p < 0.061). Same was true for other types too. 

5.3.4 Accountability 

A three level accountability relationship is required in partnerships; successful partnerships 

need to be accountable horizontally, vertically (upward-any actor that have formal 

authority over the organization) and downward to service users, lay public and other 

groups that the partnerships might affect directly and indirectly. Horizontal accountability 

(95.7%) and vertical accountability (97%) between the study partners was quite high 

(95.7%); however, they had less (20%) public accountability. 

The overall accountability score was 0.76 (SD 0.15). Once agam, private funded 

partnerships were more accountable (0.79, SD 0.12, P=0.008). Similarly, contractual 

partnerships were more accountable (0.79, SD 0.10, P=0.004) and the difference was not 

significant (P=0.59) among the private funded ones. 

5.3.5 Transparency 

There was transparency in the selection process of partners among 40 percent of 

partnerships while the decision making process was transparent in 46 percent. Information 

sharing was restricted to partners and the public had access in only arqund 17.1 percent. 

The score for this component was 0.56 (SD 0.20) with a significant difference between 

public and private funded partnerships (P=0.002). However, there was no significant 

difference between other types. 

5.3.6 Resource Flow 

One-third of the partnerships did not have adequate and timely fmancial resources to carry 

out the intended partnership activities. Similarly, human resources were adequate in 56 

percent and material resources were adequate in 50 percent of partnerships. The overall 
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score was 0.58 (SD 0.24) with private funded having higher score (0.66, SD 0.22, 

P<O.OOl). There was no statistically significant difference between other types. 

5.3. 7 Partnership interdependency 

It refers to the extent that partners depend upon each other for resources or materials to 

accomplish the partnership objectives. Majority of the partners (63%) totally agreed that 

the present activities could not be carried out without partnerships. Although about 54 

percent agreed that there was reciprocal relationship, only 34 percent said that there was 

interdependency. The overall score of interdependency was 0.68 (SD 0.23). Private funded 

partnerships were more inter-dependable (0.74, SD 0.22, P<O.OOl). There was no 

statistically significant difference between contractual and collaborative partnerships (p= 

0.12) and am.ong private funded partnerships (p = 0.75). 

5.3.8 Coordination with the state and the existing health system 

The partnershiJ>S especially the health related partnerships need to work in coordination 

with the government and existing health system to achieve maximum reach and 

effectiv~ness. The results indicated that though there was adequate support from the 

government (50%) and public health system (56%) for the interventions, less proportion of 

the partners reported that there were mutual seeking of support; 33 percent fully agreed 

that they sought the support of the public health system and only 31 percent mentioned that 

that the public health system sought the support of them for HIV I AIDS related activities. 

Average total score for this component was 0.61 (SD 0.20). Public funded partnerships had 

better (0.66, SD 0.19, P=0.26) coordination with the state and existing health system 

though statistically insignificant .. Contractual partnerships had better coordination (0.63,­

SD 0.2, P=0.03) and among private funded partnerships, APAC-USAID funded 

partnerships (0.66, SD 0.15, P=0.05) had better coordination. 

5.3.9 Inclusivity or participatory 

This is the extent of the partnership's involvement of all partners. Successful partnerships 

will be having participatory decision making process and the decisions and the strategies 

will be in consultation with all the partners and stake holders. About 46 percent of the 
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partners were not involved in the strategic planning process although 70 percent mentioned 

that their opinions were valued and adequate chances to express their ideas. The overall 

score was 0.64 (SD 0.31). Once again, private funded partnerships were more inclusive 

and participatory (0.73, SD 0.26, P<0.001). Though collaborative partnerships (0.75, SD 

0.3) were more participatory and inclusive than contractual partnerships (0.61, SD0.3), the 

difference was not statistically significant. However, other private funded partnerships 

(0.77, SD 0.26, P=0.03) were more inclusive and participatory than APAC-USAID funded 

partnerships (0.60, SD 0.21). 

5.3.10 Risk Management 

Successful partnerships aim to maximize health benefits for the poor and minimize 

potential ri&ks for the partners involved. The success of partnerships depends on the 

successful identification, allocation, mitigation, and management of risks. Only 29 percent 

mentioned that there were adequate mechanisms to reduce risk. At the same time, majority 

of them (89%) reported that the funding partner was not thrusting the unmanageable risk to 

the implementing partner and around 47 percent fully agreed that their partners were ready 

to share the various risk arising out of the partnerships. The overall score was 0.70 (SD 

0.22). Though contractual partnerships (0.73, SD 0.2) managed the risk arising out tile 

partnerships better, it was not statistically significant. There was no statistically significant 

difference between the public and private funded partnerships as well as among theprivate 

funded partnerships. 

5.3.11 Developing and maintain mutual Trust 

Trust is emphasized as a key element of an effective partnership. The-consensus is that, 

although it is possible to work jointly with little trust between partners, the most successful 

partnerships have (and, through hard work, maintain) a strong level of mutual trust. 

Majority (83%) of the partnerships reported that there was sufficient mutual trust between 

them; 69 percent emphasized that the monitoring processes were not out of mi-strust and a 

vast majority (87%) had confidence on their partners as well. The total score of the 

component, developing and maintaining trust was 0.87 (SD 0.20). Private funded . 
partnerships had more mutual trust and understanding (0.92, SD 0.12, P=0.008). But there 
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was no statistically significant difference between contractual and collaborative 

partnerships (p = 0.36) and among the private funded partnerships (p = 0.54). 

5.3.12 Flexibility 

About 70 percent of the partners perceived that they had the flexibility to function 

according the situation and local need but only 36 percent fully agreed that they had the 

flexibility to take decisions on their own. Around 26 percent reported that the partnership 

functioning had rigid administrative procedures and practices imposed by the funding 

partner. The overall score of this component was 0.63 (SD 0.30). Collaborative 

partnerships were more flexible (0.82, SD 0.2, P=0.007). There was no statistically 

significant difference between the public and private funded partnerships (P=O.l3) and 

among the private funded partnerships (P=0.47). 

5.3.13 Leadership 

Evidence suggests that active leadership is a critical input in determining the extent and 

pace of partnership development at all le:vels. Though, partnerships are formed between 

organizations but succeed because of individuals who are strong and unbiased leaders and 

who champion the partnership projects with vision, energy and enthusiasm. Majority 

(71%) of the implementing partners opined that there were strong and unbiased leaders; 

clarity in the leadership (89%) and leaders were taking initiative a.'ld responsibility (81 %). 

The total score for the leadership component was 0.88 (SD 0.21). Private funded 

partnerships had better leadership (0.96, SD 0.11, P<O.OOl). Likewise, collaborative 

partnership was better (0.95, SD 0.1, P=0.047). Among the private funded, there was no 

statistically significant (P =0.47) difference between the AP AC and other private ftmded 

partnerships. 

5.3.14 Commitment and Ownership 

Successful partnerships are believed to depend on the level of engagement and 

commitment of the partners. It should be ensured that across the partners there 1s a 

widespread commitment to, and ownership of, partnership working; and, especially, a 

sufficiently senior level commitment. The results very clearly defined that there was 
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collective sense of ownership (94%) and strong commitment (87%) from the partners. The 

overall score for commitment as a process component was 0.94 (SD 0.20) and the 

commitment level was higher among the private funded partnerships (1.00, SD 0, 

P=O.Oll). Likewise, collaborative partnerships were better (1.00, SD 0, P=O.Ol4). 

5.3.15 Communication 

The results revealed that 64 percent of the partners' experienced frequent communication 

between the partners whereas only 34 percent reported that there were regular 

communication between the relevant stakeholders and just half of the partnerships 

completely agreed that necessary reports were prepared and disseminated to the partners. 

The component, communication scored 0.71 (SD 0.24). There was effective 

communication between private funded partnerships (0.77, SD 0.24, P<O.OOl). Likewise, 

contractual partnerships (0.75, SD 02, P=0.009) and APAC-USAID funded partnerships 

(088, SD 0.17, P=O.Ol) were more effective in communication. 

5.3.16 Mutualicy 

Mutuality is the degree of equality in the interactions among organizations. Successful 

partnerships are believed to involve high levels of trust, reciprocity, respect between 

partners and sharing of benefits equally. Mutuality enables partners to contribute to the 

partnership with fewer constraints. According to the results, 70 percent of the partners 

perceived that there was equal respect and involvement of partners, but only 50 percent 

fully agreed that there was equitable spreading of benefits to all the partners; 44 percent 

fully agreed that that there was a high degree of equality to participate and influence the 

partnership activities. 

The overall score of mutuality as a process component was 0.71 (SD 0.23). The degree of 

equality was higher among private funded partnerships (0. 78, SD 0.18, · P=O.O 1 ), but it was 

not significantly different among other types . 
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5.3.17 Autonomy 

One of the cornerstones of true partnership is the relative autonomy enjoyed by both the 

partners on day-to-day operations as well as in the overall management of the partnership. 

Autonomy is seen as non-intrusiveness, from the funding partner and the freedom of the 

implementing partner to take operational decisions without having to resort to cumbersome 

bureaucratic approvals or being constantly told about "do's and don'ts". It is clear from 

the results that a significant proportion (59%) had individual freedom in the functioning 

and 53 percent felt that the funding partner was not dominant or over controlling. But, only 

16 percent fully agreed that they had the freedom to take decisions on their own. Average 

score for autonomy as process component was 0.63 (SD 0.26). The autonomy entertained 

by private funded partners was higher (0.69, SD 0.24, P=0.02). Though collaborative and 

other private funded partners enjoyed more autonomy than contractual, and AP AC-USAID 

funded partnerships, they were not statistically significant (P=0.2, P= 0.39). 

5.3.18 Complaint or conflict management 

Conflict management is that, how wen· the partnership manages conflict that arises among 

members which is important to ensure effectiveness. The study revealed that only 30 

percent agreed that there was a proper mechanism to reduce conflicts arising out of the 

partnerships but relatively higher proportion fully agreed (56%) that addressing conflicts 

and complaints was smooth and quick. Complaint management as a component scored 

0.59 (SD 0.32). Private funded partnerships were effectively (0.66, SD 0.28, P=0.005) 

managing the complaints. Difference between contractual and collaborative partnerships 

was not statistically significant (P=0.44).APAC-USAID funded partnership were relatively 

less effective in managing the conflicts though statistically not significant (P = 0.19). 

5.3.19 Monitor, Measure, Review and Learning process 

Partnerships need to monitor and respond to changes, by undertaking regular strategic 

reviews and redefining objectives. Monitoring and evaluating is very vital important in 

order to share successes with the partners, learn from mistakes, modify program activities 

as necessary, demonstrate accountability to donors and others who are in a position to 

136 



make decisions about the future of a program, and to help stakeholders learn. The results 

indicated that there were clear success criteria in terms of service goals among 56 percent 

of the partnerships; 66 percent agreed that there were regular and systematic monitoring 

and supervision; 86 percent of the partners revealed that the partners shared the monitoring 

and review fmdings but only 50 percent were in agreement that there were strategic review 

processes where the aims, objectives and working arrangements were reviewed and 

revised. 

This component scored 0.72 (SD 0.24). Monitoring and review processes were carried out 

effectively among private funded partnerships (0.80, SD 0.20, P<O.OOl). But there was no 

statistically significant difference between contractual and collaborative partnerships 

(P=0.33). Among the private funded partnerships, APAC-USAID funded partnerships 

were more effective (0.88, SD 0.09, P=0.008). 

5.3.20 Organizations Identity 

A greater proportion of (86%) of the partners perceived that their institution's over all 

goals and objectives did not get distorted because of partnerships but only about 26 percent 

totally agreed that they did not make changes in the structure and functions to suit the 

partnerships needs. Organizational identity as a process component scored 0.73 (SD 0.20). 

Though private funded and collaborative partners were able to maintain their 

organization's identity better than public funded and contractual partnerships, the 

differences were not statistically significant (P = 0.23 and P = 0.10). 

5.4 Overall process effectiveness 

The mean total score of the overall process effectiveness was 0.68 (SD 0.13) which is just 

above the ''target zone" 18 (Table-5.6). As indicated by Table-5.7, nine(45%) process 

components comprising 22 (31.4%) process indicators are in the "work zone" scoring 

between 0.33 and 0.66; Eleven (55%) of the components which include 48 (68.5%) 

18 Danger Zone: <0.33 percent- Requires a lot of improvement; Work Zone: 0.33-0.66 percent­

Needs more efforts zn order to be more effective; and Target Zone: >0. 66- Doing 'vvell 

t37 



process indicators are in the "target zone" that scored 0.66 and above. According to the 

results, none of the process indicators or components scored below 0.33 to be considered 

as "Danger Zone". 

Table-5.6 

The overall scores of the partnership process effectiveness 

Mean "l 

Component score SD Min l 
Developing clarity and Realism of purpose 0.84 0.20 0.25 

Clear and Robust Partnership working Arrangements 0.64 0.21 0.17 ' 

Internal Governance 0.52 0.21 0.10 

Accountability 0.76 0.15 0.50 

Transparency 0.56 0.20 0.13 
-j 

Resources Flow 0.58 0.24 0.00 

Partnership Interdependency 0.68 0.23 0.17 

Co-ordination with the state existing health system 0.61 0.20 0.25 
·. 

Inclusivity and participatory 0.64 0.31 0.00 

Risk Management 0.70 0.22 0.33 

Developing and maintain Trust 0.87 0.20 0.17 

Flexibility 0.63 0.30 0.00 

Leadership 0.88 0.21 0.17 

Commitment and Ownership 0.94 0.20 0.00 l 

Communication 0.71 0.24 0.00 

Mutuality 0.71 0.23 0.00 

Autonomy 0.63 0.26 I o.oo I 
Complaint management 0.59 0.32 0.00 

Monitor, Measure, learning and Review 0.72 0.24 0.00 

Organizations Identity 0.73 0.20 0.25 

Overall Process Score 0.68 0.13 0.36 
1 
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Table-5.7 

Categorization of Process components based on the performance 

Work Zone Target Zone 

1. Internal Governance 1. Developing clarity and Realism of purpose. 

2. Clear and robust Working 2. Horizontal and vertical accountability 

arrangements 3. Partnership Interdependency 

3. Transparency 4. Risk Management 

4. Resources availability 5. Developing and maintain Trust 

5. Co-ordination with the 6. Leadership 

existing health system 7. Commitment and Ownership 

6. Inclusivity and participatory 8. Communication 

7. Flexibility 9. Mutuality 

8. Autonomy 10. Monitor, Measure and Learning 

9. Complaint Management 11. Organizations Identity 

5.4.1 Process effectiveness of public and private funded partnerships 

Public funded partnerships scored an average process score of 0.56 (SD 0.13) which lies in 

the "work zone" while private funded partnerships scored 0. 73 (SD 0.09) which lies in the 

"target zone". There was a significant difference between the process scores of public and 

private funded partnerships (p <0.001). Fifteen process components of public and private 

funded partnerships were having statistically significant difference (Table-5.8). Among 

public funded partnerships, 13 components were in the "work zone" and others in the 

"target zone". Among private funded partnerships, 5 were in the "work zone" and the rest 

in the "target zone". 

5.4.2 Process effectiveness among private funded partnerships 

Among the private funded partnerships, the process score of the APAC-USAID funded 

partnerships wets 0.74 (SD: 6.9) and the other private funded partnerships was 0.73 (SD: 
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8nd there is no statistically significant (P = 0.81) difference in the mean score of all 

~~1nq:10nents. As indicated in the Table-5.9, six components of the APAC-USAID 

:fu:Ilded partnerships were in the "work zone" and the remaining 14 were in "target zone" 

whereas 4 components of the other private funded partnerships were in "work zone" and 

5.4.3 Process effectiveness of contractual and collaborative partnerships 

The mean score of contractual partnerships was 0.69 (SO 0.13) and collaborative 

partnerships was 0.67 (SD 0.1 0). Though there was no statically significant difference 

between the overall means of contractual and collaborative partnerships (P = 0.740), 6 

process components had statistically significant differences. As seen in Table 5.10, Nine 

( 45%) components of contractual and collaborative partnerships each were in "work zone" 

and the remaining 11 (55%) were in "target zone". Components recording significant 

difference in means were accountability (P=0.004), coordination with the state and existing 

health system (P=0.037), flexibility (P=0.007), leadership (P=0.047), commitment 

(P=0.014), and communication (P = 0.009). 

Table-5.8 

Public and Private Funded Partnerships 

19 Components, having statistically significant difference are mentioned in grey shades. 
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~Statistically significant (p<0.05) 
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Table-5.9 

Process components in the work zone (among the private funded partnerships) 

APACFunded 

1. Internal Governance 

2. Clear and robust Working arrangements 

3. Transparency 

4. Inclusivity and participatory 

5. Autonomy 

6. Complaint Management 

Other private funded 

1. Internal governance 

2. Transparency 

3. Resource Flow 

4. Co-ordination with the state and 

existing health system 

Table- 5.10 

Process components in the work zone (contractual and collaborative) 

Contractual Collaborative 

Clear and robust Working Arrangement 1. Clear and robust Working Arrangement 

Internal governance 2. Internal Governance 

Transparency 3. Accountability 

Resource Flow 4. Transparency 

Interdependency 5. Resource Flow 

Co-ordination -state and health system 6. Co-ordination - state and health system 

Flexibility 7. Risk Management 

Autonomy 8. Communication 

Complaint/conflict management 9. Compliant/ conflict management 

5.4.4 Process effectiveness by programmes 

Process scores were categorized into three types of programmes such as, Targeted 

Interventions, Care and Support and Other Programmes. When compared, care and support 

programmes(0.77, SDO.ll) scored higher score than targeted interventions(0.69, SD 0.11). 
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But, the difference between the types o f interventions was not statistically significant 

(P=0.204). 

5.5 Process effectiveness by individual partnerships 

When the individual partnerships were categorized based on the score attained by each of 

them, it was found that 69 percent partnerships were in the "Target Zone " and around 31 

percent of the partnerships were in the "work zone". As mentioned in the Table-5.11, 

among the private funded partnerships, 86 percent were in the "Target zone" and among 

the public funded 25 percent were in the "Target zone". Around 69 percent of contractual 

partnerships and 64 percent o f collaborative partnerships were in the "target zone ". 

Table-5.11 

Process effectiveness - Individual Partnerships 

Zone2 0 Public Private Private Total 

Score 

Zone2 0 Public Private 

APAC 

USAID 

Others Contract 

ual 

Collabo 

rative 

Total 

Score 

Danger Zone 0 0 0 0 0 0 0 

Work Zone 15(75) 7(14) 2(14.2) 5 (13.8) 18(30.5) 4(36.3) 22 (31.4) 

Target Zone 5 (25) 43 (86) 12(85.7) 31(86.) 41 (69.4) 7(63.7) 48 (68.5) 

20 50 14 36 59 11 70 (100) 

* Percentages within parentheses 

5.5.1 Association between the partnership duration and process effectiveness 

No correlation between age and process effectiveness existed meaning increase in the years 

of working was not related to process effectiveness; r value was-0.08(P=0.509).In addition, 

no process component had statistically significant correlation with partnership age. 

Danger Zone: Below 0.33%; Work Zone: 0.33 - 0.66%; Target zone 0. 66 and above 
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But, the difference between the types of interventions was not statistically significant 

(P=0.204). 

5.5 Process effectiveness by individual partnerships 

When the individual partnerships were categorized based on the score attained by each of 

them, it was found that 69 percent partnerships were in the "Target Zone" and around 31 

percent of the partnerships were in the "work zone". As mentioned in the Table-5.11, 

among the private funded partnerships, 86 percent were in the "Target zone" and among 

the public funded 25 percent were in the "Target zone". Around 69 percent of contractual 

partnerships and 64 percent of collaborative partnerships were in the "target zone". 

Table-5.11 

Process effectiveness- Individual Partnerships 

Public Private Private Total 

APAC Others Contract CoUabo Score 

USAID ual rative 

Danger Zone 0 0 0 0 0 0 0 

* Percentages within parentheses 

5.5.1 Association between the partnership duration and process effectiveness 

No correlation between age and process effectiveness existed meaning increase in the years 

of working was not related to process effectiveness; r value was-0.08(P==0.509).1n addition, 

no process component had statistically significant correlation with partnership age. 

"' 
20Danger Zone: Below 0.33%; Work Zone: 0.33- 0.66%; Target zone 0. 66 and above 

143 



5.5.2 Association between human resources and process effectiveness 

There was no statistically significant correlation found between human. resource 

availability and process effectiveness. The r value was 0.12 (P = 0.32) indicating that the 

relationship was not significant. None of the components also had significant association. 

5.5.3 Association between financial resources and process effectiveness 

The process effectiveness was fairly correlated with financial resources ofthe partnerships. 

The r value was 0.25 (P=0.037) indicating positive correlation which was statistically 

significant. Few components also had positive correlation. Refer Table-5.12 for results 

concerning fmancial resources. 

Table-5.12 

Financial Resources V s Process effectiveness 

Pearson's Correlation 
Outcome Components coefficient with Annual Value · P value 

Realism ofPurpose 0.26 0.028 
Working Arrangement 0.17 0.161 
Internal Governance 0.20 0.092 
Accountability 0.29 0.016 
Transparency 0.03 0.788 
Resource Flow 0.29 0.014 
Interdependency -0.04 0.737 
Coordination 0.25 0.040 
Inclusivity or participatory 0.09 0.478 
Risk Management 0.13 0.298 
Trust 0.16 0.173 
Flexibility 0.08 0.492 
Leadership 0.19 0.122 
Commitn1ent 0.11 0.352 
Communication 0.17 0.164 
Mutuality -0.04. 0.752 
Autonomy 0.07 0.565 
Complaints -0.03 0.808 
Monitoring and Review 0.29 0.017 
Organizatioh Identity -0.22 0.067 
Overall Process Score 0.25 0.037 
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5.5.4 Association between partnership motive and process effectiveness 

The partnerships, whose motive was to fulfil the community need, performed relatively 

better in the processes of partnerships (Score: 0.75, SD 0.11) whereas whose motive was to 

attract fmancial resources (0.66, SD 014) and other reasons have scored slightly lower. But, 

- the differences were not statistically significant (P = 0.172). 

5.6 Partnership outcome 

Outcome measures focussed on whether partnerships lead to benefits such as better 

services or improved health for users, coverage of services, strengthening ·of the health 

system, equity, access, efficiency, quality, increased ability, satisfaction of the partners and 

sustainability of partnership services~ This outcome could be perceived as well as systemic 

outcome. 

5.6.1 Services Provided 

Though the primary and secondary objectives of partnerships were very specific, many 

partnerships have provided multiple services related to HNIAIDS (Table-5.13). Over 80 

percent of the partnerships provided health education, promotion and IEC activities while 

60 percent provided counselling services, 50 percent condom promotion activities, 67 

percent referral services, 37 percent provided home based care, 30 percent provided some 

rehabilitation services and 37 percent socio-economic support to their clients. 

5.6.2 Perceived Outcome 

Outcomes perceived by the partners were benefits of partnerships, community 

involvement, satisfaction with the partnerships, reduction of duplication, pooling of 

resources, capacity enhancement, target accomplishments, coverage increase, untargeted 

high risk group coverage and involvement of potential players and perceived effiCiency. 

145 



Table-5.13 

Services Provided 

Services Count Percent 

Health education and Promotion and IEC 57 81.4 

Counselling services 60 85.7 

Condom Promotion 35 50.0 

Home visits 19 27.1 

Case identification 33 47.1 

VCTC/ICTC 3 4.3 

PPTCT 3 4.3 

.Referrals 47 67.1 

Training/ capacity building 12 17.1 

Treatment for STis and Ols 12 17.1 

Home based care 19 27.1 

Care for the children 13 18.6 
-·· 

Social and economic support 27 37.1 

Rehabilitation services 21 30.0 

5.6.2.1 Benefits of partnerships 

Majority (96%) of the partners reported that there was increased ability to address 

HN/AIDS and increased skills and knowledge. Around, 41 percent mentioned that there 

was an increased utilization of expertise; 67 percent reported increased ability to meet 

community needs, 91 percent mentioned that there were additional financial support for the 

partnerships, only 37 percent mentioned that there was an increase in the public reputation 

but a very smaller proportion (14.2%) revealed that there was an increased involvement in 

the policy making process. The score for the overall benefits perceived by the 

implementing partners was 0.73 (SD 0.13) which is in the "target zone" (Table-5.14). 
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Table-5.14 

Perceived Benefits 

Indicators Pub Pvt Private Contr Collab Total 
APAC Others actual orative Score 
US AID 

Better ability 0.97 0.98 1 0.97 0.98 0.95 0.97 

Enhancement of public 0.58 0.66 1 0.97 0.98 0.95 0.64 
reputation 
Increased utilization of 0.55 0.65 0.71 0.62 0.67 0.31 0.62 
expertise 
Increased participation in 0.15 0.46 0.29 0.52 0.34 0.50 0.37 

. QQUcy making_ 
Better ability to meet 0.73 0.80 
community needs 0.80 0.78 0.89 0.68 0.79 
Additional Financial Sup_p~rt 0.93 0.97 1 0.96 0.95 1 0.96 
TQU~:LscQ:r:e ... 0.66 0.75 0.65 0.77 0.64 0.72 0.73 

The score for the perceived benefits of public funded partnerships was 0.66 (SD 0.12) and 

the private fun~ed partnerships scored better (0.75, SO 0.13) and the difference ~as 

stati~tically significant (P=O.Oll). But, there was no statistically significant difference 

betwe~n APAC-USAID and other private funded partnerships (P=0.201); contractual and 

collaborative partnerships (P = 0.313). 

5.6.2.2 General community and Target Community involvement 

Literature suggested that successful partnerships. would involve the general community and 

the target community like PLHAs, when developing and implementing programs and 

services. 

According to 61 percent of the implementing partners, there was increased general 

community involvement and 93 percent mentioned, increase in the target communities 

involvement such as PLHA and other vulnerable population. Total score was -G.88 (SD 

0.13) with public funded partnerships doing well though statistically insignificant (score 

0.92, SD 0.16, P = 0.18). There was no difference (P = 0.5) between contractual and 

collaborative partnerships as well. 
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Client's perception about their involvement 

Ironically, the perception of the clients about their involvement in the partnership activities 

was different. As indicated in the Table-5.15, only 35.8 percent of the general community 

and 49.8 percent of the target communities were involved in the programme activities; 

around 40 percent of the general community and 66 percent of the target communities felt 

that their opinions related. to the programmes were sought. Moreover, 31 percent of the 

general community and 45 percent of the t~et communities perceived that t!t.eir 

suggestions were given importance and implemented. There was a statistically sigilificant 

(P< 0.001) difference between the perceptions of public funded (Score: 0.12, SD 0.22) and 

private funded partnerships' clients (Score: 0.35, SD 0.35). 

Funding partners' view 

Funding partners also voiced their opinion during stakeholder interviews that community 

involvement was a concern and few even agreed that general community and target 

community were neither consulted nor considered adequately. But they also admitted that 

there is an increase in the community (especially target community like PLHA) 

involvement as it has been made mandatory by the funding agencies. 

Table-5.15 

Community involvement - client's perspective 

Indicator 3 
Indicator 2 Suggestion given 

Indicator 1 Seek opinions for importauce and 
Involvement in activities programmes implemented 

Gen Target Gen Target Gen Tarpt 
Community community Community community Community Comm\fDity 

Always 7(16.6) 16(8.7) 5(11.9) 17(9.2) 3(7.3) 19(10.5) 

SomeTimes 8(19) 75(40.9) 12(28.5) 85(46.4) 12(28.5) 55(30) 

Never 27(64.2) 92(50.2) 25(59.5) 81(44.2) 27(64.2) 109(59.5) 

Total 42 183 42 183 42 183 . 
*Percentages within parentheses 
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5.6.2.3 Satisfaction with partnerships 

The satisfaction of the partners with the way people and organizations work together in the 

partnerships, their role, their influence and the overall functioning of the partnerships was 

significantly high. Around 53 percent of the partners were fully satisfied. about the 

fu.nctioning of the partnerships; More than half ofthem (58%) were fully satisfied with the 

way people and organizations in the partnerships work together; but only around 39 

percent of them were -fully satisfied with their role in the partnerships and 26 percent of 

them were satisfied with their influence in the partnership. 

The overall score of satisfaction was 0.66 (SD 0.25). The satisfaction level of the public 

funded partnerships was lower 0.45 (SD 0.27) than the private funded partnerships 

0.74(SD: 0.20) and the difference was statistically significant (P <0.001). No statistically 

significant difference between contractual and collaborative partnerships (p=0.313). 

Among the private partnerships, APAC-USAID funded partnerships were less satisfied 

(0.65, SD 0.15) than the other private funded (0.77, SD 0.21) partnerships which was 

statistically signif}cant (p=0.03). 

5.6.2.4 Reduction in the duplication of efforts 

Around 57 percent of the partners perceived that there was a reduction in the duplicatioo. 

efforts by different players but a significant 39 percent mentioned that duplication of 

efforts still existed and 4 percent even mentioned that it has increased. 

The overall score for this component was 0. 76 (SD: 0.29). The difference. between the 

perception of the public (0.65, SD: 0.29) and private funded (0.81, SD: 0.28) partnerships 

was statistically significant (p=0.041). The difference was not statistically significant 

between the contractual and collaborative partnerships (p=0.465). This indicates that 

higher reduction in the duplication of efforts was perceived by the private funded partners 

than the public funded partnerships. Among the private funded partnerships, AP AC­

USAID funded partnerships (0.71, SD: 0.37) perceived relatively less reduction in the 

duplication of efforts than the other private funded partnerships (0.84, SD: 0.23) but not 

statistically significant (p=0.2). 
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"n,nwev(~r., the other details of the partnership assessment revealed that there were on the 

average 6.5 (SD 3.9. range: 0-20) HIVIAIDS organizations in one target area with 

multiple organizations carrying out similar intervention. In 10 places 2 organizations were 

carrying out the same types of interventions in the same target area; in 7 places 3 

organizations were carrying out the same types of interventions; and in 3 places 4 

organizations were carrying out the same types of HIV I AIDS interventions. This indicates 

that there was duplication of efforts. 

The client interview also revealed that 74 (32.9%) of the respondents went to other 

institution for the same services and 73 (32.4%) of them have registered themselves in 

other institUtions. However, the duplication of efforts, according to key stakeholders, was 

being addressed through a common consortium of major players through the "three ones" 

principle (One Action Framework, one National Coordinating Authority and one 

Monitoring and Evaluation System). Many funding partners also mentioned that there was 

a reduction in the duplication of efforts after the consortium. 

5.6.2.5 Resource mobilization, Pooling, and matching of resources 

One of the expected results of the partnerships was pooling and matching of resources by 

both the partners and about 47 percent of partners mentioned that there was an increased 

pooling of resources. However, almost all HIV I AIDS interventions and partnerships were 

hij.ving higher dependence on funding partners for fmancial resources; 58.6 percent of the 

implementing organizations did not make any matching contribution to the annual value of 

partnership activities. Of those who contributed, the average proportion is 10.4 percent 

(SD: 3.17, range 5-10 %) to the annual value. 

The average contribution of the funding partner, as indicated in Table-5.16, was 95.7 

percent. But the public funding partner's contribution was 96.6 percent and the 

contribution of private funding partner was 95.4 percent of the total value. APAC-USAID 

had contributed relatively lower contribution (88.6%) for the partnerships than the other 

private partnerships (98.1% ). So, the AP AC-USAID implementing partners have 
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contributed a higher proportion (11.4%) in the total value of the partnerships whereas all 

the other types have contributed less than 5 percent in the total value of partnerships. 

Other than the regular funding from the funding partner, there was no significant 

contribution form any other sources. The other sources of financial contributions were, 

from user fee (score: 0.014), commercial activities (score: 0.12); community contributions 

(score 0.19) and donations (0.20) which was very minimal. The overall score was 0.08 

(SD 0.08) and there was no st~tistically significant difference between the public and 

private funded (p=0.863); contractual and collaborative partnerships (p=0.388). 

5.6.2.6 Capacity enhancement 

Majority of the partners (93%) reported that there was improvement in their knowledge 

and skills due to the partnerships and around 84 percent said that the overall capacity has 

increased. The overall ~core was 0.94 (SD 0.14). The priv~te funded partnerships perceived 

of a higher capacity enhancement {0.98, SD 0.10) and the difference was significant 

(P=0.02) and there was no significant difference between co:ptractual and collaborative 

partnerships (P = 0. 78) as well as among the private funded partnerships (P = 0. 7). 

Table-5.16 

Matching of resources -Funding Partner's contribution 

Public Private Mean% SD Minimum Maximum 

Public(T ANSACS) 96.6. 4.9 87.50 100.00 

Private 95.4 5.9 80.00 100.00 

Total 95.7 5~6 80.00 100.00 
Private Funded Partnerships 

APAC 88.6 3.6 80.00 90.00 

Other Private funded 98.1 4.2 85.00 100.00 
Contractual and collaborative 

Contractual 95.4 5.8 80.00 100.00 

Collaborative 97.7 4.1 90.00 100.00 
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5.6.2.7 Target Accomplishments 

Majority of the partners (97.1 %) reported that there was increase in the client base, and 

achievement of planned targets (91.4%). In addition, there was improvement and increase 

in the client targeting (90%) as well as the range of services (91.4%) provided by the 

organization thanks to the partnership initiatives. 

The overall score of this component was 0.96 (SD 0.07). The private funded partnerships 

(0.97, SD 0.07) were slightly having better target accomplishments than the public funded 

partnerships but the difference was not statistically significant (P = 0.137). No significant 

difference was found between the contractual and collaborative partnerships (P = 0.345) as 

well as among the private funded partnerships. 

5.6.2.8 Coverage 

Regarding the coverage of services, around 59 percent of the partners reported that there 

was increase in the geographic coverage and 86 percent reported that they had increase in 

the coverage of targeted population. The overall score was 0.86 (SD 0.18). The public 

funded partnerships had more coverage 0.88 (SD 0.17) than . the private funded 

partner~hips but the difference is not statistically significant (P = 0.427). No significant 

difference was found between them contractual and collaborative partnerships (P = 0. 725) 

and among the private funded partnerships (P = 0.56). 

5.6.2.9 Coverage of untargeted high-risk groups and involvement of potential 
providers 

It has been well documented that there were many hitherto unidentified and untargeted 

high risk groups and also there were many providers related to HIV/AIDS care. The study 

revealed that only 38.6 percent of the partnerships fully agreed that they were involved in 

identification of the hitherto unknown high risk population and only 21.4 percent of the 

partnerships fully involved various health care providers who are the first point of contacts 

for STI, HN I AIDS services. 
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Overall score of hitherto untargeted high risk group coverage was 0.63 (SD 0.25) (Table-

5.17). The public funded partnerships covered more risk groups than the private funded 

partnerships and the difference is statistically significant (p=0.030). No significant 

difference was found between the contractual and collaborative partnerships (p=0.401). 

But the APAC funded partnerships covered more risk groups which was statistically 

significant (p=0.02). 

Score of the involvement of potential providers was 0.61 (SD 0.24). Public funded partners 

(0.53, SD 0.31) involved less proportion ofthe potential providers than the private funded 

(0.65, SD: 0.20) and no significant difference was found between them (p=O.lll) but a 

statistically significant difference was found between contractual (0.58, SD 0.2) and 

collaborative (0.77, SD 0.2) partnerships (p=0.007). Among the private funded, APAC 

funded ones involved less proportion (0.53, SD 0.16) of them comparing to other private 

funded partnerships (0.69, SD 0.19) and the difference was statistically significant 

(p=0.008) 

Table-5.17 

Involvement of unknown high risk groups and involvement of potential players 

Attribute Agreed Neutral Disagree 
% 

Identification ofhitherto untargeted 28.6 62.8 8.6 
high-risk groups 
Involvement of potential players 21.4 72.9 5.7 ··-

Overall score : 0.63 and 0.61 l 

5.6.3 Perceived Effectiveness 

Increased cost effectiveness and efficiency in providing services is one of the important 

expected outcomes of partnership initiatives. According to the study, 60 percent of the 

partners felt they were able to achieve increased desirable cost effectiveness in delivering 

the services due to partnership and 57.1 percent felt that there was an increase in the 

efficiency in deliv,ering the services thanks to the partnership. 
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Overall score of this component was 0.78 (SD: 0.22) which is in "Target Zone''. The 

public funded partnerships scored 0.76 (SD: 0.22); the private funded partnerships scored 

0. 79 (SD: 0.22). There was no statistically significant difference (p=0.111) between them 

as well as among the contractual and collaborative partnerships (p=0.874) and among the 

private funded partnerships (p=0.32) 

5.6.4 Overall perceived outcomes 

As indicated in Table-5.18, overall score of the perceived outcome component is 0.74 

(0.08); all but three components were in the "Target Zone". Satisfaction with the 

partnerships (0.65, SD 0.25), additional untargeted high risk coverage (0.63, SD 0.24) and 

the involvement of the potential providers (0.61, SD 0.24) were in the "work zone". 

Table-5.18 

Perceived Outcome 

Output components Mean SD Minimu~ 
Reduction of Duplication of efforts 0.76 0.29 .00 

I 

Pooling of Resources 0.72 0.27 .00 

Capacity Enhancement 0.94 0.14 .50 

Target Accomplishments 0.96 0.07 .. 75 

Coverage Increase 0.86 0.18 .50 

Community Involvement 0.88 0.13 .50 

Additional un targeted high risk group coverage 0.63 0.24 .00 

Involvement of potential Service Providers 0.61 0.24 .00 

Increased Effectiveness 0.78 0.22 .25 

Perceived benefits of partnerships 0.72 0.13 .42 

Satisfaction with the partnerships 0.65 0.25 .00 

Overall Score 0.74 0.08 0.54 

154 



I 

5.6.4.1 Perceived outcomes of public and private funded partnerships 

Perceived outcomes (Table-5.19) of the private funded partnerships was relatively higher 

(0.77, SD: 0.07 p<0.001) which indicates that they were more effective in producing 

outcomes compared to public funded ones. Among public funded partnerships, 5 

components were in "work zone" and only two components of private funded partnership 

were in "work zone". Components with significant difference between public and private 

funded are reduction in duplication of efforts, capacity enhancement, additional high risk 

groups, perceived benefits and satisfaction with the partnerships. 

Table-5.19 (~Statistically significant (p<0.05) 

Perceived outcome of Private and Public Funded partnerships 

Outcome Components Sector Mean SD tvalue p value 

Reduction of Duplication of Efforts 
Public 0.65 0.29 

-2.1 0.041~ 
Private 0.81 0.28 

Pooling of Resources Public 0.68 0.24 
-1.0 0.347 

Private 0.74 0.29 

Capacity Enhancement 
Public 0.86 0.19 

-2.5 0.020~ 
Private 0.98 0.10 I 

Target Accomplishments 
Public 0.94 0.10 

-1.5 0.137 
Private 0.97 0.06 

Coverage 
Public 0.89 0.17 

0.8 0.427 
Private 0.85 0.19 

Community and target Group Involvement Public 0.93 0.16 
1.3 0.189 

Private 0.87 0.13 

Additional High risk groups 
Public 0.65 0.21 2.2 .1 0.030~ 
Private 0.56 0.251 -1.7·~ Public 0.53 

Involvement of potential Service Providers 
0.31 

Private 0.65 0.20 

Effectiveness Public 0.76 
Private 0.79 

0.22 
0.22 

-0.5 0.642 

Perceived Benefits Public 0.66 0.12 -2.7 0.011~ 
Private 0.75 0.13 

Satisfaction with the partnerships 
Public 0.45 0.27 -4.4 <0.0001~ 
Private 0.74 0.20 

Overall Outcome Public 0.69 0.08 -4.1 <0.0001~ 
Private 0.77 0.07 
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5.6.4.2 Perceived outcome among the private funded partnerships 

No significant difference was found between the APAC-USAID funded (0.75, SD 0.06) 

and other private funded partnerships (0.76, SD 0.07, p=0.575). But the satisfaction level 

and the involvement of potential providers were significantly low ("work zone") in the 

AP AC funded partnerships. But the AP AC-USAID funded partnerships targeted more 

additional high risk groups than the other private funded partnerships. None of the 

components of the other private funded partnerships were in the '~work zone". 

5.6.4.3 Perceived outcomes of contractual and collaborative partnerships 

The total score of the contractual partnerships was (0.74, SD: 0.1) almost similar to the 

collaborative partnerships (0.75, SD: 0.1) and there was no statistically significant 

difference between them (p<0.727). But, the collaborative partnerships (0.77, SD: 0.2) tend 

to involve more potential service providers which was statistically significant (p= 0.007). 

5.6.4.4 Perceived outcomes by type of interventions 

The outcome score based on the type of interventions was also similar. No statistically 

significant difference between the different types of interventions was found (p=0.427). 

The care and support programmes were effective in involving the community and the 

target groups in their programmes which is statistically significant (p=0.02). 

5. 7 Perceived outcomes by Individual Partnerships 

As per the scoring of the perceived outcome of the individual partnerships, majority of the 

partnerships have performed well in producing the outcomes (Table-5.20). 83 percent of 

the partnerships were in the "target zone" and only 17 percent were in the "work zone" 

Out of all the partnerships, the proportion of partnerships in the "target zone" was higher 

among private funded partnerships (92%) than public funded partnerships (60%), Among 

the private funded partnerships, higher numbers of other private funded partnerships 

(94.5%) were in the ''target zone" than the APAC-USAID funded partnerships (85.8%). 

More collaborati¥e partnerships (91.8%) were in the "target zone" than the contractual 

partnerships (81.4%). 
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Table-5.20 

Perceived outcome- Individual Partnerships 

Zone Public Private 

• Percentages within parentheses 

5.7.1 Association between the partnership age and Perceived outcomes 

Total 
Score 

The Perceived outcomes of the partnerships were not correlated with the partnership age. 

The r value was -0.05 (P = 0. 706) which clearly indicates that there was no positive and 

negative correlation coefficient. None of the components were having statistically 

significant association. 

5. 7.2 Correlation between the human resources and Perceived outcomes 

-
The Perceived outcome of the partnerships and the human resources was not having 

statistically significant correlation (Figure-5.1). The r value is 0.12 (p=0.331) which 

indicates that there was a very poor positive correlation coefficient which was not 

statistically significant. None of the components were also statistically significant. 

5.7.3 Association between the financial resources and Perceived outcomes 

As indicated in figure-5.2, perceived partnership outcome was not significantly correlated 

with financial resources available for partnerships. The r value is 0.16 (p=0.180) which 

indicates that there was very weak positive correlation coefficient. None of the 

components were also having statistically significant correlation. 
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Table-5.20 

Perceived outcome - Individual Partnerships 

Zone Public Private Private Contrac 
tual 

Collabo 
rative 

Total 
Score 

Zone Public Private 
APAC-
USAID 

Others 
Contrac 

tual 
Collabo 
rative 

Total 
Score 

Danger Zone 0 0 0 0 0 0 0 

W o r k Zone 8(40) 4(8) 2 (14.2) 2(5.5) 11(18.6) 1(9.2) 12(17.1) 

Target Zone 12(60) 46(92) 12(85.8) 34 (94.5) 48(81.4) 10(91.8) 58(82.9) 

20 50 14 36 59 11 70(100) 

• Percentages within parentheses 

5.7.1 Association between the partnership age and Perceived outcomes 

The Perceived outcomes o f the partnerships were not correlated with the partnership age. 

The r value was -0.05 (P = 0.706) which clearly indicates that there was no positive and 

negative correlation coefficient. None o f the components were having statistically 

significant association. 

5.7.2 Correlation between the human resources and Perceived outcomes 

The Perceived outcome of the partnerships and the human resources was not having 

statistically significant correlation (Figure-5.1). The r value is 0.12 (p=0.331) which 

indicates that there was a very poor positive correlation coefficient which was not 

statistically significant. None of the components were also statistically significant. 

5.7.3 Association between the financial resources and Perceived outcomes 

As indicated in figure-5.2, perceived partnership outcome was not significantly correlated 

with financial resources available for partnerships. The r value is 0.16 (p=0.180) which 

indicates that there was very weak positive correlation coefficient. None of the 

components were also having statistically significant correlation. 
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However, the outcome components such as perceived benefits (r-0.21) and satisfaction (r-

0.21) were very weakly associated with the financial resources. 

Figure-5.1 

Correlation between the human resources and perceived outcomes 

O v e r a l l P e r c i e v e d o u t c o m e 

1 0 1 5 

T o t a l S t a f f f o r t h e p a r t n e r s h i p 

5.7.4 Association between partnership motive and perceived outcome 

As indicated in Table-5.2l the partnerships whose motive was to fulfil the need in the 

community, performed relatively better in the perceived outcomes of the partnerships (0.78, 

SD 0.08) whereas whose motive was to attract financial resources (0.74, SD 0.08) and 

other motives have scored slightly lower but the difference was not statistically significant 

(p-0 . l2 l ) . But motives and satisfaction with partnerships had statistically significant 

relationship. The partners whose motive was to fulfil the need in the community (0.83, SD 

0.21), were more satisfied with the partnerships than the other motives like attracting the 

financial resources (0.59, SD 026) which was statistically significant (p=0.0l7). 
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Figure -5.2 

Association between the financial resources and perceived outcomes 

O v e r a l l p e r c e i v e d O u t c o m e 
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A n n u a l V a l u e o f P a r t n e r s h i p i n L a k h s 
3 0 0 0 0 0 0 . 0 0 

Table-5.21 

Primary motive and perceived outcome 

Motive Outcome 
score SD 

F Value P 
Value 

To attract Financial resources 0.74 0.08 

To expand the existing services 0.75 0.07 

Institutional strengthening 0.70 0.06 1.90 0.121 

Forced by programme requirement 0.70 0.10 

Felt Need 0.78 0.08 
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5.7.5 Association between process effectiveness and perceived outcome 

The process effectiveness had high positive (r=0.778, p<0.001) correlation with the 

perceived outcome implying that 'better' process implementations resulted in 'better' 

outcome. In other way, the outcome of the partnerships can be increased by implementing 

the most of the process components. (Figure-5.3) 

Figure-5.3 

Correlation between process and perceived outcome 
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O v e r a l l P r o c e s s S c o r e 

Majority o f the process components (85%) had a strong or moderate degree of association 

that was between the score 0.25 and 0.75, with the perceived outcome as mentioned in the 

Table-5.22. Only three components have low degree o f association which was below 0.25. 

Three components were not having significant association with the perceived outcome. 
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Figure -5.2 

Association between the financial resources and perceived outcomes 

Overall perceived Outcome 

Annual Value of Partnership in Lakhs 

Table-5.21 

Primary motive and perceived outcome 

Motive 
Outcome 

score SD 
To attract Financial resources 0.74 0.08 

To expand the existing services 0.75 0.07 

Institutional strengthening 0.70 0.06 

Forced by programme requirement 0.70 0.10 

Felt Need 0.78 0.08 
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Table-5.22 

Process effectiveness V s Perceived outcome 

Process components Perceived Outcome(r) . 

Clarity and realism of purpose .545** 

Working Arrangement .496** 

Internal Governance .460** 

Accountability .426** 

Transparency .409** 

Resource Flow .642** 

Interdependency .437** 

Co-ordination with the state and existing health 

system 0.111 

Inclusivity/participatory .588** 

Risk-Management .368** 

Mutual Trust .526** 

Flexibility 0.192 

Leadership .600** 

Conimitment .419** 

. Communication .509** 

Mutuality .449** 

Autonomy .372** 

Complaints Management .498** 

Monitoring and Review .591** 

Organizational identity -0.08 
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5.8 Multiple linear regression of perceived outcome 

The multiple linear regression analysis(Table-5.23) carried out in order to clearly identify 

the process components that significantly contribute to the outcome in presence of other 

components, showed two process components significantly affected the outcome that were, 

resource flow and inclusivity or participatory (p=0.030). Enter method was used and R2 

was 0. 72 for the model implying good predictability by the process components entered in 

the model. The rest of the variable which showed significant correlation in bivariate 

analysis did not turn out to be significant in the multiple linear regression. However, their 

contribution cannot be ignored, but it is revealed that these three play the most important 

role in the perceived outcome of the partnerships. 

Secondly, in order to understand the importance of the process components in predicting 

the outcome and also to eliminate the co-linearity problem, a multiple linear regression 

with stepwise method of inclusion of variables was performed. The probability ofF criteria 

for inclusion of a process component into the model was 0.05 and removal was 0.01. The 

model included four variables until the change in F value was significant - i.e. variables 

included in the model made significant impact in improving R2 (0.79). Four process 

components were included in the order - resource availability (p<O.OOl), leadership 

(p=0.003), risk management (p=0.004) and inclusivity (p=0.026). 

The relationship between process components and the perceived outcome can be 

influenced by partnership types based on funding, nature (contractual or collaborative) and 

experience. Hence the relationship between outcome and process components was checked 

using multiple linear regression after adjusting for these extraneous variables and results 

indicated significant contlibution to the process component was resource availability 

(p=0.003) and inclusivity or participatory (p=0.048). When looked at the relationship in a 

conceptual manner ignoring types, age and nature, all four components such as resource 

management, inclusivity or participatory, leadership and risk management influenced the 

outcome significantly. Intensive implementation of these components would enhance 

outcome of the p~rtnerships. However, resource flow stands out and cuts across different 

partnership profiles and proves to be a significant. 
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Table-5.23 

Multiple linear regression of the partnership outcome against process components 

Process Components Non-standardized 6 Standardized 6 t p value 

~utuall\greement -0.12 -0.29 -1.75 0.0&6 

Working l\rrangement 0.01 0.02 0.14 0.891 

Internal Governance 0.02 0.06 0.45 0.655 

l\ccountability 0.08 0.15 1.32 
:-:-1 

0.194 I 

Transparency 0.04 0.11 0.97 0.336 

Resource Flow 0.14 0.43 3.05 0.004* 

Interdependency 0.07 0.20 1.84 0.072 

Coordination 0.02 0.05 0.50 0.618 

Inclusivity/participatory 0.07 0.28 2.23 0.030* 

Risk ~anagement 0.05 0.14 1.33 0.190 

Trust 0.03 0.07 0.60 0.548 

Flexibility 0.01 0.04 0.40 0.694 

Leadership 0.09 0.23 1.29 0.204 ! 
Commitment 0.04 0.09 0.71 0.481 i 

Communication -0.03 -0.10 -0.71 0.478 

~utuality -0.06 -0.16 -1.41 0.166 1 

l\utonomy 0.02 0.08 0.68 0.501 

Complaints 0.01 0.05 0.36 0.724j 
l 

~onitoring and Review 0.00 0.00 0.00 0.999 

Identity -0.05 -0.12 -1.24 0.219 

(Constant) 0.45 7.65 <0.0001 
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5.9 Systemic outcomes 

The systemic outcome mainly deals with the equity enhancement, responsiveness, quality 

increase, client satisfaction, increased health seeking, increased health improvement, 

increased access and sustainability. 

5.9.1 Equity 

Partnership presupposes that equity, accessibility and quality of care would be ensured to 

the targeted beneficiaries, i.e. the rural, poor and deprived sections of the population. The 

results indicated that the partnerships served lower socio-economic population, female, 

rural and vulnerable population. 

The (Table-5.24) provides details related to those who have accessed the services of 

partnership initiatives in Tamil N adu. Majority (71%) of them were from the lower socio­

economic class, 22 percent were in the medium level and only 7 percent of them were from 

the higher socio-economic class. As indicated in Table-5.24, the private funded 

partnerships served more lower socioeconomic population (73%) than the public funded 

(67%) partnerships but it was not statistically significant (p=O.l78). The collaborative 

partnerships (83.09%) served more poor populations than the contractual partnerships 

(68.8%) which was statistically significant (p=0.004). Among the private funded 

partnerships, the APAC-USAID funded partnerships served relatively less socioeconomic 

population than the other private funded partnerships. 

In addition, the partnered interventions served more rural populations (61.2%) than the 

urban (Table-5.25). In specific, the private funded partners (62.2%) served slightly higher 

rural population than the public funded (58.4%) partners but the difference was not 

statistically significant (p=0.537). The collaborative partnerships(79.09%) extended more 

services to the rural population than the contractual partnerships (57.8%) which was 

statically significant(p-0.002); the APC-'USAID funded partnerships (47%) served less 

rural population Jhan the other private funded partnerships(68.19%) which was also 

statistically significant(p<O. 001) 
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Besides, as indicated in Table-5.26, the partnership initiatives served around 48 percent of 

the female population, and 8.6 percent of the children. The public funded partnerships 

served more female population than the private funded partnerships but it was not 

statistically significant {p=0.554). The private funded partnerships served more children 

and transgender. Among the private funded, APAC-USAID funded partnerships(40%) 

served less female population than the other private funded partnerships( 50%) but it was 

not statistically significant{p=0.355). Though collaborative partnerships served more 

proportion of female and children than the contractual partnerships· that was also not 

statistically significant {p=::0.09) 

Table-5.24 

Socio-economic status of the Beneficiaries of partnerships (%) 

Socio- Public Private Private Contra Collo Total 
economic Funded Funded 

APAC Others 
ctual borative 

status 
Low 66.75 72.80 68.93 74.31 68.83 83.09 71.1 

Medium 25 20.84 9.29 5.36 23.46 14.36 21.9 

High 8.25 6.46 22.14 20.33 7.88 2.55 i 7 

Total 100 100 100 100 100 100 100 

Table-5.25 

Geographic area of the Beneficiaries of partnerships 

Public Private Private Contrac CoHo I Total 
Funded Funded APAC Others tual borativ~ I 

Rural 58.4 62.2 47 68.19 57.81 79.09 61.2 

Urban 41.6 37.7 53 31.81 42.19 20.91 38.8 

Total 100 100 100 100 100 100 100 

The client interviews result indicated (Table-5.27) that, 40 percent of the clients of the 

partnered interve!ltions was from the lowest income quartile and only 6. 7 percent from the 

highest income quartile. In addition, more than half (53.3%) of the clients were women. 
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57.8 percent from the rural areas, and 21.3 percent widows. In addition, 22.4 percent (64) 

of the clients were high risk populations like female sex workers, Men sex with Men and 

Intravenous drug users, 24 percent (54) were bridge population, 19.6 percent(44) were 

PLHAs and 9.3 percent (21) were spouses ofthe PLHAs. 

Table-5.26 

Gender of the Beneficiaries of partnerships 

Public Private Private Contrac collo Total 
Funded Funded APAC APAC tual borative 

Female 52.35 47.30 39.86 50.19 46.14 62.73 48.74 

Male 41.00 41.04 57.57 34.61 43.42 28.18 41.03 

Children 6.00 9.82 1.57 13.03 8.36 10.73 8.73 

Trans gender 0.65 2.84 1.00 3.56 2.59 0.18 2.20 

Total 100 100 100 100 100 100 100 

Table-5.27 

Income of the Partnership beneficiaries 

Monthly Income Rural Urban Total 

Lowest - < Rs.1250 64 25 89 (39.6) 

Rs.l251 to 2500 34 30 64 (28.4) 

2501 to5000 25 32 57 (25.3) 

Highest - 5000 and above 7 8 15 (6.7) 

Total 130 95 225 

5.9.2 Responsiveness 

It is now seen as a key feature of effective health systems and it denotes how well the 

health system meets the legitimate expectations of the population for the non-health 

enhancing, non financial aspects of health care. It is also important that the clients 
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experience earlier interventions through a quicker response from service providers with 

dignity, confidentiality and provide care without much waiting time. 

Majority of the clients (63%) responded that they were treated with respect; 73.8 percent 

were satisfied with the confidentiality; around 66 percent and 57 percent felt that the 

quality of basic amenities were good and the services were near and accessible to them. 

But, only 49 percent mentioned that the waiting time was not high and around 47 percent 

mentioned that they were involved in deciding the treatment or services for them. 

The total score, as indicated in the Tabk-5.28, for responsiveness was 0.78 (SD: 0.19) 

which was in the "target zone". According to the clients, the private funded partnerships 

were more responsive (0.83, SD: 0.17) than the public funded partnerships (0.68, SD: 19) 

and the difference was statistically significant (p<0.001). There was not much difference 

among the private funded partnerships (p=0.543). 

Table-5.28 

Responsiveness 

Private 
APAC Other 

Total Attribute Public Private US AID Private 

Treated with respect and dignity 61.80 83.98 83.72 84.09 76.88 

Clients involvement in deciding 54.16 71.89 69.76 72.72 66.22 

Adequate time to discuss 70.83 83.66 83.72 83.63 79.55 

Information's in an understandable way 84.02 90.19 89.53 90.45 88.22 

Informed consent 76.38 86.27 90.69 84.54 83.11 

Confidentiality 77.77 87.90 86.04 88.63 84.66 

Less waiting time 35.41 73.52 68.60 75.45 61.33 

Basic amenities 72.22 84.31 81.39 85.45 80.44 

Convenient, Near and accessible 64.58 79.41 81.81 81.81 74.66 

Overall score 68.10 83.23 81.5 83.9 78.4 
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5.9.3 Quality of services and client satisfaction 

Majority (81.3%) ofthe beneficiaries responded that the quality of services was good. The 

overall score was 0.74. The clients of the private funded (0.79, SD: 0.28) partnerships 

perceived high about quality than the public funded partnerships (0.64, SD: 0.36) which 

was statistically significant as well (p=0.003). Among the private, the service quality of the 

APAC-USAID funded partnerships (0.73, SD: 0.36) were lower than the other private 

funded partnerships (0.81, SD: 0.24) but it was not statistically significant (p=0.163). 

Regarding the satisfaction, most (70.7%) of the clients were satisfied with the services, 

26.7 percent were satisfied to some extend and only 2. 7 percent were dissatisfied with the 

services (Table-5.29). The overall client satisfaction score was 0.84(SD: 0.26) which was 

in the "target zone". The satisfaction level was slightly higher among the private funded 

partnership beneficiaries (0.85, SD: 0.25) than the public funded (0.79 SD: 0.27) but not 

statistically significant (p=0.114). 65.3 percent of the clients mentioned that they would 

always recommend the services to others. 

Table-5.29 

Satisfaction* 

--- Public APAC Other Private Total 

Satisfied 45(62.5) 34(79) 80(72.7) 159(70.6) 

To some extend 25(34.7) 8(18.6) 27(24.5) 60(26.6) 

Not satisfied 2(2.7) 1(2.3) 3(2.7) 6(2.6) 

Total 72 43 110 225 

Would they recommend to others 

Always 40(55.5) 32(74.4) 75(68.1) 147(65.3) 

If no other option 11(15.2) 8(18.6) 14(12.7) 33(14.6) 

Never 21(29.1) 3(6.9) 21(19) 45(19.9) 

Total 72 43 110 225 

*percentages within parenthesis 

168 



5.9.4 Increased health seeking and perceived health improvement 

When asked, whether the availability of the present facilities increased the frequency of 

seeking STI, HIV I AIDS and other related services, around 69 percent mentioned that there 

was an increase in the frequency of seeking the services (Table-5.30). The mean total 

score for increased health seeking was 0.83 (SD 0.26). Though health seeking frequency 

was slightly higher among the private funded partnerships (0.84, SD 0.24) the difference 

was not statistically significant (p=0.239). The other private funded (0.85, SD 0.21) 

beneficiaries reported of more frequency of health seeking than the APAC-USAID funded 

(0.81, SD 0.21) partnerships (p=O.l32). 

Regarding the health status improvement, as indicated in Table-5 .31, majority of the 

clients (76.4 %) perceived that there was an improvement in the health status after seeking 

services from the partnered interventions. The overall score for the improvement in the 

health status was 0.85 (SD 0.28). More private funded partnership beneficiaries (0.89, SD 

0.21) than the public funded beneficiaries (0.81, SD 0.28) reported health improvement 

which was statistically significant (p=0.024). Among the private funded partnerships, the 

APAC-USAID beneficiaries (0.93, SD: 0.20) reported higher health improvement than the 

other private funded (0.88, SD: 0.22) partnerships but the difference is statistically 

insignificant (p=0.250). 

Table-5.30 

Increased health seeking behaviour* 

Public APAC Other Private Total I 
High 66.6 88.3 78.2 155 (68.9)1 

To some extend 29.2 9.4 20.9 64 (28.4) 

No 4.2 2.3 0.9 6 (2.7) 

Total 100 100 100 225 

*Percentages within parentheses 
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Table-5.31 

Improvement in the health status* .. 
Public APAC Other Private Total 

Increased 65.2 88.3 78.2 172(76.4) 

To some extend 29.1 9.3 20.9 48(21.3) 

No 4.1 2.3 1.8 5(2.2) 

Total 100 100 100 125 

*Percentages within parentheses 

5.9.5 Accessibility of services 

Improvements in the physical and economic access of services to users, convenience of the 

service location and time are some of the important expected outcomes. Although clients 

travelled an average of 20.1 km (range 1-80 km) to access HN/AIDS services, .around 57 

percent of the beneficiaries opined that the services were near and ~asily accessible 

(score:0.74, SD 0.32). 

The private funded (0.79, SD: 0.28) partnership services were more accessible than the 

public funded (0.69, SD: 0.36) partnerships (p=0.003). Among the private funded, APAC­

USAID partnership services (0.73, SD 0.36) were perceived less accessible than the other 

private funded partnerships (0.81, SD 0.24) (p=0.241). 

Also, more than half of the present clients (53.8%) of partnered interventions stated that 

they could not get or access the services prior to accessing the present services, though 

they required the services. Unavailability of services (13%), unaware of the facility 

(31. 8% ), unaffordability, lack of transport, adverse prior experience, and inconvenient 

timing were the important reasons cited by them. But, 46.2 percent were not in need of 

services. 

Around 98 percent of the clients mentioned that they did not pay any money in the form of 

fee for accessing ·the services. But, importantly 41.8 percent felt that they would not have 
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availed this facility if it was not given free. However, 22.1 percent of the clients felt that 

other expenses such as travel cost; inconvenient timing of services were barriers to access 

the services. 

5.9.6 Sustainability 

Only 20 percent of the partners mentioned that they would continue all the existing 

activities, 64.3 percent mentioned that they would continue some activities and around 13 

percent said that they would not be able to continue any activity after the funding period is 

over. But, only 10 percent of the public and 24 percent of the private funded partnerships; 

18.6 percent of the contractual and 27.2 percent of the collaborative; 28.5 percent of the 

AP AC funded and 22.2 percent of the other private funded mentioned that they would 

continue all the services. It clearly shows the difficulty in continuing the services after the 

funding period. 

The funding partners also indicated that partnership activities might not survive after the 

funding period unless they receive funding from other sources for similar activities. As, 

partnership activities were carried out mainly through external funding and so, 

sustainability was a real concern. They also argued that most of the partnerships sustain in 

terms of the capacity development, institutional development etc. However, there was 

consensus that none of the funding partners had a mechanism to follow up the partners 

after the formal funding period was over. Also, few argued that the approach to transfer the 

activities from NGOs to Community based organizations is one of the steps for building 

sustainability. 
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CHAPTER-VI 

DISCUSSION AND CONCLUSIONS 

HOW EFFECTIVE ARE THE PARTNERSHIPS IN 

REACHING THE UNREACHED? 

This thesis is all about two targets - high-risk groups and their first points of contact and 

one key instrument - partnership with the overall aim of enhancing access to 

STI/HIV/AIDS services. Good partnerships tend to increase the STIIHIV/AIDS care 

coverage, improve the quality of care, control excessive user costs to users especially the 

poor, and increase the efficiency and effectiveness of services. Healthy partnerships may 

produce socially desirable benefits, even if they do not result in better outcomes such as 

improved health or reduced social exclusion. Such affiliations also create opportunities to 

learn from partners, increase resources, reduce organizational risk, strengthen competitive 

positions, gain political influence, and secure economies of scale (Bazzoli et al., 1997). 

6.1 Target-1: High-risk groups 

Safer· sex practices using condoms, abstinence before marriage and being faithful to a 

single partner were the main approaches emphasized by various HIV I AIDS interventions 

in India, particularly in Tamil Nadu, as the other mode of transmissions is not very 

prevalent (NACOIUNGASS, 2008). More importantly, safe sex practices among sex 

workers are considered perhaps the most effective method of preventing the spread of the 

epidemic (World Bank, 1997) 

6.1.1 High-risk sexual practices among the unconventional groups 

The study results, while once again indicating the prevalence of high-risk sexual practices 

among the conventional high-risk populations, also showed that such practices were 

prevalent among the so called general population, irrespective of the geographic and socio­

economic variations. This trend makes not only the high-risk population but also the 

general population vulnerable for STis and HIV/AIDS. This is in agreement with the 
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UNGASS report (2008) which explained that the HIV/AIDS epidemic in India is 

characterized by heterogeneity; it seems to be following the Type 4 pattern, where the 

epidemic shifts from the most vulnerable populations such as FSW, IDU, MSM to bridge 

populations such as clients of sex workers, STI patients, partners of drug users and then to 

the general population. The UNAIDS (2004, 2006) also reported that epidemic is affecting 

all the sectors of Indian society not just the high-risk groups such as sex workers, 

intravenous drug users, gays, migrant workers, and lorry (truck) drivers originally 

associated with this infection. 

The results also revealed that unprotected pre-marital, post marital and extra-marital sex 

was significantly prevalent; pre-marital sex was particularly reported among the 

adolescents, students and young employees both in the urban and rural areas. This is 

consistent with the BSS (2006), among 15 and 24 years of age, which found that 8.4 

percent (15 million youngsters) in India, are snuggling up for pre-and post-marital sex 

which is higher than the rate found by similar survey in 2001. Surveys among the general 

population have also reported premarital sexual activity among 7 to 48 percent of male 

respondents and 3 to 10 percent of female respondents (Prasad et al., 2000; Savara, 1992,) 

The BSS (2006) revealed that a significant 15.7 percent of young men and 5.9 percent of· 

the young women (15 to 24 years) had sex with non-regular partners in Tamil Nadu which 

was higher than the national average; the situation was similar among the urban and rural 

areas. Significant pre-marital sex, predominantly sexual activity, among unmarried school 

and college students (mostly in urban areas) has been reported among 8 to 39 percent of 

male students and 1 to 20 percent of female students (Rakesh, 1992; Singh et al., 1998}; 

importantly, these pre-marital sexes were by and large unsafe. Of those who experienced 

sex before marriage, over one-fifth of young women and one-quarter of young men had 

sex with two or more partners. Ever use and consistent use of condoms were also limited; 

only 7 percent of young women and 27 of young men reported that they had ever used a 

condom in their pre-marital sexual relationships, and 3 percent of young women and 13 

percent of young men reported that they had always used a condom (Population Council, 

2009). The BSS (2006) also reported a low level of condom usage among non regular 

partners in Tamir,Nadu (31 %) which makes them vulnerable. 
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This study also recorded the prevalence of extra marital sex both in rural and urban areas. 

Other studies also mentioned about the prevalence of extramarital sex in India. A study · 

done in rural north India revealed that extra-marital sex was common among young men in 

the age-group of 18-25 in all the states (Longkumer et al., 2005). Small scale studies 

among groups such as STI clinic patients and truck drivers have reported higher levels · 

(81-98%) of premarital and extramarital sexual experience and this high risk sexual 

behaviour among the population might increase the HIV/AIDS numbers in India (Rao et 

al., 1994). The problem of extramarital sex can be felt by the fact that 22 percent of new 

HIV cases in India were housewives in relationships with one partner (UNAIDS, 2006). 

More studies have noted that an increasing proportion of HIV infected women are married 

and monogamous (Newmann et al., 2000; Panda et al., 2000; Steinbrook, 2007). A report 

from South India found that 95 percent of HIV infected women were currently or 

previously married, and 88 percent reported a history of monogamy, implying that most 

were infected by their husbands (Newmann et al., 2000).The spouses of these women who 

frequented sex workers, is one of the major driving forces behind the spread of HIV into 

the non-high-risk population. 

6.1.2 Condom use 

This thesis found that, in spite of huge efforts and the resultant elevated knowledge and 

awareness level in the community, safer sex using condoms was still not practiced 

continuously and consistently by both targeted and untargeted groups engaging in high-risk 

sexual practices. BSS and NACO reported an increased condom usage among sex workers, 

MSM, truckers and among the general population (BSS, 2006; NACO, 2008). However, 

the major problem is the discontinuous and inconsistent usage in Tamil Nadu (APAC-BSS, 

2004, 2006). The population-based National Family Health Survey (NFHS-3, 2006) 

revealed that only 24 percent of the rural women and 60 percent of the rural men knew that 

HIV/AIDS could be prevented using condoms and limiting sexual intercourse to one 

uninfected partner whereas 50.5 percent of the urban women and 79 percent of the urban 

men were aware of it. Only, 29.7 percent of the rural men reported using a condom during 

the last high-risk intercourse while 53 percent of the urban men reported so. The National 

Baseline Behavioural Surveillance Survey (BSS, 2001) and End line BSS (2006) among 
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the general population also reported that the proportion of men reporting non-regular 

sexual partners in Tamil Nadu has increased from 6.6 percent in 2001 to 15.4 percent in 

2006, but condom use increased only marginally from 45.4 percent in 2001 to 50.9 percent 

in 2006. In addition, though majority (84%) of sexually active youngsters were aware {)f 

the importance of condoms, but only 40 percent consistently used it (BSS, 2006). All these 

clearly indicate that there are a lot of grey areas which need t{) be addressed by the 

interventions in Tamil Nadu. 

The thesis also disclosed that the reasons for the low level of condom usage were due to 

the lack of availability, difficulty in the accessibility, difficulty in storage and disposal of 

condoms especially in the rural areas. The higher rate of unplanned sex, lack of adequate 

knowledge, perception that condom reduces the pleasure and other misconception related 

to condoms was also contributing to unsafe sexual practices. Many studies reported the 

same as well. Roth et al. (200 1) reported that the lack of privacy in stores and the social 

stigma associated with condom use were indicated as the most significant barriers of 

condom usage. Even the highly targeted groups like FSWs, MSMs and Truckers were not 

able to maintain continuous and consistent use of condoms. A study among the truckers 

revealed that various myths and misconception and lack of availability when required, 

prevented them to use condoms (Saini and Singh, 2004). A study among the MSM 

population revealed that around 4 7 percent did not use condom during the last encounter 

and the reasons were non-availability of condom, dissatisfaction with condoms, not needed 

with regular partner and partner's objection to condom use (Dandona et al., 2004). Many 

sex workers have too little ability to negotiate with all their clients to use condoms for 

want of more money and also due to the fear of losing the clients. UNAIDS (2002) stated 

that condom use varies among sex workers and the decision to use condoms is often 

controlled by the customer or brothel owner. Descriptive and analytical studies show that 

sex workers commonly use condoms less often with regular partners, spouses, and non­

paying customers (Ngugi et al., 1999). The BSS (2006) indicated that, among the female 

sex workers, though there was a high level condom usage during their last encounter, 

consistent condom usage among the female sex workers with their paying client was 54.1 

percent and with' the regular client it was 9.2 percent in Tamil Nadu. Condom use for 
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penetrative sex with the regular sex partner was negligible, and 41.8 percent FSWs had 

neither used condom consistently with clients and nor had used with their regular sex 

partner in the last sexual act (Dandona et al., 2005). Moreover the study revealed condom 

usage was very. much influenced by the appearance, education and socio-economic status 

of the partners as the perception of risk was associated more with socio-economic status 

rather than with behaviour. This lower condom usage among the high risk population 

denotes low usage of condom among the general population who are often their clients. 

Also, Indian women are especially vulnerable due to their low levels of awareness and 

education. Because of their low status and limited access to resources, women in poverty 

are not able to negotiate for safe sex including condom use, which makes them vulnerable 

to diseases including HIV infections (Kodandapani and Alpert, 2007). 

6.1.3 Emerging new high-risk groups 

The study results clearly indicates that there are many newly emerging hitherto untargeted 

high-risk populations that are vulnerable to STIIHIV/AIDS other than the highly targeted 

groups such as CSWs, MSMs, IVDUs, Truckers and migrants. Other studies and reports 

too documented that the HIV/ AIDS epidemic has already moved from the high-risk to the 

general population and to rural areas (NACO, 1999, 2004; Mitra, 2004; NACO, 2008). As 

mentioned earlier, it was mainly through the bridge population as well as due to the high 

risk sexual behaviours among the general community. Unlike other states, in Tamil Nadu, 

the prevalence was higher among the female populations (Male: Female 0. 7:1) and among 

the rural (NFHS 3, 2006; NACO, 2006) which is a clear indication that the epidemic has 

matured and penetrated the general population (Claeson and Alexander, 2008). 

According to the thesis results, many new groups could be perceived and categorized as 

high-risk based on their high-risk sexual activities. Construction workers (78%), casual 

labourers (47%), industry workers in the urban areas (64%) as well as village small scale 

industry workers (37%), college students and youngsters (29%), different types of vendors 

( 41% ), tribal population and few other population groups were identified as new high-risk 

groups. Very importantly, sexual partners of these new high-risk groups were not only 

commercial sex workers but also from the general community. This might propel the 
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overall incidence and prevalence of the epidemic. It was also revealed that these high-risk 

population groups, who are the drivers of the epidemics, vary from place to place and from 

district to district. The National AIDS control organization (2008) reported that the 

epidemic in India is really a collection of a number of small and large localized epidemics 

with their own dynamics and rates of growth, in different groups and parts of the country, 

reflecting the diversity in socio-cultural patterns and multiple vu1'1erabilities present in the 

country (NACO, 2008). Several studies also reported that hl,.ere were many emerging high 

risk population, vulnerable for HIVIAIDS. For example, BPO and call centres- employees 

are considered vulnerable for HIV I AIDS as incidents of alcohol, drug abuse and 

HIVIAIDS were on the rise where an estimated 1.3 million youth are working (UNODC, 

2007). It was also reported that street children who are estimated to be 18 million in India, 

were vulnerable for host of reasons (International Herald Tribune, 2006). Many of them 

were injecting drug users, they were exposed to sexual abuse and they have very little 

access to safe healthcare. In addition, several tribal were mentioned as high-risk groups for 

STI, HIV I AIDS due to the lack of structured marriages and tribal permissiveness for pre 

and extra-marital sexual relationships (Naik et al., 2002) 

Given the situation, the strategies need to focus not only the conventional high risk 

population but also the emerging high-risk populations. It is also true that many high-risk 

groups revealed in the study have been recognized by few partnerships and they have 

included them in their interventions. However, Out of the 129 targeted interventions which 

were being carried out by different agencies in partnerships with the NGOs in 2007-08, 

84(65%) intervention were for the conventional high risk groups and 30 (23.2%) 

interventions were for the bridge population like truckers and migrants and only 15 for the 

other groups. 

The trend of high-risk sexual activities mainly depends upon the opportunity and the 

facilitating environment for sexual activities. Many new high-risk groups emerged due to 

their work environment and the opportunity they might get to indulge in sexual practices 

within the premises. Besides, lack of knowledge and misconception among the community 

was mentioned a~ a factor for few specific groups entering into high-risk sexual practices. 
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As the concentration of high-risk population varied across different social and geographic 

contexts, interventions need to be placed according to the local need because the localized 

epidemic would have different type of high risk populations as well as speci:f;ic pattern of 

risk behaviours which need to be addressed. In addition to addressing high prevalence 

groups, more attention is needed for people perceived to be at low risk, such as married 

women and the rural population, as HIV spreads amongst the general population and to the 

rural areas in Tamil Nadu. Much analysis is also rreeded to determine whether the present 

strategies are appropriate regionally in order to redesign and reprioritize according to }{)cal 

need. 

6.2 Target-2: STI/HIV/AIDS care seeking: first points of contact 

The results indicated that fear, stigma and discrimination in the community, work places 

and health settings; the myths and misconceptions played a major role in the health seeking 

behaviour of the vulnerable and the infected. These factors not only prevented them to seek 

care and treatment but to seek HN I AIDS services from far off places and from unqualified 

health care providers. 

Centre for Disease Control (2008) reported that shame, stigmatization or both lead many 

affected individuals to seek treatment outside established health care systems, whether with 

traditional healers, self-treatment using alternative medicines or over-the-counter remedies, 

or through other avenues or to not seek treatment at all. The delay in the treatment seeking 

as well as the self-medication many a times increased the severity of the problem. 

According to the thesis study, other common factors influencing the health seeking 

behaviour were, distance, geographical location, affordability, and experience with the 

providers, the perceived quality as well as social, cultural barriers and beliefs. The result of 

the study is consistent with several other studies and reports. Roy et al. (1998) mentioned 

that inhibition, time and distance were important considerations for seeking care for 

sexually transmitted diseases. A study reported that treatment-seeking in India is 

determined by a number of variables, among which are: perceived seriousness and 

causality of symptoms; availability and accessibility of health care; costs (including 
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opportunity costs) of treatment; perceived and actual quality of care; and beliefs about the 

appropriate provider to consult (Hawkes and Santhya, 2002). 

In consistence with the fmding of this study, Prasad et al. (2000) reported that there was 

huge delay in seeking the treatment and it was also reported that women in rural Tamil 

Nadu waited, on average, for a month before seeking any treatment. There are variable 

proportions of symptomatic men who seek care (Joseph et al., 1998). WHO (2004) cited 

lack of confidentiality, financial limitation, lack of friendly services, ignorance as the 

reasons for the adolescents not to seek care when they get STis. Poverty is directly related 

to nutritional status and health seeking behaviour especially relevant with respect to STis 

(UNESCO, 2002). 

The study indicated that myths and misconceptions prevented seeking of health care which 

is in line with UNESCO (2002) which reported that beliefs and perceptions of the 

community influenced the seeking of treatment for STis. It was also determined that 

denial, stigma and discrimination as one of the issues affecting the health seeking 

behaviours. Though men seek care and treatment for STis, but do not necessarily inform 

their wives or partners and later when wives get infected most of them do not have the 

courage to disclose it to their husbands. Due to the culture of silence, seeking treatment for 

women is often the last recourse (UNESCO, 2002). It also reports that young people, 

especially girls and women do not seek treatment for STI due to embarrassment. In the 

event of falling sick, the options available to them are no treatment but rest. Findings from 

the recent study done among the MSM stated that as result of discrimination many turned 

to the local unqualified providers or even used a friend's prescription for treatment 

(Sankalp, 2008). Other studies also reported that stigma and discrimination against people 

living with HIV/AIDS in hospitals, clinics and other health care settings discourage many 

from seeking care which include denial of and delayed treatment, segregation and isolation 

from other patients, and early discharge (Mahendra et al., 2002; UNAIDS, 2006). Negative 

attitudes from health care staff have generated anxiety and fear among many people living 

with HIV/AIDS. As a result, many keep their status secret (Kodandapani and Alpert, 2007; 

Deshmukh, Kavi, and Anand, 2004). Stigma also affects prevention efforts with the 

harassment of AIDS outreach workers and peer educators (Human Rights News, 2002). 
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The social consequences of both felt and enacted stigma are experienced by the individuals 

in terms of their rights, freedom, self-identity and social interactions that often influence 

the decisions to seek HIV testing and to access prevention services (Green, 1995). In 

addition, discrimination within the families and communities, health care settings, and 

employment is documented in many studies in India which influenced the health care 

seeking as well as open admission of their status (UNAIDS, 2001; Bharat and Aggleton, 

1999). The NFHS (3) also reported that only 42 percent of the urban and 33 percent of the 

rural population; 34 percent of the women and 37 percent of the men had the accepting 

attitude towards the PLWHAs. But in Tamil Nadu state, only 12 percent of the women and 

14 percent of the men had the accepting attitude which is an indication that stigma is still 

highly prevalent in Tamil Nadu. Considering the situation, the partnered interventions 

need to address the factors affecting the health care seeking behaviour of the affected. It is 

not only the behavioural interventions but structural interventions which address the 

prevailing issues affecting the health care seeking is very important to make a dent on the 

disease. 

Though the desired health care seeking behaviour for an individual to respond to an illness 

episode related to STI and HIV I AIDS is by seeking first and foremost help from a trained 

doctor in a formal health care setting, the study results clearly brought out the facts that the 

first points of contact for the affected and vulnerable community were a variety of 

providers including fully and less than fully qualified providers of different systems of 

medicine. The combing process revealed that majority of them (82.5%) was from the 

private sector. 

6.2.1 Formal government health care setting 

Around 36 percent of the discussions mentioned government health care setting as their 

first points of contact. The BSS (2006) also reported that 22 percent of the urban and 26 

percent of the rural population sought STI treatment from government hospitals in Tamil 

Nadu. The low preference was because of the lack of confidentiality, high waiting time 

and perceived quality (BSS, 2001 ). 
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6.2.2 Formal private sector 

Majority of the focus group discussions(72.8%) mentioned private qualified allopath 

practitioners either in a solo clinic or in a health care setting, as the first points of contact 

when they get an STI or doubtful about STI. Surveys of health seeking behaviour in India 

are also in consistent with the study which indicated that the pC'or increasingly prefer and 

use private providers of healthcare, as opposed to public providers (Bennett, 1997). The 

poor, as well as the rich, often seek health care from private providers, including for 

conditions of public health importance such as malaria, tuberculosis, and sexually 

transmitted infections in spite ofthe fact that the services of public providers are free (Zwi 

et al, 2001; Uplekar, 1998). WHO (2002) reports that in the South-East Asia region, 60-70 

percent of all patients with tuberculosis and an equal number of patients with STis 

preferred to use the private sector. Bhat (1999) stated that these private providers are a 

major source of care in rural India and especially over 71 percent of all non-hospitalized 

rural illness in Tamil Nadu was treated at private facilities. As reflected in the study, the 

private practitioners were often the first points of contact especially for the rural poor in 

the health system, largely due to their extensive reach and coverage of the population 

(Yadav et al., 2009). The BSS (2006) also reported of a higher proportion of STI infected 

seeking treatment from the private sector. The recent study indicated that uptake of 

HIV/AIDS testing services in the private sector was around 50 percent and in Tamil Nadu 

57 percent of the men and 49 percent of the women sought testing services from the private 

sector (Selvaraju, 2009). A study in Chennai also documented a significant number of high 

volume private laboratories conducting HIV testing, with a large number of both men and 

women seeking testing (Solomon et al., 2002). 

6.2.3 Less than fully qualified practitioners (LTFQs) 

The next major group was (67.7%) the registered medical practitioners (RMP) and 

registered Indian medical practitioners (RIMP) who are often less than fully qualified 

practitioners (LTFQs) and they were one of the strong favourites for both the urban and 

rural STI care seekers. A survey indicates that approximately 1.25 million unqualified rural 

medical practitioners were in India (Rohde and Viswanathan, 1995). Martens et al. (1998) 

states that private medical practitioners especially the unqualified private health providers 
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are the primary sources of initial ambulatory care for the rural poor in India. Prakasamma 

(1993) stated that the unqualified private providers found a niche market and began to 

provide the services demanded by the rural population. Rhode and Viswanathan (1995) 

stated that rural private providers were found to be the mainstay of rural medical care, 

consulted first (and exclusively in most cases) for 60-80 percent of illness, especially for 

women and children. They also stated that the existing network of rural practitioners is the 

defacto primary health care system of rural India. Another report says that the rural 

medical practitioners (RMPs), who provide 80 percent of outpatient care, have no formal 

qualifications for it (Kumar et al., 2007). As found from the study, the high demand for 

unqualified private providers in rural India is also attributable to a complex interaction of 

factors such as lower cost, accessibility, and the ability of these providers to combine 

traditional and allopathic medical systems to meet client demand and perceptions of 

quality care (Khare, 1996). 

Traditional healers (55.9%) were also one of the first points of contact stated by the 

discussion. It was stated by Mackian et al. (2004) that, for some illnesses, people will 

chose traditional healers, village homeopaths, or untrained allopathic doctors above 

formally trained practitioners or government health facilities. A report by the CDC and 

World Bank (2008) pointed that many men do not utilize public sector primary care 

systems for STI care, although they may seek treatment from private sector or with 

alternative providers (e.g., traditional healers, pharmacists). A survey of 1,667 HIV 

infected persons in 4 regions of India found that 41 percent reported using some form of 

traditional Indian medicine and homeopathy although only 5 percent believed that this was 

more effective than allopathic ART (Ramachandan et al., 2007). As revealed by the study, 

many of these medicines are locally prepared and it is available in the market with the 

claim that complete cure is possible (Klein, 2007). Therefore, it is also important for the 

government and policy makers to really assess the claim by the alternative system of 

medicine so that the affected community will know the potential benefits and harms of 

using that, in addition to the encouragement of further research to understand the 

effectiveness and mechanism of action in the treatment ofHIV/AIDS. 
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6.2.4 Qualified other system of practitioners 

A significant proportion of the discussions mentioned about the qualified practitioners of 

other system of medicines like Siddha, Ayurved and Homeopathy in addition to the 

traditional healers and local herbal practitioners. This is because of the widespread 

availability of this type of providers and in many viJlages they were the only providers 

available to the community. Studies indicate many qualified non-allopathic healthcare 

providers, including homeopathic and ayurvedic practitioners, who are a readily accessible 

form ofhealthcare especially in rural areas (Singh et al., 2{)05; Lambert, 1997). Presently it 

is estimated, India has over 600,000 registered A YUSH practitioners including ayurvedic 

doctors (60%), homeopaths (30%), and yunani providers (6%); and probably much more 

non-registered A YUSH healers, including most of the gurus and other purist traditional 

healers. There are nationwide about 70 registered A YUSH providers and 50 allopaths per 

100,000 populations (MOHFW, 2004; WHO, 2004). The WHO (2003) says that over 65 

percent of the population in rural India use Traditional Indian Medicine, Homeopathy and 

medicinal plants to help meet their primary health care needs. This is used to treat a wide 

variety of conditions, including cancer, diabetes · and HIV I AIDS (Banerji, 1981; 

Deivanayagam et al., 2001). 

6.2.5 Pharmacists 

Pharmacists or medical stores were mentioned as the first points of contact by a significant 

proportion of the community (66.1 %) during a STI infection especially in the rural areas. 

According to the results, these pharmacists even run clinics with some doctors' name. 

These pharmacists or medical stores were accessed because of easy and quick process; 

cheap without many investigations, availability, and possibility to get medicines according 

to the need of the clients were some reasons. As a result, they reflect a growing tendency to 

avoid medication and prefer self-medication (by consulting with chemists and medical 

stores) rather than seek formal services (Singh et al., 2005). Though the quality of the 

services provided by the pharmacists is questioned and unclear, considering the number 

and the amount of services provided, these phrumacies are considered a valuable resource 

for health advice'and medicines in many communities (Smith, 2009). 
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Other first points of contact were village health nurses (VHN, 33.8%). Many women in 

rural areas disclose their health conditions only to VHNs as they were interacting with 

them closely and also they were the only health care provider accessible to them. In many 

occasions, the affected get medicines even from the grocery stores where medicines are 

available for basic ailments. The other health care workers (37.2%) like nurses,. lab 

~echnician, pharmacists, field level health care workers who reside in the nearby areas were 

also mentioned as the first points of contact for STis. A recent study is in consistent with 

the present study which disclosed that a significant proportion especially women get . 

treatment from private nurses, dais, pharmacist and other healthcare workers for STI arid 

RTI related symptoms (Bhawsar, Singh and Khanna, 2005). 

Results indicated that all these private qualified and unqualified providers were accessed 

because of the close proximity, respectful treatment, less waiting time, cheaper, easy 

accessibility, better and more flexible access, responsive to the needs and confidentiality 

which is consistent with many studies related to other diseases as well (Khare, 1996; Bhat, 

1999; Nandraj and Duggal, 1996; Phadke and others 1995; WHO, 2002). The provider 

interviews among both the qualified and less than fully qualified practitioners also revealed 

that cost, proximity, low cost were the main reasons for the clients to access them for STI 

and HiviAIDS related services. 

6.2.6 Provider potential and willingness to get involved in IDV I AIDS eontrol 

It has been proved once again that the private sector is the first points of contact for a vast 

majority of people which is in consistent with many studies. The mapping and the provider 

interviews also revealed that there was a high proportion (82.5%) of private qualified and 

unqualified practitioners available as well as offering STI, HIV I AIDS related services. 

Majority (81.6 %) of the providers felt that that the prevalence ofSTis and HIVIAIDS was 

significant and around 61 percent of the providers were getting STis including HIV I AIDS 

cases also. In addition, a significant proportion (63.2%) of the providers had the ability to 

manage HIVIAIDS cases (81% qualified 59% LTFQ-Trained and 53% LTFQ-Untrained) 

and around 60 percent had prior experience of managing HIVIAIDS (63% Qualified, 63% 

LTFQ-Trained an.d 55% LTFQ-Untrained) in the recent past as wetl. 
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Invariably all the providers irrespective of the types, showed their willingness in 

prevention and counselling activities in collaboration with the public, private or not-for 

profit sector. More qualified providers (84.3%) and 66 percent of the LTFQs-Trained and 

59 percent of the LTFQs-Untrained showed their willingness to involve in treatment and 

care of HIV I AIDS as well. The major factors preventing them to involve in the 

management ofHIVIAIDS were lack of knowledge (32.8%) and lack of facilities (35.8%). 

Fear oflosing clients (13.4 %), fear of contracting the disease (13.4 percent) were the other 

major reason quoted by the providers. 

Therefore, it is very important that partnership initiatives need to have new strategies to 

effectively reach out the locally relevant untargeted risk groups and HN I AIDS care 

providers by redefining the programme scope. In addition, the hitherto unutilized local 

health care providers or the first-contact points could be involved in the management of 

HIV I AIDS care. They prove to be additional cost-effective resources for HIV I AIDS care 

and could be part of a specific aspect of identification of suspects, HIV testing,. treatment, 

or care. With appropriate training, provision of facilities, and incentives, majority (81%) of 

the fully trained physicians could be involved in HIV I AIDS care including the 

administration ofART. LTFQs, on the other hand, could be involved in identification of 

HIV suspects, HIV prevention and counselling and referrals. In addition, considering the 

cost effectiveness of syndrome management of STis using algorithms(Vuylsteke, 2004), 

. especially in resource-constrained settings, the LTFQs could be trained in STis 

management in order to ensure the quality as well as wider reach of STI services especially 

in the rural areas. Otherwise, numerous high-risk people may be missed or may continue to 

receive inappropriate treatment. Increasingly health care seeking behaviour studies are 

coming to the conclusion that traditional and unqualified practitioners need to be 

recognized as 'the main providers of care in relation to some health problems in 

developing countries (Parkrust and Rahman, 2000; Mackian, 2004). There is also a 

realization that public and private sectors in health can potentially gain from one another in 

the form of resources, technology, knowledge and skills and cost efficiency (ADBI, 2000). 

Therefore, it is vital to bring all the potential private health service providers such as 

medical colleges, hospitals, industrial or corporate hospitals, nursing homes, NGOs, 
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practicing doctors and even the L TFQs and jointly plan and implement the programmes 

with the public sector for the success of public health programmes like HIV/AIDS 

interventions, so that the spread and the effect of the disease could be controlled 

effectively. 

Tbis study also clearly indicated the availability and capacity of various private providers 

to provide HIV/AIDS-related services, and their willingness to partner with governments 

and donors. So, it is suggested that donors and governments could explore ways to partner 

with the potential for-profit sector not only to deliver HIV/AIDS related services to all the 

people but also to ensure that private providers' services meet quality standards and follow 

accepted protocols for HIV/AIDS related services. 

6.3 Evaluation of the Partnerships 

This study provided evidence on the effectiveness of partnerships in the management and 

control of HIV/AIDS in Tamil Nadu state. It mainly elicited critical information related 

partnerships such as their primary objective, recognized need, motive, pre-partnerships 

processes, the inputs mustered, the process effectiveness and the perceived as well as the 

systemic outcome of the partnerships. It evaluated the effectiveness of partnerships and the 

predictors of effectiveness through the eyes of the implementing partners, funding partners 

and the beneficiaries of partnerships. It also identified the variation in the inputs, process 

measures and outcome of the different types of partnerships. 

6.3.1 Objectives of partnered interventions: need for widening scope 

The results indicate that the primary objective of more than half (54%) of the partnerships 

was prevention and promotion. Excluding the care and support partnerships, majority of 

the (73%) of the partnerships was for targeted interventions targeting conventional high 

risk groups like CSWs, MSMs, Truckers and Migrants. Also, it can be found that in the 

light of declining prevalence among high-risk groups there were many high risk groups 

emerging amon~ the general population. It is also important to note that high risk sexual 
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practices and high risk groups vary across communities, districts, reg10ns and social 

groups. In order to ensure the prevention strategies to reach out needy, it is vital to reorient 

the partnered interventions especially targeted interventions, widen the scope of targets and 

to include locally relevant high risk groups in addition to the conventional high risk 

groups. The literature also indicates that combination prevention, that is a combination of 

behavioural, structural, and biomedical prevention paradigms and approaches (Rao et al, 

2008; Padian et al., 2008; Coates et al., 2008) adapted and prioritized to specific contexts 

and based on scientifically derived evidence and bottom-up wisdom and ownership of 

local communities offers the best hope for success in prevention (UNAIDS, 2004). 

6.3.2 Partnership motives 

The study indicated that the underlying motive (explicit or implicit) of a higher number of 

partnerships was either to attract financial resources or to strengthen their organizations 

and only 26 percent felt of a need in the community for HIV /IDS issues.. This is in 

corroboration with many reports that there is mushrooming of new private NGOs after the 

origin of HIV I AIDS in India (John, 2008; Pace and Bagasra, 2008) mainly because of the 

increased funding. The World Bank's (2007) detailed implementation review of the Indian 

health sector also reported that the real motive of many NGOs in India is fmancial 

resources. The present study also revealed that around 31 percent of the total budget of the 

·organizations was for HIV/AIDS which reveals that HIV/AIDS funding was one of the 

important component for these organizations. However, our study results revealed that 

most of the (83%) organizations took up HIV/AIDS issue at a later point of time which 

means that they have started the organization well before they took up HIV I AIDS as one of 

their objective, which is not in agreement with the notion that many organizations were 

started exclusively to receive HIV/AIDS funding. However, in spite of the pivotal role of 

NGOs in the HIV/AIDS control (Barnett and others, 2001; NACO, 2007) these motives 

obviously raise the suspicion of the credentials of few organizations and it reinforces the 

need for a strong regulatory mechanism as well as a robust and transparent partner 

selection procedures and monitoring mechanism which would increase the effectiveness. 

(Dowling et al, 2004). It can be noted that, partnerships whose motive was to fulfil the 

community need, performed relatively better in the partnership processes (score: 0.75, SD 
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0.11) and outcome (0. 78, SD 0.08) whereas those whose motive was to attract financial 

resources and other reasons have scored relatively low. Also, the satisfaction level of those 

whose motive was to fulfil the community need was higher than others which were 

statistically significant. Literature also suggests that there is a positive relationship between 

satisfaction and performance (Anderson and Narus, 1990). Mohr and Spekman(1994) says 

that partnerships generating satisfaction exist when performance expectations are achieved 

6.3.3 The process and outcome effectiveness 

Results indicated that partnership appears to be functioning well in terms of process 

effectiveness as well as perceived outcome. The overall process effectiveness score was 

0.68, falling in "target zone". At the same time, nine process components were in the 

"work zone" which means that there is much scope for improvement in the process 

measures of partnerships as well. The over all perceived outcome score was 0.74 which 

was in the "target zone" which means that the perceived outcome was indeed good. The 

individual scores of the partnerships also revealed that 69.6 percent were in the "work 

zone" in terms of the process scores and 17 percent in "work zone" in terms of the 

perceived outcome. However, despite the satisfactory performances of the partnerships, a 

significant proportion of partnerships were in the "work zone " which means that there is a 

need for improvement and also there is a scope for them to maximize the effectiveness to 

optimum level. 

6.3.3.1 Partnership longevity and effectiveness 

The results indicated no association between the longevity of the partnerships and the 

process (r=0.08, P=0.509) and perceived outcome (r=0.05, P=0.706). This is in agreement 

with few studies which mentioned that the value of a partnership is not necessarily 

measured in the longevity of the partnership and partnership longevity may not be an 

indicator of success (Kingsley and O'neil, 2004). But, there is a common thinking that 

mutual understanding and the relationship between partners could be strengthened and the 

partners could learn the way of working if partnerships are longer enough. Others argue 

that although success in strategic partnerships might be viewed as a function of 
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continuation, relationship longevity may not absolutely capture the partnerships success as 

some partnership purposely dissolved after a period oftime (Pace et al., 2000). 

6.3.3.2 Human and financial resources and effectiveness 

The partnership evaluation did not indicate any association between the size of the human 

resources and the process (r=0.12, P = 0.32), perceived outcome (r= 0.12, p=0.331) of the 

partnerships. However, the financial resources available for the partnerships had a weak 

association with the process (r=0.25, p=0.03) but no association with the outcome(r=O.l6, 

p=0.180). The exiting literature also defines that it is not the size of the resources but 

adequate financial and well tailored human resources to implement the planned activities 

(Buse and Harmer, 2007), transparency in the financial resources each partner brings to the 

partnership(Walt and Buse,2006) combing and leveraging the human and material 

resources (Lasker et al., 1997; Wandersman, Goodman, and Butterfoss, 1997), effective 

and efficient use of the available resources (Nikolic and Maikisch, 2007; World Bank, 

2007) as important factors associated with the effectiveness of partnerships. In addition, 

one of the critical issues in partnerships, all over the world, is the timely release of grants 

or reimbursements to the private partner which affects the effectiveness of partnerships 

(Venkatraman, 2008). The present study also found that the adequacy, timely availability 

of funds and effective utilization had a positive association with the perceived outcome of 

partnerships(r=0.642, p<O.OOI) 

6.3.3.3 Process effectiveness and perceived outcome 

As established by many descriptive and empirical studies on partnership which mentioned 

process factors generally influences the outcome (Dowling et al, 2004; Wandersman, 

Goodman and Butterfoss, 1997; Kumpfer et al, 1993), the present study also revealed that 

the process effectiveness was very much associated with the (r=0.778, p<0.001) perceived 

outcome, implying that 'better' process implementations resulted in 'better' outcome. 

Except three, 17 percent of the process components had positive correlation with perceived 

outcome. In other way, the outcome of the partnerships can be increased by implementing 

the most of the process components effectively. Druce and Harmer (2004) also defined that 
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there is a causal link between the various determinants or processes and results at various 

levels. 

According to the bivariate analysis, perceived outcome was highly correlated (r=0.51 and 

above) with the process components such as, resource flow(r=0.642), leadership(r=0.600), 

monitoring and review (r=0.591), inclusive and participatory(r=0.588), clarity and realism 

of purpose(r=0.545), muh!al Trust(r=0.526), communication(r=0.509). These results of tlte 

study corroborated with previous research on partnership effectiveness. The strol!g 
' .,.,. •\;. 

correlation with the resour~ flow is in agreement with many studies which mentioned 

those adequate, necessary resources and rpgular flow funds to carry out planned activities 

or to finance the true costs required for partnership is essential for ~e success of 

partnerships (Venkatraman, 2000; Buse and Harmer, 2007; Wildridge et al, · 2004). Th~ 

importance of individual leadership in predicting partnership effectiveness substantiated 

previous earlier studies (Waddock and Bannister, 1991). Many literatures have m~tioned 

that successful partnerships require agreement about the purpose and a clear need for 

partnerships (Harrison, 1999; Evans and Killoran, 2000; Jones, 2000; Asth~ et at., 

2002). As found in the study, communication and mutual trust were also mentioned as an 

influencing factor of effectiveness in many studies. The study adds credence to tpe notion 

that ~ommunication problems are associated with the lack of success in partnerships 

(Sullivan and Peterson, 1982). Buse and Harmer (2007) and Mouawad (2004) enwh~ized 

the participatory nature of functioning and decision making in the partnerships. Moreov~, 

Waddock and Bannister (1991) defined, mutual trust, adequate power to make 

decisions(autonomy), mutualbenefit, right partners, interdependency, need of partnerships, 
·. ' .~ ' · .. 

mutuality(power balance), well defined objectives, strategic review, robust fl!Onitoring 

mechanism, leadership as important process factors facilitating the outcome of ~ 

partnerships. Few others also emphasized improved communication, strong leadership, 

trust and personal investment (Gunn, 1990; Reid, 1988). 

The moderate correlates (r=0.25 to 0.49) included complaints management(r=0.498), 

mutuality(r=0.449), Interdependency(r=0.437), internal governance (r=0.460), clear 

working arrangements(r=0.496), accountability(r=0426), transparency (r=0.409), risk 

management (f=0.368) and autonomy (r=0.372). These factors are also in agreement with 
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existing studies. Hardy et al, 2003 emphasised the need for clear working arrangements. 

Buse and Harmer (2007) mentioned about the need for good governance and transparency 

in the partnerships functioning. Satisfactory accountability arrangements, plus appropriate 

audit, assessment and monitoring of the partnership are regarded as essential for successful 

partnerships by few others (Evans and Killoran 2000, Campbel12001, Charlesworth 2001). 

Others mentioned that successful partnerships are truly authentic, promoting transparency 

and accountability (Rasmussen and Agarwal, 2000). Mutuality, which is the degree of 

equality in the interactions among organizations, was also mentioned by few authors 

(Brinkerhoff, 2002; Kellner and Thackray, 1999). Autonomy was considered as one of the 

core elements of viable partnerships (WHO, 1999). But it is also important to note that 

flexibility in tlie partnership functioning, organization identity and co-ordination with the 

state and the existing health system as process component were not associated with the 

perceived outcome though there were cited by the existing literature. 

Other important finding is that high correlates of outcome was behavioural characteristics 

such as leadership, inclusive and participatory, mutual trust, communication etc. The 

literature also demonstrates that successful partnerships generally demonstrate more 

intense behavioural characteristics (Borys and Jemison, 1989). So, by improving the 

process measures which has a strong association, the outcome could be increased. 

6.3.4 Partnership types and effectiveness 

Though the overall score of the process and outcome scores were in the "target zone", the 

results indicated that there was a statistically significant variation (p<O.OOl) between the 

private funded and the public funded partnerships. Especially the process effectiveness 

score of the public funded partnerships (0.56, SD 0.13) was in the "work zone" whereas 

the outcome score was 0.69(SD 0.08), the lower part of the "target zone". When analyzed 

based on the individual scores of the partnerships, 25 percent of the public funded and 75 

percent of the private funded partnerships were in the "target zone" in terms of process 

and 96 percent of the private funded and 60 percent of them were in the "Target zone" in 

terms of the perceived outcome. 
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While analyzing the components it was found that majority (13 components) of the process 

components of the public funded partnerships were in the "work zone" while 5 

components of the private funded were in the "work zone" and in terms of perceived 

outcome, 5 components of public funded were in the "work zone" whereas only two 

component of the private funded were in the "work zone ". But, it is also important to 

recognize that none of the components of public and private funded partnerships were in 

the "Danger zone". 

The systemic outcome results also indicated a significant variation between the public and 

private funded partnerships in terms of the equity enhancement, responsiveness, quality of 

services, client satisfaction, and increased health seeking, and perceived health 

improvement, access of services and sustainability of services which were mainly the 

perspectives of the beneficiaries of the partnerships. 

There are lots of reasons for the relatively lower performance of the public funded 

partnerships. Firstly, when comparing with the private funded partnerships, the inputs for 

the public funded partnerships were low. For example, the human resources available for 

the public funded was 7.6 staff /partnerships whereas the private funded had 8.4 and the 

AP AC funded partnerships had 11.4 staff; the public funded had a annual budget of Rs 

0.85 million whereas the private funded had Rs 1.01 million and the APAC funded had Rs 

1.41 million. But, the expected results out of the similar interventions are almost equal for 

both of the partnerships. Though the inputs of the partnerships did not show significant 

association with the perceived outcome, even a weak association might have affected the 

performance. Second reason is the lower salary and benefits for the employees in the 

public funded partnerships comparing with the private funded partnerships. Because of 

these, it was observed that there was a higher level of attrition among the employees of the 

public funded partnerships which might have affected the effectiveness. Leadership in the 

public funded partnerships was another factor. The leaders of the public funded 

partnerships were mainly bureaucrats and frequent transfer for them was prevalent. In 

addition, though both the public and private funding partners were partnering with mainly 

the non-gove~ental organizations, the working style of the implementing partner was 

very much influenced by the funding partner. Though state AIDS control 
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societies(Funding partner) are registered as societies in order to have more flexibility and 

autonomy, it cannot be denied that the bureaucratic approach still exists and in fact they 

have relatively less flexibility to respond effectively to local realities reallocate financial, 

capital and human resources to achieve better outcomes. Few literature also argued that the 

voluntary sector ceases to function properly when organizations within it partner with the 

state, given the latter's coercive powers (Boettke and Prychitko, 2003). Huxham and 

Vangen(l996) argued that democracy and equality are problems and concerns when 

partnering with the state. In addition, the public sector was involved in all the areas of 

HIV/AIDS whereas the private funded partnerships were involved in specific activities 

with relatively less number of interventions. So managing the high number of partnerships 

would be a difficult process for the public partners which might have resulted in relatively 

poor performance. 

Moreover, among the public funded partnerships which scored low(less than 0.50) in the 

process components were, resource flow (0.38), internal governance (0.45), transparency 

(0.44), inclusivity or participatory(0.4l),complaints management(0.40) and 

autonomy(0.48). As established, resource flow was one of the important correlates of 

effectiveness. Many public funded partnerships mentioned negatively about the timely 

release of funds and sufficient funds for the activities. The key informants of the 

implementing partners also agreed that it was a problem due to various reasons. Besides, 

lack of clearly defined roles and responsibilities, lack of transparency in the selection 

process which affected the selection of right partner, lack of participatory decision making 

and functioning, dominance of the funding partner and poor conflict management process 

might have really influenced the effectiveness of the public funded partnerships. h1 

addition to this, as found in the process evaluation, lack of adequate communication, 

robust monitoring mechanisms and clear working arrangements might be other reasons for 

the relatively low effectiveness of the public funded partnerships. 

At the same time, the private funded partnerships were performing better and there mig.~t 

be lots of reasons for that. The relatively higher availability of resources and the higher 

salary and benefits for the employees might have added to the performance. The major 

reason was that the private funded partnerships were forced to perform and show results to 
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their donor. The robust selection procedures, performance targets, the performed based 

reviews, stable leaderships, effective monitoring mechanism, and participatory decision 

making and functioning, less bureaucratic procedures might have influenced the 

effectiveness. Prompt and effective communication between the partners also made them 

more effective. Especially, the relative higher autonomy and flexibility enjoyed by th_e 

funding partners allowed them to take decisions immediately and act according to the local 

needs which in turn might have resulted in operational efficiency. It is also in agreement 

with existing literature that operational efficiency of the private sector is better (Radwan, 

2005, WHO, 2001) especially the non-profit sector (World Bank, 2004) 

6.3.4.1 Private funded partnerships 

Comparisons were made between the AP AC-USAID funded partnerships and the other 

private funded partnerships. The results indicated that the APAC-USAID funded 

partnerships were propelling more resources than the pther private funded partnerships as 

well as the public funded partnerships. In spite of that, there was no statistically significant 

difference between them in the effectiveness in terms of the process (p=0.814) and 

outcome (p=0.575) effectiveness. But, 6 process components of the APAC funded and 4 of 

the oth~r private funded partnerships were in the ''wofl<: zone" and in terms of the outcome 

tw~ components of the AP AC funded partnerships were in the "work zone, whereas no~ 

()f the outcome components of the other private funded partnerships were in the "work 

zone'~. The systemic outcome results also indicated that the other private funded 

partnerships scored relatively higher in acc~ssibility, health seeking behaviour, client 

satisfaction, quality of services but the health improvement was slightly higher among the 

AP AC-USAID funded partnerships. In addition, other private funded partnerships ~g~ted 

high proportion of low socio-economic population, rural and female population. 

This result indicates very clearly that the size of the resources was not a predicting factor 

for the success of partnership initiatives. It also indicates that the other private funded 

partnerships were relatively more effective and efficient than the APAC-USAID funded 

partnerships who are the pioneers ofHIV/AIDS control in Tamil Nadu. 
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6.3.4.2 Contractual and collaborative partnerships 

The comparison between the contractual and collaborative partnerships did not indicate 

any significant difference in term of the overall process as well as the outcome. The 

collaborative partnerships had less resource in terms of the human and financial resources. 

But, as expected, the collaborative partnerships were more effective . in the process 

components of behavioural characteristics such as interdependency, flexibility, inclusive 

and participatory, commitment, leadership and Trust. This is in agreement witli tlie extant 

literatures which indicates that the key to collaborative partnership is trust in the 

relationship, commitment and confidence that builds both parties to explore emerging 

trends, new ideas and a better understanding of the challenges and issues (Humphreys, 

Shiu and Lo, 2003; Foskett, 2005; Saltiel, 1998). But at the same time it is also argued that 

the most stable partnerships in the form of contractual binding on both the parties. 

Besides, when the partnerships were compared based on the interventions they did, no 

significant difference was found among the targeted interventions, care and support and 

other programmes in terms of both process and outcome. 

6.3.5 Effectiveness of partnership in terms of the systemic outcome 

The literature suggests that, in redeveloping measures of partnership effectiveness, the 

perceived outcome need to be compared with the objective measures of partnership 

effectiveness using traditional outcome indicators (Waddock and Bannister, 1991). The 

evaluation need to address whether the objectives of partnerships have been addressed 

(Druce and Harmer, 2004; Kemshall and Ross, 2002). The major objectives of the 

partnerships is to increase the coverage, availability, accessibility, improve the quality of 

care, and enhance equity and increasing the efficiency and effectiveness of services 

{Widdus, 2001). The planning commission in India (2004) suggested strengthening the 

existing health system as one of the objective. Importantly, Barr (2007) suggests that the 

partnership objectives need to be met and the services should be responding to the 

identified need of the community. The study results have been viewed keeping the 

objective of partnerships in mind. 
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6.3.5.1 Equity enhancement 

Though there was variation between different types of partnerships, especially between the 

public and private funded partnerships, the partnered interventions ensured equitable 

distribution of services. It provided more services to the poor, rural; women, vulnerable, 

deprived section, as well as the HIV/AIDS infected and affected population. The 

partnership assessment indicated that majority (71 %) of their clients were from the lower 

socio economic population and the clients interviews also revealed that 68 percent of them 

were from poor population who earned less than Rs 2500 (USD 52) per month. In 

addition, the partnered interventions served more rural (57.8%), female (53.3%) and a 

significant proportion of widows, high risk populations and patient living with HIV/AIDS. 

Existing reports mentioned that HIV/AIDS disproportionately affect the poor, vulnerable 

and especially in Tamil Nadu, unlike other states in India, more rural and women were 

affected(NACO, 2006, NFHS-3, 2006) and the study partnerships addressed them well. 

6.3.5.2 Effectiveness 

The overall effectiveness has been discussed in terms of the increased coverage, target 

accomplishments, increased access, and quality of services, client satisfaction, and health 

seeking behaviour, responsiveness and perceived health improvement 

6.3.5.2.1 Target accomplishments 

The results of the study clearly indicated that the partnerships were able to achieve the 

targets as per the plan. Majority of the partners (97 .1%) reported that there was increase in 

the client base and achievement of planned targets (91.4%). The funding partners also 

mentioned that they were able to achieve their intended targets in time though there were 

some flaws. Literatures also reported that partnerships have found to have increased the 

efficiency and effectiveness of Targeted Interventions; built local capacities including that 

of vulnerable groups, and secured the sustainability of the prevention activities in India. 

(Sadhana and Sebastian, 2004). The significant reduction in the prevalence in the state 

might also be considered as an overall target accomplishment of the state, which has come 

down from 0.7~ percent in 2003 to 0.25 in 2007(Chandrasekaran et al.,2006;NAC0,2008). 
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However, though the Annual BSS conducted by AP AC in Tamil Nadu has shown a 

steadily increasing rate of condom use (APAC, 2004, 2006), The NFHS-3(2006) data 

shows that Tamil Nadu lags, in terms of comprehensive knowledge, condom usage, HIV 

testing, especially rur~ areas and women consistently lag behind urban areas and men. 

6.3.5.1.1 Coverage increase 

The results indicated that there was increase in the geographic (59%) and population 

coverage (86%) which reveals that that there was a major expansion of services through 

partnership initiatives. In addition, there was improvement and increase in the client 

targeting (90%) as well as the range of services (91.4%) after the inception of partnerships. 

Because of this increased coverage, there are more reporting of STI, HIV I AIDS cases as 

well. It can be also understood from the fact Tamil Nadu is having the highest number of 

reported AIDS cases in India (NACO, 2008, Sankaran, 2006). A significant proportion of 

( arolind 10%) of the targeted interventions in India, in collaboration with the non­

governmental organizations are from Tamil Nadu and the intensity of interventions has 

been high (World Bank, 2007): It is also important to note tliat almost all the major 

players, funding agencies and donors are implementing programmes in Tamil Nadu unlike 

other states, which might have definitely played a role in the increased coverage. 

Nevertheless, when the saturation of coverage among the high risk groups was analysed, 

Tamil Nadu, was. able to achieve 74 percent each among the FSWs and among MSM 

whereas the other high prevalent states had relatively higher achievement (UN AIDS, 2009) 

The increased coverage and range of services offered by the different partners in Tamil 

Nadu have produced few unintended outcome as well. Informal discussion with the 

PLHAs in Tamil Nadu revealed that they have been involved in many programmes by 

differenLorganizations as the organizations were forced to show targets. A PLHA quoted, 

"We have become decent beggars. We know, in which organization, regular 

meeting will be conducted and what will be given (money and food) to us. 

We are regular in going everywhere. They (organizations) want us and we 

also wantothem ". 
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This was true for other target groups as well. This indicates very clearly that that there was 

too much dependence created for the infected and affected rather than empowering these 

communities. The study results also indicated duplication efforts, which might be due to 

the increased geographical and population coverage of services. 

6.3.5.2.3 Increased access 

It could be interpreted from the results that the partnered interventions have increased the 

accessibility of services. It might be due the involvement of increased number of 

organizations with funding from various organizations as weU as the provision of free 

services. The results indicates that, though clients travelled 20.1 km (range 1-80 km) to 

access HN/AIDS services, over 55 percent of them felt that the facility was easily 

accessible and convenient. Significant proportion of the beneficiaries (54%) accessed the 

partnered interventions which they did not get in the past due to various reasons. Also, 98 

percent of the clients mentioned that they did not pay any money in the form of fee for 

accessing the services which might have definitely increased the access of services. 

However, a significant proportion mentioned that the other expenses did not prevent them 

to access services except around 22 percent mentioned oftravel and contingency expenses. 

6.3.5.2.4 Responsiveness, quality of services and client satisfaction 

The results indicated that the responsiveness, perceived quality of the services and clients 

satisfaction was in the" target zone". Majority (70.7%) of the clients were satisfied with the 

services and the perceived quality of service was also good (81.3%) though there was 

variation between the different types of partnerships. The increase in the quality is in 

agreement with other studies (Shantha et al., 2004; Brown et al., 2002). This may be due to 

the healthy competition among the different players as well as the constant and continuous 

efforts and advocacy by the major players. Promoting quality of services was one of the 

important objectives of almost all the major players and they also developed adequate 

mechanism to ensure quality. The client satisfaction level also increased though waiting 

time was cited as a major barrier which is also in agreement with other studies 

(Karunamoorthi ~t al., 2009). But, the lower level of achievement in the public funded 

partnerships needs to be adequately addressed. 
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6.3.5.3 Community and target group involvement 

Though there was an increase in the community and target group involvement, there was a 

clear mismatch of perception between the partners and the clients. According to 61 percent 

of the implementing partners, there was an increased general community involvement and 

93 percent mentioned of increase in the target communities involvement. But, according to 

the beneficiaries, only 35.8 percent of the general community and 49.8 percent of the target 

communities were involved in the programme activities; around 40 percent of the general 

community and 66 percent of the target communities felt that their opinions related to the 

programmes were sough~. It also indicates that the expectation of the beneficiaries 

regarding their involvement was not matching with the provider's perception. But, the · 

higher involvement of the target groups was mainly because of the mandatory requirement 

of target group's such as PLHAs, FSWs and MSMs, involvement in programme activities. 

The less. involvement of the community was voiced by the funding partners as well. 

However, they mentioned an increase in the involvement of community especially the 

targeted community as it has been made mandatory by the funding agencies. 

6.3.5.4 Health seeking behaviour and perceived health improvement 

There was an increase in the frequency of seeking HIV/ AIDS related services (Score: 0.83) 

in Tamil Nadu which might be due to the increased availability, accessibility and 

affordability, quality and responsiveness of services. Many reports and studies have also 

mentioned increased seeking of HIV/AIDS services including increased usage of VCTC 
. % 

services, ART and condoms (BSS, 2001; BSS, 2006; APAC-BSS, 2004, 2006; NACO, 

2008,). But, it cannot be totally ignored that there are still many barriers which affect the · 

service seeking behaviours of the infected and affected particularly the unmarried youth 

(CDC, 2008; Sankalp, 2008; UNAIDS, 2001; NFHS-3, 2006). In agreement with many 

studies (World Bank, 2004; Solomon et al. 2009; WHO, 2008) the study results indicated 

that there were improvements in the health status, after seeking services from the partnered 

interventions. 
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6.3.5.5 Efficiency 

There are enough literatures to justify partnerships in terms of the efficiency. At the same 

time there are several arguments . that partnerships are inefficient due to various reasons. 

According to Mills and Bloomberg(l998), partnership arrangement in countries like India 

were found as inefficient due to various reasons such as lack of government capacity to act 

as an efficient purchaser, inappropriate decision, lack of monitoring mechanism and 

inefficient design of contracts. It has already been stated that partnerships are expensive 

and have many hidden costs. Also, it is reported that development of partnership initiatives 

take longer time to perform than those developed by a single institute operating alone and 

time is an obvious example of an underestimated cost. 

The study also provided mixed results regarding the efficiency. For example, reduction of 

duplication of efforts is one of the important components to increase the efficiency 

(Dowling et al.., 2004). According to the study, a significant 39 percent of the partners 

·mentioned that duplication of efforts still existed and 4 percent even mentioned that it has 

increased though a significant proportion mentioned a decrease. But the other evidences 

disclosed that that there were on the average 6.5 HIV/AIDS organizations in one target 

area with multiple organizations carrying out similar intervention. In 1 0 places 2 

organizations, in 7 places 3 organizations, in 3 places 4 organizations were carrying out the 

same types ofHIV/AIDS interventions. 33 percent clients revealed that they went to other 

institution for the same services and 32 percent of them even registered themselves in other 

institutions. Though, the duplication of efforts, according to key stakeholders, had been 

addressed through a common consortium of major players, it was evident that there was 

still duplication of efforts, which might reduce the efficiency of partnership initiatives. 

However, a joint supervision and monitoring of efforts by the different players might 

reduce the duplication efforts otherwise it might be difficult to totally avoid duplication of 

efforts in HIV I AIDS service provision. 

Besides, half of the total budget was spent in salary alone which was even higher among 

the public funded (64.3 percent) partnerships which resulted in fewer resources for the 

programme expenses. This might not only affect the efficiency of the partnerships but also 
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the effectiveness. In addition, partnerships are expected to match and pool their resource 

strengths of each partner, resulting synergy which offers the opportunity to enhance 

efficiency of delivery (Smith et al., 2006). But the study results indicate that the 

partnerships were highly dependent on the funding partner for fmancial resources Gust 

10% contribution from the implementing partner) and it also indicates that there was no 

significant contributio~ from any other sources. This leads to power disJ:arity, and Lis~r 

(2000) even questioned whether project-based development partnerships between noo­

profit and powerful donors can actually be considered partnerships, g~ven wiqe power 

disparities. In this situation, the pooling and mutual sharing of comparative advan~ges of 

each partner, as theorized, might not be possible which might reduce the expected 

efficiency from partnerships. 

Also, from the study results, it could be identified that there is no association between the 

size of resources and the outcome. A significant proportion of the partnerships which 

propelled higher resources were not relatively effective in producing the outcomes when 

comparing with the other partnerships. So, it was indeed very hard to explain whet~er tpe 

partnered interventions were efficient in providing the outputs and outcotpe. 

However, a significant proportion of the partners perceived that there were, increase and 

improvement in the cost effectiveness (60%) and efficiency (57%) of implementing the 

services. The funding partners also mentioned that the partnered interventions were cost 

effective and efficient. Also, majority (72%) of the funding partners were very positive that 

the partnership initiatives were producing the expected outputs and outcomes in a timely 

manner as planned. But, they were also suggesting for further research to exactly 

understand the cost-effectiveness and efficiency of implementing HIV I AIDS interventions 

through partnerships. 

However, although it was not possible to establish cost effectiveness and efficiency of the 

partnered interventions using health outcome measures like DALY gained and by other 

outputs but it can be very well understood from the fact that relatively lower staff salary 

under partnered interventions, long working hours, an increased target achievement and . ' 

better coverage of services may be considered to indicate the effectiveness and efficiency. 
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6.3.5.6 Strengthening the existing health system 

Druce and Harmer (2004) describe that strengthening the existing health system by 

improving the management of health within the government infrastructure is one of the 

expected outcome of the partnerships related to public health. UNAIDS(2009) advocates 

that there is a need for promoting health system thinking in all HIV related partnerships 

and the private sector should be guided to apply a health system perspective to all HIV and 

health-related projects. Therefore, any programme related to public health need to be 

sufficiently a part of the overall health system and have local health departments been 

strengthened as a result of this initiative which would sustain the activities. Though, 

according to the results that there was adequate co-ordination and co-operation from the 

health department for carrying out the programmes, it was doubtful whether the partnered 

interventions really strengthened the health system. However, there are enough evidences 

that HIV I AIDS programmes all over the world have strengthened the health system by 

providing funds for construction of buildings, renovation of existing facilities at health 

centres .like blood banks and hospitals, and training of health personnel (Murzalieva, 2007; 

NACO, 2008). However, as these programmes in Tamil Nadu through partnerships were 

vertical in nature and time bound, they did not really have any concrete strategies to 

improve the existing health system. But, the study indicated that 95.6 percent of the cases 

were referred to public-run health care centres like ICTC, ART ~d PPTCT centres by the 

partnering organizations. This may be due to the fact these services are mainly available in 

the public healthcare system. But, the capacity building and training programmes related to 

HIV I AIDS have been given to both public and private healthcare providers by the 

partnered interventions. Funding partners also admitted that there had not been steps to 

strengthen the existing health system due to the programme's vertical nature. 

6.3.5.7 Sustainability of the activities 

One of the important concerns of the partnership initiatives is sustainability. In poor 

countries, even if improvements can be achieved with targeted external support, the · 

activities and the improvements cannot easily be sustained after the period of funding 

(Caines, 2004; ~kolnik, 2003; Caines and Abeykoon, 2004). So, funding sustainability is 

always an underlying issue for projects that rely so heavily on external support. In 
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agreement with the existing literatures, very less number of partners (20%) mentioned that 

they would continue all the existing activities after the funding period is over. Access and 

eligibility to continuous ftmding were the prime obstacles of the sustainability of 

partnerships. The key informants also indicated that partnership activities might not 

survive after the funding period unless they receive finding from other sources. None of 

the funding partners had a mechanism to do follow up activities with the partners after the 

formal ftmding period was over. Moreover, partnership activities were carried out mainly 

through single funding and no significant ftmding from other sources was found. So, 

sustainability of activities and programmes is a real concern. Though there have not been 

many steps for ensuring sustainability, the proposed approach in NACP III to transfer the 

activities from NGOs to community based organizations is one of the steps for building 

sustainability which is yet to be implemented and evaluated. 

6.3.5.8 Reaching the un-reached 

The study found that high-risk sexual practices were found among several hitherto 

untargeted population groups who are vulnerable for STI, HIV I AIDS. Yet, 65 percent of 

the interventions in Tamil Nadu targeted conventional high-risk groups, 23.2 percent the 

bridge population (truckers and migrants) and only 11.8 percent other groups (TANSACS, 

2007-08). In addition, about 75 percent of resources meant for targeted preventive 

interventions are spent on these conventional high risk and bridge population (NACO, 

2006). According to the partnership evaluation of this study, out of the 28 partnerships 

which were carrying out targeted interventions, only one exclusively targeted the industrial 

workers and all the other were targeting the conventional high risk groups and bridge 

population. However, around 39 percent of the partnerships reported that they took 

measures to reach out the hitherto untargeted high risk groups in some ways though they 

were meant for specific targeted interventions. But the intensity of reach and importance 

given to them are not known very clearly. Practically, reaching these unidentified and 

untargeted high risk groups would be a least preference for the partnered interventions as 

the targets given to them would be related to the targeted community for whom they were 

supposed to do the interventions. Therefore, considering the situation, there is a high 
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probability that these vulnerable populations may be missed or unnoticed by the present 

interventions through partnerships. 

6.3.5.9 Involvement of potential providers 

The study also indicated that there were different types of providers, existed as the first 

points of contact to the STI, HIV I AIDS vulnerable which included qualified and less than 

fully qualified practitioners. It is also evident that these providers have the potential as 

well as willingness to involve in HIVIAIDS control in collaboration with the government 

and not-for-profit organizations. The partnership assessment revealed that 21.4 percent of 

the partnerships involved different types of providers in the partnered activities though 

they did not have any formal collaboration with them. The reported involvement was 

mainly related to providing one time training in STI, HIVIAIDS. But, considering their 

potential and willingness, it was observed that these providers were not actively and 

formally involved in the HIV I AIDS interventions. Encaging the local health care providers 

has been advocated for TB control programmes (\VHO, 2006) which has been successful 

approach as well. Smith (2009) reported that -the roles of pharmacies are considered· a 

valuable resource for health advice and medicines in many communities (Smith, 2009). 

Rahman(2008) stressed the need to traditional and unqualified practitioners care' who are 

the first points of contact for many illnesses especially in the rural areas. So, in order to 

increase the access and improve the quality of services related to STI, HIVIAIDS, all the 

potential care providers need to be involved formally and appropriately through suitable 

collaborative mechanism. 

6.3.6 Attribution and counterfactuals 

The most critical aspects and the major hurdles of partnership evaluation are attribution of 

the outcome to partnerships (partnership causing the improvement in outcome) and 

establishing the counterfactual that is, what would have happened without the partnerships. 

From the study, it can be very well understood that partnership was the main reason that 

many organizations had planned HIVIAIDS services. Only, 15.7 percent of the 

partnerships mentioned that they would have planned the same services even without 

partnerships and 37.5 percent mentioned that they would not have planned any activities at 
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all. So it is very evident from the results that most of the HIV I AIDS services in the state 

would not have happened without the partnership initiatives. On the other hand, a 

significant proportion ( 4 7.1%) mentioned that they would have planned few activities even 

if the partnerships were not there. This argument could be acceptable that, they would have 

carried out few activities as they might want to establish themselves as good not-for-profit 

organizations so that they would be eligible for future funding opportunities. In addition, 

77.7 percent of the key informants mainly the representatives of the funding partners 

attributed the positive outcome of the HIV I AIDS interventions to the partnership 
' . 

initiatives. Majority of them (88.8%) could not find any other alternative to partnerships to 

carry out the activities. It was also emphasised that partnerships with the not-for;. 

organizations were the only option to penetrate the community espeCially the high risk 

population as these organizations have a close link with the community, the ability to reach 

poor and have a wider reach especially with the high risk populations 

In the absence of partnerships, many of them mentioned, that the rate of decline and the 

impact would not have been very high like the present situation and there might be an 

increased prevalence of HIVIAIDS in the community especially among the high risk 

groups. It was also mentioned widely that the impact would not have been this much, had 

the g~vermnent alone taken up the responsibility. 

Most of the key informants cautioned about the risk of resurgence of the epidemic if all the 

partnerships were dissolved immediately and suggested that the partnership initiatives need 

to continue for some more time to prevent new. infection and to maintain stability in the 

efforts. It was also observed by few funding partners that they might rieed to restart the 

interventions from scratch if the partnerships initiatives were withdrawn during the very 

crucial time of stability. Majority (72%) of the funding partners were very positive that the 

partnership initiatives were producing the expected outputs and outcomes in a timely 

manner as planned. Besides, 77.7 percent of the key informants attributed the good 

outcome of the HIVIAIDS management and control in .Tamil Nadu to the partnership 

initiatives. Though, in fact, the entire success cannot be fully attributed to partnerships, it 

can be very wen understood from the study results that the partnerships have been playing 

a very important role in the management and control ofHIVIAIDS in Tamil Nadu. 
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6.4 Conclusions 

The study results indicated widespread prevalence of high-risk sexual practices among 

some unknown groups of people in the general population. This is not an unusual finding 

given some already known national data on this. This finding signals the possible 

exclusion of some hitherto unidentified high-risk groups from the HIV I AIDS re1ated 

interventions. Perhaps due to this reason and the relatively low levels of knowledge and 

awareness among rural people, especially women, the prevalence of safe sex remained at 

the sub-optimal level even after massive efforts and resources towards behavioural 

interventions for over two decades. High-risk sexual practices, however, seem to vary 

across communities, districts, regions and social groups. 

6.4.1 First points of contacts 

First points of contact for STI and HIV/ AIDS include a variety of fully and less than fully 

qualified modem and traditional medicine practitioners. Less-than-fully-qualified 

practitioners included lab technicians, nurses, paramedical personnel, pham1acists, village 

health (primary care) nurses, other 'registered' medical practitioners, and traditional 

healers. People sought care from them due to their proximity, affordability, availability, 

dependability, confidence, and experience. Some people avoided public health care 

services mainly due to non-availability of staff, lack of confidentiality, and high waiting 

time. 

6.4.2 Provider potential 

Since some providers were already offering some kind of STI and HIV I AIDS related 

services for some time, they carried some potential to offer to the management and control 

of HN/AIDS and STis. They also expressed their willingness to get involved in 

prevention, early detection, treatment, and counselling activities. At the same time, some 

constraints do exist preventing them from openly getting involved in HIV/AIDS related 

activities. The study findings concerning the untargeted groups and the potential of their 

first contact points vis-a-vis HIV I AIDS, however, are indicative, not defmitive. More 

information is required in this area to make them conclusive. 

206 



6.4.3 Partnership effectiveness 

Functioning and perceived outcomes of the HIV/AIDS partnerships were evaluated as 

effective from a health system perspective. They seem to have produced desirable health 

system outcomes viz., equity, accessibility, affordability, coverage and utilization of 

services, target accomplishments, quality of care, responsiveness,. client satisfaction, 

capacity development, increased health seeking behaviour and overall health improvement. 

Type of funding, however, does not seem to determine their effectiveness although private 

funded partnerships scored well over public funded ones. 

Some areas, however, need further improvement, particularly concerning the disease 

management. There are concerns regarding the sustainability of their efforts and benefits, 

alignment with the existing health system, duplication of efforts and community and target 

group involvement. Efficiency gains of these partnerships are also inconclusive. There is 

also no evidence to show that these partnerships targeted unconventional high-risk groups 

and their first contact points, as identified by this study. In other words, all the gains 

achieved by these partnerships were concerning the already known high-risk groups. That 

is, their targeting needs to be refocused. 

6.5 Policy relevance of the findings 

The thesis contributes to better understanding of the 'reality-know-do' gap. It is essential to 

bridge these gaps in order to arrest the disease trend any further. The need for targeting the 

untargeted populations is a relevant policy issue in the present day context. Any 

HIV A/IDS efforts could be now evaluated from their effectiveness in reaching the un­

reached. 

Human resource management in the context of human resource shortage vis-a-vis 

HIV/AIDS is also of policy relevance. The thesis has thrown new groups of 

STIIHIV/AIDS care providers. On the one hand, there are not enough STIIHIV/AIDS care 

providers in rural settings while there are groups of providers who are hidden in the health 

system. If they are not appropriately mainstreamed, then their potential may be wasted 

besides allowing them to exist in their present form potentially harming the HIV/AIDS 
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management and control in the long run. The technique of 'task shifting' could be applied 

to these groups so as to maximize the access and to minimize any potential damage they 

may do to the disease management otherwise. However, given the limited study scope, 

their credentials were not adequately verified by this study. 

~ 

Partnership is seen as an appropriate way of managing HIV I AIDS. It is particularly 

relevant from an efficiency perspective. Partnership is also potentially helpful in reaching 

out to all sections ofHIVIAIDS care providers and risk groups. Whether or not it achieved 

its key objective is a key policy question. Answering this question positions partnership in 

correct perspective so that it adds value to HIV I AIDS management. Otherwise, there needs 

to be a rethinking on this. This thesis provides a good evidence base for this. 
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APPENDIX 

Institution No: ----

I. Institutional checklist and Assessment Form 

An Evaluation of partnership effectiveness in the management and control of 
HIV/AIDS in Tamil Nadu state, India 

A. Edwin Sam, PhD Scholar 

Achutha Menon Centre for Health Centre for Health Science Studies, Sree Chitra Tirunal Institute for 
Medical Sciences & Technology, Thiruvananthapuram, Kerala 695 011 

· I assure that the information collected shall be used only for study purpose and necessary 
confidentiality of the study subjects will be maintained. Your participation in the study is purely 
voluntary and you are given a choice to withdraw from the interview or to deny answer to any 
questions during the course of the interview. 

Investigator 

The purpose and objective of the study have been explained to me and I voluntarily agree to 
participate in the study and retain the right to withdraw from the study at any stage. 

Signature of the participant Date: -------
Name: ---------------- Designation: _________ _ 

Organizational Details 

Name and address of the organization: 

Established in: ____ _ Years in health: Years in HIV/AIDS: ----

Ownership: (1) Government (2) Private not-for-profit (3) Private for-profit 

Type of registration: (1) Trust 

(4) Cooperative 

Location: 

Area of operation: 

(5) Not registered 

(1) Rural 

(1) Rural 

(2) Society (3) Company-25 

(6) others (specify) ______ _ 

1 

(2) Semi Urban 

(2) Semi Urban 

(3) Urban 

(3) Urban 



Type of practice Solo clinic Poly clinic Hospital/nursing home/ 
Clinical - Allopathic 
Clinical- Non allopathic 

Small Medium Bi~ 
Non-Clinical 
NGOs/CBOs 
Non health 

Areas of work 

Areaofwork Approx. staff time spent per Approximate resources 
year (person months) spent per year (Rs. '000) 

Full Time staff Part-time staff 

Overall health 
HIV/Ait>S 
Social Development/welfare 
Women empowerment 
Human rights 
Education 
Rural Development 
Erivironmerit 
Others 

Details of work in IDV I AIDS 

Areaofwork Approx. staff time spent per year Approximate resourees 
(person months) spent per year (Rs. '000) 

Full time staff Part-time staff 

Prevention/Promotion 
Treatment 
Care and support 
Rehabilitation 
Advocacy 
Training 
Research 
Specific intervention{Any) 
Others 

Facilities 

Type of faeility FuUtime Part-time 
Total For HIV/AIDS Total ForffiV/AIDS 

Total number of staff 
Doctors (no. of persons) 
Other health stafflno. of persons) / 

Non-health (no. of persons) 

2 



Own Rented 
Total For HIV/AIDS Total ForiDV/AIDS 

Internet connections no. 
4-wheelers 
2-wheelers 
Tele hone connections (no.) 

Branchesifany: __________________________________ __ 

Details of current partnerships in HIV/AIDS 

Initiation of partnership of any form (year of first partnership) 

(1) Health ___ _ (2) HIV/AIDS __ _ (3) Other areas __ _ 

No. of partnerships in which the organization was a part from 2001 to 2006 

(1) Health ___ _ (2) HIV/AIDS __ _ (3) Other areas ___ _ 

No. of partnerships in which the organization is currently involved in 2007 

(1) Health ___ _ (2) HIV/AIDS __ _ (3) Other areas ----

No. of partnerships on HIV/AIDS initiated by your institution (please provide the list 
separately): 

Up to 2006 ___ _ During2007 ______ _ In future -----

No. of organizations involved in HIV/AIDS in your target area: 

Total ------ No. carrying out same interventions ------

Details of Current partnership in HIV/AIDS 

Areaofwork Total no. involved 
Bi-lateral Bi-lateral Multi- Institutions 

lateral lateral Bi-lateral Multi-
lateral 

Prevention/Promotion 
Treatment 
Care and su ort 
Rehabilitation 
Advocacy 
Trainin 
Research 
S ecific intervention if an 
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Nature of org'ns with whom the institution is partnering and has partnered so far 

Nature of organization 
Domestic Domestic International 

Bi- Multi- Bi- Multi- Bi- Multi-
lateral lateral lateral lateral lateral lateral lateral lateral 

~Pu~b~l=ic~s~e~c=to~r __________ ~-----+------+-----~-------r------+------+------~-----~ 
Pvt. for- rofit sector 
Pvt. not-for-profit 

Donor/funding agency 

Non-health institution 

Nature and form of existing partnerships 

Nature of partnership Collaborative 
Formal 

lateral lateral Bilateral Multilater 
al 

Prevention/Promotion 
Treatment 

S ecific intervention if an 

Financing of partnership: 

Overall Annual Budget:--------------------------

Annual HIV/AIDS Budget:----------------------

Annual value of partnerships: ____________________________________________ _ 

Annual value of partnerships for HIV/AIDS: --------------------

Share of financing (own):---------------------------

Other share (mention): 

Partnership process and motive 

What is the general mode of partnership process in your area? 

( 1) Open tender 
( 4) Advertisement and selection 

{2) Closed tender 
(5) Own initiative 

4 

(3) Invitation 



What motivates institutions to go for partnerships? 

( 1) To attract financial resources 
(3) Institutional strengthening 
(5) Felt need 

(2) To expand the existing services 
(4) Forced by programme requirements 
(6) To fulfil organization's vision/mission 

Do you think that the institution's over all goals gets distorted through partnerships? 

(1) Yes, always (2) Yes, to some extent (3) No, not at all 

Do you make changes in your organizational structure and functions to suit partnership 

needs? 

(1) Yes, always (2) Yes, to some extent (3) No, not at all 

How do you rate your representation in the partnerships in general? 

(1) High (2) Moderate (3) Low 

. Benefits of partnerships 

Benefit Agree Agree to some Disagree 
extend/Neutral 

Better ability to address HN/ AIDS 

Development of knowledge and skills I 
Enhancement of public reputation I 

Increased utilization of expertise 

Increased participation in policy making 

Better ability to meet community needs 

Additional financial support 

Efficient use of financial resources 
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II. Partnership Assessment Tool 

Institution No: -----·--

Partnership No:-------

An Evaluation of partnership effectiveness in the management and control of 
IDV/AIDS in Tamil Nadu state, India 

Partnership name 

Start date· 

Instrument(s) used for intervention 

Specific target group(s) 

Target population (in '000) 

· Area of operation 

Output measures described in the 
partnership 

Services provided under the 
partnership 

Purpose of the partnership 

Urban 

(1) Prevention/Promotion (2) Treatment 

End date 

Rural Semi urban 

(4) Care & support (5) Rehabilitation 
(3) Advocacy 
(6) Training (7) Research 

(8) Specific intervention if any · 

Overall motive of the partnership 

(1) To attract financial resources 
(3) Institutional strengthening 
(5) Felt need 

(2) To expand the existing services 
( 4) Forced by programme requirements 
(6) Other (specify) 

What is the mode of partnership initiation in this partnership? 

( 1) Open tender 
(4) Advertisement and selection 

(2) Closed tender 
( 5) Own initiative 

6 

(3) Invitation 

~··----- ----------------~ ~---------~-----~~-~---~---~-- --------·-·- ---------------------------------- ----- - -- -- ---------~-~----~-·- ----.. . 



Did-¥On have any formal and informal discussion or negotiation before the partnership 
3greement? If Yes what kind of 

(1) Formal invited discussion 
(3) Formal invited negotiations 

(2) Informal discussion 
( 4) Informal negotiations 

Do you think that there are identified gaps in the service provi~don ofHIV/AIDS that need 
to be addressed by partnership and join efforts? 

(1) Agree (2) Agree to some extend (3) Disagree 

Type of organisation with whom the institution is partnering (Funding partner) 

Domestic International 
Nature of or2anization Bi-lat 

Public sector 
Pvt. for-profit sector 
Pvt. not-for-profit 
Donor/funding agency 
Non-health institution 

Nature and form of existing partnerships 

partnership focus 
Bi-

(Mention the intervention and lateral 
ocus 

Financing of partnership 

Multi­
lateral 

Multi-lat Bi-lateral Multi-lateral 

Formal 
Bilateral Multilateral 

Annual Value of partnership: ____ _ Proportion of own share: _____ _ 

Size of the partnership (Financial Involvement of other partners) 

N arne of institution Major area of Commitment from this 
involvement institution to the partnership 

(Mention all the partners /Role in the Value of Share of 
involved in the partnership resources (Rs.) partnership 
partnership) bud2;et (o/o) 

1 

2 

3 

1 

I! I 



Financing 

Feature Good Average Bad/NO 
Community contribution 
Contribution from non-partnering institutions 
Other Donor contribution 
Fund from commercial activities 
Government contribution 
User fee 
Others 

Facilities available for the partnership: 

Type of facility Fulltime Part-time 

Total number of staff 
Doctors (no. of persons) 
Other health staff (no. of persons) 
Non-health (no. of persons) 

Own Rented 
Office space (sq. km.) 
Computers (no.) 
Fax (no.) 
Internet connections (no.) 
4-wheelers 
2-wheelers 
Telephone connections (no.) 

Partnership Process Effectiveness 

Content Agree Neutral Dis 
agree 

Clarity and Realism of Purpose 
1. Shared vision, goals & objectives 
2. Realistic aims and objectives 
3. clearly defmed and attainable targets 
4. Local need based 
Clear and Robust Partnership working Arrangements 
5. Clarity and Mutual agreement about the fmancial resources 
6. Clarity and mutual agreement about the human resources. 
7. Agreement consists services and targets to be delivered 
8. Specific standards and benchmarks 
9. Defined organizational form/structure for the partnership 
10. Easy and unambiguous administrative procedures 
Internal Governance 
11. Written vision and mission statement for the partnership 
12. Document- Roles and responsibilities of each partners clearly 
defined 

8 



13. Writt~n constitution or set of standing orders, rules, guidelines I and norms defining how it will conduct its activities- Work Plan 
14. Combined Coordination committee or board 

··-
15. Periodic planning and review process 
Accountabili_ty_ 
16 Under a jurisdiction/commission/ regulatory authority or 
inspectorate 
17. Downward Accountability( public/ service users) 
18. Horizontal accountability (Between partners). 
19. Financial accountability 
20. Subject to external assessment, evaluation and audit. 
Transparency 

l 21. Transparency in the selection process 
22. Transparency decision making 
23. Regular sharing of information among partners about the l 

I 

reviews and activities I 
24.Public access to information- review and evaluation reports etc l 
Resource Flow 
25. Adequate fund availability 
26. Timely release of committed resources 
27. Adequate Equipment, medicines and materials 
28. Adequate manpower b_y_ the partnership_ l 

29. Adequate Non-monetary resources provision(E.g. Training, 
orientation! expertise) 
30. Sustained funding for the partnership activities 
Interdependency 
31. Inter-dependency between partners. 
32. Sharing of work back and forth until the work is completed. 
33. Without partnerships activities cant be carried out I 

Co-ordination with the state/ existin~ health system 
34. Adequate Government support 
35. Adequate Public Health system support 
36. Seeking supp_ort frompublic health system 
37. Public health dept seek support from partnerships 
Inclusivity and Participatory 
38. Involvement in strategic planning and policy decisions 
39. Opinions are valued and adequate chances to express the ideas 
and views. 
Risk Mana2ement 
40. Unmanageable risk is not bestowed 
41. Ready to share the potential risk 
42. Adequate Mechanism to reduce the risk I 
Developing and maintaining Mutual Trust 
43. Sufficient mutual trust 
44. Check measm:es and monitoring are not out of mistrust 
45. Confidence on each other 
Flexibility 

. 9 



46. No Rigid administrative procedures and practices 
47. Flexibilityinfunctioning according to the community and local 

I I need 
48. Flexibility in decision making. 
Leadership 
49. Strong and unbiased leadership) 
50. Clarity about the leadership I 
51. Leaders are taking initiative Chid responsibility 
Commitment and Ownership 
52. Enthusiasm and Strong commitment from partners. 
53. Collective sense of ownership. 
Communication with the stakeholders I 
54. Frequent communication between partners 
55. Regular consultation and communication with other relevant 

1 stakeholders 
56.· Continuous dissemination of materials and reports. 
Mutuality 
57. Matching of own resources 
58. Equal responsibility and involvement 
59. Equitable spreadingofbenefits to partners 
Autonomy 
60. Individual freedom- Autonomy 
61. Freedom to make decision on their own 
62. donor partner is not dominant or over controlling 
Compliant/conflict Management 
63. apro.Qer mechanism for complaint and conflicts management 
64. Quick disposal of complaints 
Monitor Measure, Review and Learning process l 
65. Clear success criteria 
66. Regt~lar, systematic monitoring and supervision i I 

1 67. Sharing of monitoring and review findings I 
--

68. Strategic reviews 
Organizations Identity 
69. No distortion of institution's over all goals and objectives I -~ 70. No changes the organizational core structure and functions to I suit partnership needs 

' 

Perceived outcome 

Improved Remained Reduced 
Feature same/Neutral 
Reduction of Duplication of efforts 
Pooling of resources 
Skill enhancement 
Capacity enhancement 
Precise client Targeting 

-10 



Delivery( achievement) of targets 
Client Base I~ Range of services 

,_ 
Geographic coverage 
Population coverage I 
General community involvement I 

Target community involvement I 

Identification of hitherto unknown high-risk 
Involvement of potential players 
Cost effectiveness 
Cost efficiency 
Satisfaction Satisfied Neutral Dissatisfied 
The way the people and organizations in the 
partnership work together 
Role in thep_artnership 
Influence in the partnership 
Overall functioning of the partnership 
Benefits Agree Neutral Disagree 
Increased ability to address HIV 
Enhancement of public reputation 
Increased utilization of expertise I 

Increased participation in policy making 
Better ability to meet community needs 
Additional Financial Support I 

In what way the general community/Target community is involved in partnership activity? 

General community Target community 

Yes No Yes No 
Planning of the programme activities 
Decision making -
Implementation 
Evaluation 
Others - Mention 

Clients served by the partnership in 2006-07 

Target group No. of clients served 
Male Female Trans !ender 

Urban Rural Urban Rural Urban Rural 
csw 
Truckers 
IVDU 
MSM 
Migrants 
General population 

11' 



Services provided under the partnership in 2006-07 
·1·-·· 

:' 

i 

" 

Service No. of clients served 
Male Female TransJJ ender 

Urban Rural Urban Rural Urban Rura 
I 

Advocacy 
counselling 
Testing_ 
ART 
Condom promotion 
Health education/promotion 
ICTC/ VCTC/ PMTCT 
Rehabilitation 
STD services 
Treatment for Ols 
Training 
Socio-economic support 
Others 

Age profile of the partnership clients 

Age group No. of clients served 
Male Female Trans1 ender 

-urban Rural Urban Rural Urban Rural 
< 14 
15-29 I 
30-44 
45-59 
=60 

Socio economic profile of clients 

Target group No.ofclientsserved 
Male Female Trans2ender 

High Medium Low High Medium Low High Medium Low 
csw 
Truckers 
IVDU 
MSM 
Migrants 
PLHAs 
G. population 

It is possible to do the activities and achieve the goals even without partnership? 
(1) Agree (1) Agree (3) Disagree 

12 



Would you have planned for the same activities without the partnership? 
(1) Would have done the same services (2) some services (3) wouldn't have done 
( 4) Don't Know 

Will you be able to continue the activities of the partnership even after the funding period 
is over? 

(1) All the activities (2) some activities (3) No activities (4) Don't know 
How do you rate your representation in the partnership? 

(1) High (2) Moderate (3) Low 

Client No: ----

III. Client Interview schedule 

An Evaluation of partnership effectiveness in the management and control of 
IDV/AIDS in Tamil Nadu state, India 

A. Edwin Sam, PhD Scholar 

Achutha Menon Centre for Health Centre for Health Science Studies, Sree Chitra Tirunal Institute for 
;Medical Sciences & Technology, Thiruvananthapuram, Kerala 695 011 

I assure that the information collected shall be used only for study purpose and necessary 
confidentiality of the study subjects will be maintained. Your participation in the study is purely 
voluntary and you are given a choice to withdraw from the interview or to deny answer to any 
questions during the course of the interview. 

Investigator 

The purpose and objective of the study have been explained to me and I voluntarily agree to 
participate in the study and retain the right to withdraw from the study at any stage. 

Signature of the participant/ Thumb impression Date: -------

Name: -------------------------
Age: __ _ Sex _____ _ 

Address: 
-------~-----------------------------------------------

RuraUUrban ____________ __ 

Marital status: (1) Married 2) Widowed 
'(3) Never married (4) Married but separated 
(5) Living away from the spouse 

f3 



Years of schooling: ___ _ Occupation: _________ _ 

Community: (1) FC {2) BC (3) MBC 

Household size: Adult ____ _ 

Reading of newspaper/magazine: 
(1) Daily (2) Occasionally (3) Rarely 

Access to TV: 

(2) Neighbour's TV {l)Own TV 
(3) Public TV 
Type ofhouse: 

( 4) No access or don't watch TV 

(4) SC/ST 

Children ---'-----

(4) Don't/can't read 

(1) Concrete wall & roof 
(3) Mud wall & tiled roof 

(2) Concrete wall & tiled roof 
(4) Mud wall & thatched roof(5) Houseless 

No. ofrooms: ---- Electrification (1) Yes (2)No 

Ownership: (l)Own (2) Leased (3) Rental 

Separate cooking area (1) Yes (2)No 

Toilet facility 

(1) Flush toilet within house 

(3) Pit toilet within house 

Source of drinking water: 

(2) Public/Shared flush toilet 

(4) Public/Shared pit toilet (5) Use open field 

(1) Own piped water (2) Piped water from outside 
(3) Hand pump (4) Own well 
(5) Public well (6) River/canal/pond 
Cooking fuel 

1) Cooking gas (2) Electricity (3) Biogas 
( 4) Fire wood (5) Others (specify) 
Water purification method: 

(1) Electric purifier (2) Boiling 
(3) Water filter (4) Filter using cloth (5) No purification 
How often do you consume: 

Milk/ curd Pulses/beans ----- ----
Green leafy vegetable _____ other vegetable ____ Fruits ___ _ 
Egg Meat/chicken/fish ____ _ 

' 14 



Land holding: Agriculture (acres) __ _ Housing plots (no.)~~-

Livestock:_ Cattle (no.) __ Birds (no.) __ _ 

Approximate monthly income (Rs.) Self ___ _ Family ___ _ 

Status of poverty (1) APL (2)BPL 

1. Institution from where intervention is sought-----------

2. Distance from residence (km) ___ _ 

3. Mode of transport 

(1) Own motor vehicle (2) Hired motor vehicle (3) Institution provided vehicle 
(4) Cycle (5) Bus (6) Walk (7) Received support from others (7) Others ___ _ 
4. Intervention sought: 

(1) Advocacy (2) ART (3) Blood safety (4) Care & support (5) Counseling/testing (6) 
Condoms (7) Health education/awareness (8) PMTCT (9) Home-based care (10) 
Rehabilitation (12) STD care (13) Training (14) ICTCNCTC (15) Treatment for Ols 

5. Are you coming to the facility first time? (1) Yes (2) No 

6. Reason for choosing this facility? 

(1) Referral (2) Near to my Place (3) Far from my place · (4) Outreach 
(5)Brought by Peer (6) Media Advertisement (7) Others 

7. Are the same services you require available in other facilities in your area? 
(1) Yes (2) No (3) Don't Know 

8. Are you here for availing the same services which you availed else where in the past? If 
yes, why? 

(1) Yes (2) No 
(1) Referral (2) Near to my Place (3) Far from my place ( 4) Outreach 
(5) Brought by Peer (6) Through NGO/Community health workers (7) Media ad 
(7) Need Good care (8) need Cheaper (9) need Quality of services 
(10) need to be treated with respect (11) others mention ________ _ 

9. What was the reason, in case if you did not get services in the past? 

(1) No need (2) Couldn't afford (3) No transport (4) Denied care 
( 5) Adverse prior experience ( 6) Non availability of required facility/service 
(7) No service at all (8) Not aware of facility "(8) Inconvenient timing 9) others ___ _ . 
10. Are you getting all the services you want, from this facility? (1) Yes 

·15 

(2)No 
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If no, what else do you expect? ------------------

11. Do you visit any other institution for the same services? 
(1) Always (2) Sometimes (3) Never 

12. Are you registered with more than one institution? (1) Yes (2)No 

13. Are you paying any fee f~r services availed here? (1) Yes (2)No 

14. If yes, do you think that the cost of availing the services is affordable? 

(l)Very much affordable (2) Affordable (3) to some extent (4) Not affordable 

15. Does the cost of services would prevent you further from availing these services? 

(l)Always (2) Many times (3) sometimes (4) Never 

16. If it is not given free of cost what you would have done? 

(1) Wouldn't have availed (2) Would have availed by paying 
(3) Would have gone to public (4) NGOs (5) others 

17. Are you or the clients of this facility involved in any activity of this institution? 
1) Always (2) Sometimes (3) Never 

18. Does the organization ask your opinion related to programmes? 
(1) Always (2) Sometimes (3) Never 

19. Do you think that your opinions or suggestions are given importance and implemented? 
(1) Always (2) Sometimes (3) Never 

20. What way can you help this institution to serve the clients better? 

21. How do you feel about the organization with respect to the following? 

Feature Agree Somewhat Dis 
agree/Neutral agree 

Responsiveness 
Treated with respect and dignity 
Clients involvement in deciding the treatment or 
services option 
Adequate time to discuss 
Adequate Information's are gtven m an 
understandable way 
Informed consent 
Confidentiality 
Less waiting time 
Quality of basic amenities 
Convenient, Near and accessible 

Others 
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22. Improvement in the health status and overall satisfaction 

Do you think that there is an improvement in your health status after seeking the services 
from here? 

1) Improved 2) Neutral 3) No 4) Don't know 

23. Does the availability of the present facility increase the motivation and frequency of 
seeking STD, HIV I AIDS related services? 

(1) High (2) To some extend (3) No (4) Don't know 

24. Overall, are you satisfied with the services provided by this facility? 
{1) Satisfied (2) Not so satisfied (3) Not satisfied 

25. Would you recommend this programme/activity/service to others? 
(1) Always (2) recommend if no other way (3) Never (4) Don't Know 

26. What suggestion do you have for improving the programme /service/activity in the 
future? 

Provider no:. ___ _ 

IV. Provider's Interview schedule 

An Evaluation of partnership effectiveness in the management.and control of 
HIV/AIDS in Tamil Nadu state, India 

A. Edwin Sam, PhD Scholar 

Achutha Menon Centrefor Health Centre for Health Science Studies, Sree Chitra Tirunallnstitute for 
Medical Sciences & Technology, Thiruvananthapuram, Kerala 695 011 

I assure that the information collected shall be used only for study purpose and necessary 
confidentiality of the study subjects will be maintained. Your participation in the study is purely 
voluntary and you are given a choice to withdraw from the interview or to deny answer to any 
questions during the course of the interview. 

Investigator 

The purpose and objective of the study have been explained to me and I voluntarily agree to 
participate in the study and retain the right to withdraw from the study at any stage. 

Signature of the pa;ticipant Date: ______ _ 

-17 



Name of the provider: Village/Town: 
Taluk: Age: j Sex: 

Qualification: Total years of service in providing health 
care: 

Are you formally employed? If employed, whether it is govt. or private: 

If not employed, do you have an office? Approx. no. of patients seen in a day: 

Patient charge per visit (Rs.): Approximate monthly income (Rs.): 

1. Reason for being in health care profession 

(a) Qualified doctor (b) Qualified in other health profession (c) Family tradition 
(d) working in a health care institution (e) Prior experience with a doctor 
(f) Own interest in medicine (g) Other (Specify) 

2. How many clients do you see in a day in the following categories? 

Category No. of clients Predominantly rich/poor 

Antenatal care 
Digestive disorders 
Respiratory illnesses 
Skin ailments 
Sexual and related disorders 
Diabetes 
Hypertension 
Bone and joint disorders 
Others (Specify) 

3. What proportion of your clients are women/men/children/elderly? 

Sex Children Adult Elderly 
Men 

Women 

4. Type of treatment provided (there can be more than one option) 

(a) Ayurvedic 
(d) Siddha 

(b) Allopathic/western 
(e) Others (Specify) 

(c )Local herbal 
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5. Why, do you think, are patients coming to you for treatment? 

(a) Nearer (b) Cheaper (c) Well qualified 
d) Experienced provider (e) Other (Specify) 

6. Do you think that STis, HIV/AIDS are prevalent in this area? 

(a) High (b) Medium (c) Low (d) I don't know 

7. Who in this area are generally suffering from STis/HIV/AIDS? 

Category of people Whether they 
treatment? Y 

8. How often do you come across HIV/AIDS cases in your area? 

(a) Often (b) Occasionally (c) Rarely (d) Never 

9. Do you think that you can treat HN/AIDS? (a) Yes (b)No 

10 Ifyes, have you ever treated HIV Case during last 3 months? (a} Yes (b) No 

11. IfNo, Reasons for not being able to treat? 

(a) Lack of training and knowledge (b) Lack of facilities (c)Stigma 
(d) Fear oflosing other clients (e) Fear of contracting HIV/AIDS (f) Other (Specify) 

12. Which medicine do you use to treat them? 

(a) Allopathic (b) Ayurvedic (c) Sidha 
(d) Other Indian system of medicine (e) Local herbs (f) Other (Specify} 

13. If you are not treating, what do you do? 

(a) Refer him/her to a qualified Pvt. doctor/institution (b) Refer him/her to a qualified 
govt. doctor/institution (c) Refer him/her to specialty institutions (d) Other (Specify) 

14. Are you aware of ART? (a} Yes (b)No 

15. Do you provi,de ART? (a) Yes (b)No 
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16. If yes, from where are you receiving ART? 

17. Who in the community do you think will be in a position to identify HIV/AIDS cases? 

19. Ifyvu are asked to help in HIV/AIDS control, in what way can you help? 

20. Are you willing to work in collaboration with government of not-for-profit organization for 

HIV/AIDS control? 

21 in what way, you can involve your self? 

(1) Prevention, promotion and counseling (2) Treatment 

(3) Provision of ART ( 4) Others (Mention) 

22. Remarks 

V. Stakeholders Interview Guide 

An Evaluation of partnership effectiveness in the management and control of 
HIV/AIDS in Tamil Nadu state, India 

Name of the participant: Position: 

Organization: Type of Organ: 

Address: 

1) Number and the types of organizations involved in partnerships in the implementation 
Level in Tamil Nadu? 

2) What are specific areas of work/ specific interventions/Specific target groups? 

3) How the partnership process is done or initiated? The procedures governing partner 
selection, Management etc? 

4) Do you think that the problem is very relevant to be addressed through partnerships in the 
current situation? Can it be addressed by some other way? How? 

5) How collaborative have different partners been in the process of decision making? 

6) In what way the existing health care system (Both public and private) is related to the 
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partnership? Are programs of the partnerships sufficiently a part of the overall health 
system, and have local health departments been strengthened as a result of this initiative? 

7) In what ways and in what level the general community and the affected community is 
involved in the partnerships? 

8) What proportions of partnership sustain after the funding period is over? What measures 
have been taken (or mechanism you follow) to sustain the partnership activities after the 
term of partnership is over? 

9) Do you get enough political support and commitment to the Partnership activities? What 
do you do for this? 

1 0) What steps have been taken to harmonize the interventions or services wit..l:i one another 
in the implementation level, and with other donors to avoid duplication and waste? 

11) Has the program cost more or less than planned? How do actual costs compare with 
benchmarks from similar programs or activities? Do you feel that the outputs and 
outcomes achieved in the most cost-effective way? 

12) Do you get the outputs/outcomes as predicted or expected by the partnership? How? 

13)To what extent have the various partnerships contributed to the aim of HIV/AIDS 
management and control in Tamilnadu? 

14) Whether the community/affected community is better off today because of the 
collaborations? Is the success due to the effectiveness of partnership? 

15) If so, how can you attribute the outcome or success/failure to the partnership 
effectiveness? 

16) What would the current HIV/AIDS situation have been like without these kinds of 
partnerships? 

17) Is there any best way for implementing these programmes without partnerships? 

18) What would happen if the partnerships are dissolved immediately? 

19) From your perspective, what challenges or concerns have you encountered with these 
partnerships? 

20) What is your view on the future partnership? 
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National and International Conference 

Presentations out of the PhD Thesis work 

• Edwin Sam A & Varatharajan D "Efficient HIV/AIDS management through fuller 
useof local non-government resources: Capacity and strength of first-contact 
providers vis-a-vis HIV/AIDS care in rural Tamil Nadu, India" presented at the pre­
congress symposium on the role of the private sector in health, held on 11th July 2009 
in Beijing. 

• Edwin Sam A & Varatharajan D "Revisiting the resource allocation strategy vis-a-vis 
HIV/AIDS care: Newly emerging new risk groups and potential care providers in the 
Indian state of Tamil Nadu" presented at the 7th World Congress of the iHEA, 
Beijing, China from 12-15 July 2007. 

• Edwin Sam A & Varatharajan D "Reorienting the HIV/AIDS resource use: Emerging 
new risk groups and the need to reallocate resources in Tamilnadu, India" selected 
for presentation at the XVII International AIDS Conference Mexico City, Mexico 
held from 3-8 August 2008. 

• Edwin Sam A " Missing targets in HIV I AIDs control" A qualitative study in a district 
of Tamilnadu, presented at the National conference on "Emerging issues in public 
health" held in AMCHSS, Trivandrum from ll-13th Janury 2008 

• Edwin Sam A "How effective are partnerships in the management and control of 
HIV/AIDS? Evaluation of existing partnerships in Tamil Nadu state of India" 
presented at the 6th World Congress of the iHEA, Copenhagen, Denmark from 8-11 th 
July 2007. 

• Edwin Sam. A & V aratharajan D "Potential non-governmental partners for P3{PPP) 
in the management and control of HIV/AIDS in Tamilnadu" presented at 
International conference on "Private sector in health at Jinan, China from 26th to 
28th September 2006 organized by PSP Programme, Karolinska Institute, Sweden. 

• Edwin Sam. A. "Working towards public-private partnership in HIV/AIDS care: 
What strength does private sector hold in India?" presented in National Seminar on 
Health Sector Reforms organized by Annamalai University, Chidambaram, India 
during 30-31 st Jan 2006. 

• Edwin Sam. A & Varatharajan D "Looking beyond the state: Partnering with not-for­
profit private sector to tackle HIV/AIDS in India. At International conference on 
HIV/AIDS at Toranto, Canada, 2006. 
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