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1.0. Executive Summary
The Community based systems in HIV treatment (CoBaSys) programme is empowering 
communities to support antiretroviral delivery programmes for patients with HIV infection in east 
and southern Africa (ESA). This is done through a regional network for policy advocacy 
targeting vulnerable groups in ESA and Europe with support from the European commission 
through the African Caribbean and Pacific (ACP) group of States. The project primarily focuses 
on building solid ‘community based systems that support the HIV treatment to benefit most 
vulnerable social groups at primary care level. The learning and evidence from this tier of the 
health system within the Kariba Urban District-Zimbabwe is collated, synthesized for national 
level advocacy and further integrated at regional level for global engagement. 

Zimbabwe is experiencing a decline in HIV AIDS prevalence and in new HIV infections, first of 
such kind in southern Africa. The estimated HIV and AIDS prevalence in adults in the 15-49 age 
groups was 14.1% in 2008 and declined to an estimated 13.7% in 2009 (MOHCW 2009).  
However, the prevalence remains high with more than one in seven Zimbabweans still infected 
with HIV. In Kariba District, HIV prevalence is estimated at 19.1% based on the Mashonaland 
west province statistics from Central Statistics Office (CSO 2008).

The research used qualitative Participatory Reflection and Action (PRA) research methods.
PRA research provides a powerful means of improving and enhancing practice by involving 
community dialogue at the very early stages of programme planning. Thus, it builds a basis for 
negotiation and partnership between researchers, resource holders and beneficiaries. However, 
PRA is often time-consuming and should not be used to provide detailed information about 
problems without a follow-up commitment to take action on the problems identified. A PRA 
study protocol used in the research was developed by TARSC; peer reviewed and pretested 
prior to implementation (Machingura F et al 2010).  The Kariba PRA research participants were
drawn from Ministry of health and Child Welfare (MOHCW), local authorities, health workers,
community representatives, people living with HIVAIDS (PLWHA) and other key stakeholders. 

This report provides findings and an analysis from a PRA research held in Kariba in May 2010 
to investigate and provide collective recommendations to community based systems in HIV 
treatment. The PRA research explored factors that facilitate and block access to, use and 
effective coverage of services and responses to HIV, and identified relevant and effective 
approaches to building community systems for responding to HIV /AIDS and services that 
support these systems.

The Research findings indicate that Kariba urban has a number of economic activities and 
groups that could be tapped into to facilitate an efficient HIV/AIDS treatment and support system 
at primary care level. Economic activities included fish farming, tourism industry and vending. It 
also has social groups that are potential channels for enabling an interlinked system delivering 
on HIV/AIDS activities including Home Based Care, Support groups, primary care volunteers 
and PLWHA income generating projects.

All the Kariba Health facilities provide Voluntary Counselling and Testing (VCT) services; 
Prevention of Mother to Child Transmission (PMTCT) services, Provider Initiated Testing and 
Counselling (PITC) services. However, the district relied on the Chinhoyi provincial hospital for 
the CD4 counting machine more than 150km away from Kariba. Even so, the services for CD4 
counting were often unreliable due to power cuts, trained human resources amongst other 
factors. Furthermore, the members of the African apostolic faith church were noted to object 
health services, this was observed as one of the largest barriers to HIV treatment interventions. 
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Similarly, HIV treatment interventions in Kariba mainly targeted women positioning men in 
vulnerable conditions particularly on treatment literacy. This reflects a gender inequality 
dimension that programmers should note at planning level. On the other hand, user fees and 
out of pocket costs were highlighted as disabling factors to HIV treatment care. 

Women reported that their vulnerability is founded on their lack of access to and control over 
resources, child-care responsibilities, household chores, restricted mobility and restricted 
freedom to make decisions. Women in Kariba assume the greater share of Home Based Care
(HBC) giving in the family and in the community as is assumed that the role best fit women. 
Lack of employment amongst men living with HIV AIDS causes economic pressure at 
household level leading to depression, anxiety and social isolation, associated with inability to 
look after own families. The youth noted that unprotected sexual intercourse particularly before 
marriage is common and often complimented with risky behaviour. Shortage of staff, unrealistic 
workloads, lack of Post Exposure prophylaxis and substandard facilities were respectively rated 
the top three priorities by health workers.  Stigma and discrimination was rated the one most 
important need across all social groups.

Tanahashi model was used to qualitatively interrogate the health service coverage in terms of 
HIV treatment in Kariba district. The five domains of coverage were expressed in terms of 
availability, accessibility, acceptability, contact and effective coverage. The gaps identified for 
Clinical mentoring stem from shortages of funds to retain qualified personnel, and where these 
personnel exist, it is very little. There were flaws in the patient flow that crop up from the long 
waiting time; the shortage of human resources, both of these factors makes it difficult for health 
workers to be more efficient. Furthermore, the Kariba participants noted that the household
monthly Health levy should be channeled towards clinic administration needs. 

Stakeholder analysis in Kariba urban showed the lack of solidarity and absence of 
harmonization of HIV/AIDS and related projects. This perpetuated vertical approaches to health 
that distorts the health system particularly Primary Health Care (PHC). Stakeholders were 
observed to operate as single competing entities leading to duplication of efforts and less 
effective coverage of services. Research interventions such as the impact of male circumcision, 
Breast milk in PMTCT, coping strategies of adolescents born with HIV, and pharmaco-vigilance 
of alternative therapies created knowledge gaps. 

This research identified recommendations that policy should consider in defining a 
comprehensive community based model for HIV treatment, support and care amongst PLWHA 
and those affected. These recommendations have been framed into three main health system 
domains for HIV treatment. These include the recommendations at community level, those in 
the frontline health system, and those on the interaction between community and health system.

1. The community level
i. Stakeholders should work together to support community structures that protect the 

rights of individuals and facilitate access to health and social welfare services. Thus, the 
government should prioritize the role of social welfare department to address the needs 
of Orphans and other children made vulnerable by HIV and AIDS.

ii. PLWHA should be supported by family members and through local government funds 
earmarked for health such as the Health levy to support and sustain support groups. 

iii. The Social Welfare department, MOHCW, NGOs and other players should invest in 
creating partnerships and referral networks to provide a comprehensive service package 
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2. The frontline health system
i. PLWHA should begin ARV treatment before signs of immune system damage emerge. 

This can be strengthened by supporting local pharmaceutical companies to produce 
ARVs to facilitate cheap access and increased availability.  

ii. Furthermore, there is an urgent need to recruit and train more primary care nurses to 
facilitate clinical mentoring programmes complimented by laboratory monitoring training 

iii. The MOHCW should enforce standardization of HIV treatment for first line treatment 
particularly for occupational and non occupational Post Exposure prophylaxis (PEP).

iv. The MOHCW should decentralize outpatient treatment sites to clinic level. This includes 
provision of laboratory services such as the CD4 counter closest to the communities to 
encourage sustenance of care.

3. The interaction between community and health system.
i. Primary care workers should provide mechanisms for supporting PLWHA on treatment 

to adhere to treatment through direct observations and monitoring. Lessons to do this 
can be learned from the successful ‘Directly observed Therapy’ (DOT) treatment 
strategy used for Tuberculosis control in Zimbabwe. 

ii. The HBC programme should be revitalized and supported as a national policy priority. 
This is fundamental in institutionalizing community participation and mechanisms in 
which they participate. There is potential to address other underlying determinants of 
health that impede on HIV treatment and care through prioritizing HBC programmes.

iii. The National AIDS Council should support its decentralized structures including the 
District AIDS Action Committees and Ward AIDS Action Committees in their role of 
managing HIV AIDS related services including HIV treatment services. This includes 
ensuring that the AIDS levy benefits PLWHA at the grassroots. 

iv. Comprehensive HBC programmes open an opportunity for palliative care. Based on this, 
HBCG require training on basic management of ART patients, pain management and 
diagnosis of opportunistic infections and; the DOTS for tuberculosis.

v. The MOHCW ART programme should consider developing HIV AIDS treatment systems 
in the wider framework of Primary Health Care (PHC). This calls for the integration of 
community Participation, PLWHA Leadership within a broader framework of the 
Social Determinants of Health.

vi. Coordination and stakeholder solidarity is important in implementing action researches. 
Action researches should prioritize the following knowledge gap areas: Impact of male 
circumcision; Breast milk in PMTCT; Coping strategies of adolescents born with HIV; 
Pharmaco-vigilance of alternative therapies and the impact of administering occupational 
and non-occupational Post Exposure Prophylaxis (PEP).

We acknowledge that communities are not homogenous entities, thus while learning from this 
can be used to inform critical decisions in defining a community based model for HIV treatment 
in Zimbabwe, district level interventions will need more systematic flexibilities that enable them 
to use the information within their own contexts in line with national guidelines. If this is provided 
for policy, there is a fundamental need to define how this should be decentralised to suite norms 
and turn rights into capabilities with as much little constrains as is possible. However, we note 
possible weaknesses that this can bring, particularly if human resources gaps are not 
addressed. Human resources for health play a critical role in ensuring that community priorities 
are part of the wider health system. The participatory methodologies used in the research
created dialogue and ownership of the CoBaSys work from the outset.. We agreed that 
subsequent meetings will consolidate feedback and update on actions implemented. We 
observed that PRA processes empower communities and play a wider role in supporting 
processes of community dialogue and participation in HIV interventions.
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2.0. Background

Zimbabwe is experiencing a decline in HIV AIDS prevalence and in new HIV infections, first of 
such kind in southern Africa. The estimated HIV and AIDS prevalence in adults in the 15-49 age 
groups was 14.1% in 2008 and declined to an estimated 13.7% in 2009 (MOHCW (2009). The 
estimated number of adults and children living with HIV and AIDS was 1,102,864 in 2009. A 
review of available data in Zimbabwe (UNAIDS (2005), UNICEF (2006), Hallett, T.B et al 
(2006)) determined that the decline in HIV prevalence resulted from a combination of an 
increase in adult mortality in the early 1990s and a decline in HIV incidence starting in the mid 
1990s. While the decline in HIV prevalence is encouraging, the prevalence remains high with 
more than one in seven Zimbabweans still infected with HIV. 

WHO (2006) estimated that between 2002 and 2006, the population of Zimbabwe decreased by 
four million people, more so both infant mortality and maternal mortality increased (Medicines 
Sans Frontiers 2009). Mortality rates of children younger than 5 years and infants rose from 
77/1000 and 53/1000 live births in 1992 to 82/1000 and 60/1000 in 2003, respectively (CSO 
2006). 

The average life expectancy is estimated at 34 for women who are particularly affected by 
Zimbabwe's AIDS epidemic, the lowest anywhere in the world, however this figure is argued to 
be lower than this, since the data used was based on old statistics. Related to this is the 
estimated number of orphans, in proportion to its population, Zimbabwe has the highest number 
of orphans than any other country in the world, according to UNICEF 1 in 4 children in 
Zimbabwe are orphaned as a result of parents dying from AIDS (Medicines Sans Frontiers
2009). Similarly, maternal mortality rose from 168 per 100 000 births in 1990 (Mbizvo et al 1993)
to 725 per 100 000 in 2007 while Tuberculosis new infections increased from 136 per 100 000 
in 1990 to 557 per 100 000 in 2006 (Ministry of Health and Child Welfare 2007).

The MOHCW ART rollout program started in 2004 on the understanding that people living with 
HIV and AIDS will survive longer if they are on ART, however more than half of the estimated 
number of adults (age 15-49 years) needing antiretroviral therapy have not been able to receive 
treatment  (UNDP 2009) see figure 1 below. Still, there has been a remarkable increase in the 
number of women accessing HIV testing and counseling services, but the gap in those testing 
HIV positive and those receiving Nevirapine for PMTCT still remains. 

In Kariba District, HIV prevalence is estimated at 19.1% (Mashonaland west province) (CSO 
2008), above the national average of 14.1% in 2008 (Zimbabwe National HIV and AIDS 
Estimates 2009). Related to this is the incidence of teenage pregnancies recorded in the 2003 
poverty assessment study survey (PASS) as the highest, at 6.3% for Mashonaland west. Kariba 
district is located on the north eastern border with Zambia. It is a small and isolated enclave 
bounded by the lake, the Zambezi River, Kaburi Wilderness and Urungwe Safari Area rich in 
wildlife. Kariba town has a population of approximately  25,000 people  (CSO 2008) 
concentrated in the Nyamhunga and Mahombekombe townships, with smaller communities on 
the Heights, Chawara, Charara and Camp hill.
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Figure 1: Trends in the estimated number of adult (age 15-49 year) needing, receiving 
and newly needing ART, Zimbabwe 1980-2007

Source: Zimbabwe millennium development goals -2000 - 2007 Mid-term progress report (UNDP 
2009)

The Kariba urban District Health System provides an operational level of the health delivery 
system. Its goal is to provide a comprehensive range of promotive, preventive, curative, 
rehabilitative and palliative health services, to all the sectors of the community, in line with 
national and provincial policies and guidelines. Community and other sectors’ health inputs are 
captured through the Kariba Urban District Development Committees coordinated by the office 
of the district Administrator.   The Kariba Urban Primary Health Level comprises of Nyamhunga 
and Mahombekombe clinics that provide the first point of contact between the communities, 
Home Based Care Givers (HBCG) and the formal health delivery system. This level provides 
comprehensive promotive, preventive, curative and rehabilitative services.  

Thus, the Kariba district health system integrates the primary health level and resonates with 
the three pillars of the Zimbabwe national Health system:  

1. Priority in health care is based on the development of comprehensive and integrated 
preventive and curative primary level services, starting with the provision of services to 
those in greatest need; primary health care services which are supported by increasingly 
specialized higher levels of care, in a coherent national health system. (Primary Health 
Care Strategy) 

2. Communities participating actively in the planning and organization of primary care 
services. 

3. Actions being taken in economic and social sectors that address the non-health 
determinants of health development. 

However, good access to health facilities providing affordable and or free good first-level health 
care remains problematic. It is a hindrance to effective and efficient functioning of the Kariba 
District hospital, as outpatient departments become overcrowded with patients from areas 
without health centers like the ‘Heights’ and from Nyamhunga and Mahombekombe  townships 
who prefer free services at the government hospital. In most cases the quality of care delivered 
to these patients is poor because within the district health system the hospital is not the best 
place for the supply of comprehensive, integrated and continuous care. Eventually, high hospital 
involvement in first-level care can jeopardize the delivery of adequate referral care for those 
patients who desperately need the hospital's technology and expertise. 
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This report provides findings and an analysis from a PRA research held in Kariba in May 2010 
to investigate and provide collective recommendations to community based systems in HIV 
treatment.

The Community based systems in HIV treatment (CoBaSys) programme is empowering 
communities to support antiretroviral delivery programmes for patients with HIV infection in east 
and southern Africa (ESA). This is done through a regional network for policy advocacy 
targeting vulnerable groups in ESA and Europe with support from the European commission 
through the African Caribbean and Pacific (ACP) group of States. The project primarily focuses 
on the building solid ‘community based system that supports the HIV treatment to benefit most 
vulnerable social groups at primary care level. The learning and evidence from this tier of the 
health system is collated, synthesized for national level advocacy and further integrated at 
regional level for global engagement. 

Thus in this context “Treatment of HIV/AIDS encompasses a range of curative services, 
including treatment of opportunistic infections, tuberculosis, sexually transmitted infections and 
the provision of antiretroviral drugs. Beyond this clinical component, treatment is also 
understood to include a range of management and support interventions such as treatment 
literacy, psychosocial support, nutrition education and integrated management of HIV/AIDS and 
STIs. These measures, aimed at maximizing treatment adherence and efficacy, are essential 
complements to medical interventions. Treatment may involve the actions of a single provider, 
but often involves the actions of different providers acting simultaneously.” (Machingura et al
2010)

The wider project aims to:

1. to empower local communities in their fight against HIV/AIDS through participatory 
research and action programme (PRA) within the identified target areas;

2. to generate evidence from target areas with high rates of HIV infection supporting 
learning on community based and patient centered approaches to HIV treatment from 
target areas with high endemic HIV infection;

3. to share pre-existing knowledge as well as knowledge generated by the project via 
conferences and workshops and presenting the state of the art and the prospects for 
international cooperation in the field of quality health care policies concerning HIV/AIDS 
treatment. This will enhance the ‘collective responsibility’ and ownership of interventions
by all stakeholders.

4. to promote local stakeholders advocacy towards national health policies concerning 
HIV/AIDS treatment set up a stable regional network for regional engagement.

5. to demonstrate mutual interest and benefit in scientific cooperation on HIV/AIDS at Euro-
African level through shared learning on HIV/AIDS treatment 
.

The PRA research in Kariba was conducted in the context of CoBaSys main objectives (1) and 
(2) above. The research explored the factors that facilitate and block access to, use and 
effective coverage of services and responses to HIV, and identified relevant and effective 
approaches to building community systems for responding to HIV /AIDS and services that 
support these systems.  
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Within the overall framework of the research programme, the Kariba PRA research aimed to:
1. Map the social economic differentials within the communities that affect risk and 

vulnerability to HIV and AIDS, and that may have an impact on uptake of available 
services for prevention, treatment and care of AIDS

2. Using this, identify the nature of the epidemic in the community in terms of risk groups 
and environments, the public health stage and burdens of the epidemic and discuss the 
nature of the responses needed for key social groups. 

3. Map the resources, institutions and actors available at community and primary care level 
to respond to the epidemic. 

4. Identify for key social groups the priority social and economic determinants at individual, 
household, community and system level that facilitate and block availability, access, 
acceptability, uptake, quality of care in and adherence to the resources above for 
prevention, treatment and care for HIV and AIDs (including community knowledge on 
social rights)

5. Review the evidence to assess the opportunities and mechanisms to enhance facilitators 
and overcome priority blocks to availability, access, acceptability, uptake, quality of care 
in and adherence to services: (e.g. opinion leader and health worker attitudes and 
practices; communication processes and skills, mechanisms for social dialogue and 
communication;  resource transfers, service organization and so on) 

6. Identify strategies for strengthening these opportunities and mechanisms as 
recommended by communities, health authorities, opinion leaders and key stakeholders, 
the actions that can be taken in the medium and long term for these strategies and the 
progress markers for these actions.

Kariba is one of the districts TARSC Zimbabwe prioritized for the Community based systems in 
HIV treatment (CoBaSys) programme. On analysis of selected indicators, Kariba district 
presents with characteristics of a vulnerable population. The Multiple indicator Monitoring 
Survey MIMS ( CSO 2009)  showed that percentage of women aged 15-49 in marriage or union 
before their 15th birthday (8%) was one of the highest following Mashonaland central with 9%. 
this was particularly high in the lowest wealth quintile and in the social groups with very little 
formal education. Kariba recorded the lowest number of women tested for HIV during ANC visits 
(45.7%) compared to Harare and Bulawayo that recorded 70.5% and 82.1% respectively (CSO 
2009). the Poverty Assessment Study Survey (PASS) 2006 shows that the poverty incidence 
amongst the very poor and the poor rose from 6% and 28% in 1995 respectively to 7% and 27% 
in 2003 respectively, while the total poor population in Kariba urban rose from 34% in 1995 to 
53% in 2003 (Ministry of Public Service, Labor and Social Welfare 2006). The same reported 
showed that teenage pregnancy was highest in 2003 in Kariba at 6.3% compared to Bulawayo 
lowest at 2.2% (CSO 2009) in the same year. MIMS 2009 reported that only 1.0% of the 
population in Mashonaland west province used condoms in 2009 compared to 3.2% in 
Bulawayo. The ZDHS (2005-6) shows that HIV prevalence in Kariba urban (provincial 
disaggregations) was at 19.1% compared to the national average of 18.1% in the same period
(CSO 2006). 

3.0. Methods
The study used mainly qualitative Participatory Reflection and Action (PRA) approaches. PRA is 
often associated with weaknesses of time-consumption and should also not be used to provide 
detailed information about problems without a follow-up commitment to take action on the 








