
     

Newsletter n. 1 ï August  2010  

CoBaSys  - Community Based System  in HIV treatment   

 

Dear readers, 

With this newsletter it is our pleasure to inform 

you about the implementation of the CoBaSys 

project. To begin with, we would introduce the 

Work Package 2 - ñSTART-UP OF THE LOCAL 

FOCUS GROUPò, which is already operating. The 

CoBaSys project has been structured along 7 Work 

Packages in order to assure an organic execution 

of all the specific activities. According to the main 

interests in fostering comm unity approach and 

participatory method, this first WP is dedicated to 

empowerment processes and outcomes of target 

groups. 

WP2  is dedicated to create stable 

cooperation at local level  with the building of 

empowerment processes and outcomes at the 

communi ty level. Communities are supported by 

specific partnership in each involved countries in 

carrying out relevant actions to research, enable 

and implement policy oriented at community 

based quality health care in fighting HIV/AIDS. 

The academic partners suggest frameworks and 

toolkits to identify and manage opportunities and 

inhibiters to community ownership and 

participation, drawing on experience of existing 

academic and participatory work. The partner 

responsible for the wide management of this 

activity i s the Training and Research Support 

Centre (TARSC), Zimbabwe. European partners 

will follow the activity implementation and results 

working in close cooperation with eastern and 

southern African partners developing 

coordinating missions.  

 

 

Specifically, the current implementation of WP2 

aims at mapping 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. Using 

this, WP2 identifies 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. Wp2 

is also working on the definition of the priority 

social and economic determinants that facilitate 

and block access, uptake and adherence to 

prevention, treatment and care for HIV and AIDs 

at individual, household, community and system 

level. Pinpointing the resources, institutions and 

actors available at community and primary care 

level to respond to the epidemic as well as 

reviewing the evidence to assess the opportunities 

and mechanisms to enhance facilitators and 

overcome priority blocks to access, uptake and 

adherence, will enable the project to carry out 

strategies in the medium and long term for 

strengthening these opportunities and 

mechanisms as recommended by communities, 

health authorities, opinion leaders and key 

stakeholders.  

Beniamina Lico  
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Religious ob jectors  in Zimbabwe : 

implications for HIV prevention  

 

The Zimbabwe situation today calls for more 

realistic health approaches that are context- 

specific and sensitive to community demands and 

day-to-day challenges. The cholera experiences of 

2008 -2010 signalled some flaws in the National 

Health Delivery system. While tremendous efforts 

have been made to contain and manage epidemic 

diseases, there are still visible patterns of 

persistent outbreaks in some districts The 

Zimbabwe mortality rates of children yo unger 

than 5 years and infants rose from 77/1,000 and 

53/1,000 live births in 1992 to 82/1,000 and 

60/1,000 in 2003, respectively. 1 Similarly, 

maternal mortality rose from 168/100,000 births 

in 1990 to 725/100,000 in 2007, 2 while life 

expectancy is estimated at 41 years for males and 

46 years for females.3 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 8 - 

according to UNICEF 1 in 4 children i n Zimbabwe 

are orphaned as a result of parents dying from 

AIDS.8 The maternal and perinatal mortality 

study conducted in 20074 showed that levels of 

maternal and neonatal deaths are at unacceptable 

levels, yet the majority of maternal and newborn 

deaths are avoidable, and can be prevented with 

affordable interventions and resuscitation of the 

health service system. When infrastructure is 

there, all efforts being made to put the needed 

                                                           
1 Central Statistical Office (CSO) (2007) Zimbabwe and Macro 
International Inc. Zimbabwe demographic and health survey 
2005ï6. Calverton, Maryland: CSO (Zimbabwe) and Macro 
International.  
2 Ministry of Health and Child Welfare (2007). Maternal and 
perinatal mortality study 2007: Government of Zimbabwe, 
Harare 
3 Central Statistics Office (CSO) 2008, Inter -Censal  
Demographic Survey (ICDS) 2008: Government Printers, 
Zimbabwe, Harare 
4 Ministry of Health and Child Welfare (2007). Maternal and 
perinatal mortality study 2007: Government of Zimbab we, 
Harare 

resources in place, the question to ask is where we 

are going wrong, who is being left out; and how  

those being left out should be involved? This is 

particularly important for HIV related 

interventions.   

 

The Training and Research Support Centre 

(TARSC) Participatory Reflection and Action 

(PRA) community meeting held in Kariba  district 

(May 2010) revealed a reality that is threatening 

the revitalization of primary health care in 

Zimbabwe. The TARSC PRA research meeting was 

the first of a series of  three participatory research 

meetings in Zimbabwe aimed at supporting 

communitie s to explore the factors that facilitate 

and block access to, use and effective coverage of 

services and responses to HIV, and to identify 

relevant and effective approaches to building 

communit y systems for responding to HIV/ AIDS 

and services that support these systems. The PRA 

focus group participants were drawn from g roups 

of people living with HIV/AIDS , HI V/AIDS 

Support groups, orphans and children made 

vulnerable with AIDS. Health workers, primary 

care workers, elected leadership, local authorities, 

church representatives (apostolic faith, Muslims 

and Christians), youth affected by AIDS and other 

men and women from the community.  
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The members of the Apostolic Faith Christian sect 

form a huge social group with an estimated 29.9% 

women and 22.4% men5 membership, making it 

the biggest religion in Zimbabwe. While some 

sects in the Apostolic Faith do have contact with 

the health facilities, studies have shown that a 

greater number objects to health care and health 

services. The Zimbabwe Maternal and Perinatal 

Mortality Study  2007 conducted to establish the 

national estimates for indicators relating to 

mothers and newborns confirmed that members 

of this sect were at higher risk of maternal death, 

due to their strong belief that health problems 

should be treated only through faith practices 

such as using holy water, milk, and/ or prayer. 

This is so because the study placed apostolic faith 

church membership as one of the barriers to 

access of obstetric and neonatal care in the first 

place among the three reasons for delays in 

accessing care.  The study confirmed that 29% of 

pregnant women belong to this sect. Thus, the 

implementation of innovative health interventions 

to address maternal and neonatal mortality 

including Prevention of Mother to Child 

Transmission (PMCT) services may not yield 

effective coverage due to the 29% of women who 

may never have contact with health services and 

facilities. On a similar note, the measles outbreak 

of 2009-2010 revealed that community deaths in 

districts such as Buhera were mainly attributed to 

members of the Apostolic Faith who refused their 

children access to vaccination and essential care.  

 

One of the health problems raised by the TARSC 

Kariba PRA meeting was that HIV prevention 

strategies are not reaching to all the social groups 

in Kariba district , and particularly to members of 

the Apostolic sect, who refuse to visit health care 

facilities based on their strong religious beliefs.  If 

                                                           
5 Central Statistics Office (CSO) 2006; Zimbabwe Demographic 
Health Survey (2005-6) : Government  Printers,  Zimbabwe, 
Harare 

this huge following does not have contact with 

health services what are the implications for HIV 

incidence and prevalence data? What does this 

mean for Voluntary Counselling and Testing 

(VCT), Provider Initiated Testing and Counselling 

(PITC) and PMCT services? 

 

The government of Zimbabwe emphasized the 

importance of VCT for HIV in its Nation al AIDS 

Policy in 1999. Between 2005 and 2007 the 

UNGASS 2006-2007 report highlighted that the 

total number of VCT sites increased from 395 to 

649. A target has now been set to increase the 

number of people who know their status from 

20% in 2007 to 85% by 2010. However, this will 

not be possible if the strategies do not enforce 

sensitive approaches to the sects, that respect 

their right to religious freedoms but also asserts 

womenôs and childrenôs right to health. The 

TARSC Kariba PRA meeting concluded on some 

key recommendation areas on this particular 

issue: 1) community ownership and involvement 

helps to strengthen collective activities and role 

modelling  particularly from more senior members 

and leaders of the apostolic church, thus 

implementers and poli cy-makers must encourage 

and ensure that many people from this religion in 

the community are involved as caregivers and 

support group members; 2) the local community 

members of the apostolic church, including 

relevant leaders, should be involved in the 

conceptualization, inception and execution of 

Home Based Care programmes. Thus, services 

should respond to the felt needs of the community 

and use such information for rights based 

planning and programming; 3) every child has the 

right to life,  thus the Mini stry of Health and Child 

Welfare (MOHCW) should ensure that every child 

is immunized regardless of the religious 

orientation of their parents and 4) the MOHCW 

and other relevant medical authorities should 
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disseminate the right information that gives 

confidence to health-seeking behaviour amongst 

the general population 

 

Some known practices of some Apostolic faith 

sects include the following: age at marriage may 

be as low as 11 years (primary school going age), 

with sexual debut even lower in some families - 

particularly for girls; polygamy is highly 

acceptable, education of the girl child is neither 

respected nor is it a priority, and  most family sizes 

range from 5 to 15 compared to the national 

average of 3.3 from the Zimbabwe Inter-Censal 

Demographic Study of 2008. While, clearly , this 

exacerbates poverty and suffering particularly for  

women and girls, these practices are a part of a 

culture and belief that demand long term 

strategies that enable them to fully express who 

they are while also avoiding the reversal of gains 

in primary health care. Unless some of these 

seemingly small problems are addressed through 

human rights based approaches, HIV prevention 

interventions will not make a significant 

difference from this point on!  

 

 Fortunate Machingura  

 

 

 

 

 

 

Meet the CoBaSys  researchers : 

Fortunate Machingura  

 

 

 

1. Tell us a little bit about your background 

 

I have obtained a BSc in Nutrition and Food 

Sciences from the University of Zimbabwe , and a 

MSc in Population Studies and Demography. I am 

currently enr olled in a PhD programme and work 

as a researcher at the Training and Research 

Support Centre (TARSC). 

 

2. Can you tell us more about the work that your 

organization is doing in Zimbabwe in relation to 

HIV/AIDS?  

 

TARSC sits in the national Research Advisory 

Committee (RAC) on HIV/ AIDS. The committee 

has a consultative mandate to support the 

national AIDS council in carrying out its role of 

coordinating the national response to HIV / AIDS, 

through promoting and coordinatin g HIV/ AIDS 

research, acting in close cooperation with internal 

and external institutions pursuing common goals 

and with the research community at large. TARSC 

also plays a critical advisory role to the 

parliamentary portfolio committee on health and 

the HIV/ AIDS thematic committee in Parliament. 

TARSC is a technical partner of these committees 

http://www.tarsc.org/
http://www.tarsc.org/
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and is consulted on a regular basis on issues of 

health including on HIV/ AIDS. Further more 

TARSC sits in the national Public Health Advisory 

board, which advises the Minister including on 

HIV/ AIDS related matters. 

At regional level TARSC works on equity and 

AIDS programmes within the Regional Network 

for Equity in Health in East and Southern Africa 

(EQUINET). At international level, the director of 

TARSC (Dr. R. Loewenson) was the chair of the 

World Health Organization (WHO)  scientific 

programme, sat in the technical advisory 

committee on AIDS and chaired the steering 

committee of the WHO 3X5 evaluation  

More importantly, TARSCôs projects at 

community level all have an HIV/ AIDS 

component. The use of Participatory approaches 

in both Participatory Reflection and Action (PRA) 

research and PRA for social empowerment is 

fundamental to TARSCôs values particularly on the 

way TARSC conducts its work and how it relates 

with other partners in Zimbabwe and beyond. 

 

3. How can the CoBaSys project contribute in 

empowering communities and vulnerable groups? 

 

PRA research is empowering. One extremely 

important component of the CoBaSys project is its 

ability to use PRA research. The principles of PRA 

are closely aligned to the Primary Health Care 

(PHC) concepts of involvement, partnership and 

empowerment. PHC emphasizes the participation 

of people in the planning and development of 

their own health care (WHO  1978).6 The driving 

force of this project is predominantly the creation 

of a positive social change, thus communities 

involved in the CoBaSys research should be able to 

effectively utilize PRA discussions, results and 

their recommendations to pro mote health, 

                                                           
6 WHO (1978) Primary Health Care: Report of the 
International Conference on Primary Health Care, Alma -Ata, 
USSR, 6-12 September 1978. Geneva: WHO 

particularly on HIV/ AIDS.  This CoBaSys project 

comes at a time when the estimated HIV / AIDS 

prevalence in adults in the 15-49 age groups in 

Zimbabwe is declining from an estimated 14.1% in 

2008 to an estimated 13.7% in 20097, and the HIV 

incidence is declining from 4.6% to 0.96% in 1993 

and 2009 respectively.8 While this signifies some 

progress, prevalence is still high and defining 

research-based interventions particularly at 

primary care level through involving the 

beneficiaries from the outset is fundamental. This 

is one unique niche of the CoBaSys project, thus 

TARSC foresees a much concrete and relevant 

people-centred HIV/AIDS treatment community -

based model from this work that will benefit 

communities significantly.  

 

 

PRA meeting, Kariba  

 

 

PRA meeting, Kariba  

                                                           
7 MOHCW (2009) Zimbabwe National HIV AIDS Estimates 
2009; Government of Zimbabwe, Harare  
8 Ibid. 
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Caprivi -region decentralizes 

HIV/AIDS services to speed up 

antiretroviral  roll out  in rural areas  

 

Namibia, with a population around 2 million, is 

classified as a middle-income country. However, 

despite the countryôs relatively stable and good 

economy, only a small proportion of the 

population enjoys considerable wealth, and 

prompt access to quality health services. Overall 

poverty rates are high - poverty is particularly 

high in rural areas in the northern parts of the 

country, and is aggravated by the HIV pandemic. 

The national HIV prevalence is set at 15.4 

percent.9  

 

Namibia provides free antiretroviral therapy for 

people living with HIV/AIDS (PL WHA). However, 

a recent health system assessment revealed that 

current levels of human and infrastructure 

resources are insufficient to support  the increased 

coverage of PLWHA, both within the Pre -ART and 

the ART clinics. Additionally the referral system is 

defined ñoverall poorò and as a result little 

continuity of care is provided .10 Moreover, 

geographic and financial barriers to accessing 

health care for patients have caused delays of 

people receiving treatments on time and high 

drop-out rates. In order to tackle these problems 

Namibia has promoted methods of task shifting, 

training and mentoring staff, and creating new 

capacity for rapid scale up of ART services in the 

country. The strategy promotes shifting the health 

care system from a centralized hospital-based 

ART management to a decentralized clinic-based 

                                                           
9 In 2008, MOHSS used computer models to extrapolate 
prevalence levels for the general population based on ANC data 
(MOHSS 2008). Th ese models estimate a national prevalence 
of 15.4 percent among adults age 15 to 49 in 2007, and project 
a slight rise in prevalence to 15.8 percent in 2012 (MOHSS 
2008).  
10 Ministry of Health and Social Services (2008): Health 
System Review. Windhoek, Namibia 

ART system, where community based health 

clinics are engaged in primary health care but also 

managing HIV -drugs administration. This type of 

nurse-administered HIV -treatment service has 

proven to be successful in delivering HIV/AIDS 

treatment for people living in remote, rural areas 

in other countries in Africa .11  

 

Caprivi  is one of the regions in the country, which 

has started gradually to decentralize HIV-

treatment services at the clinic level The region 

has great health services needs due to one of the 

highest HIV/AIDS prevale nce in the world with 

around 40% of pregnant women testing positive 

during antenatal care.12 At the time of writing 

7,382 people have been tested positive in VCT and 

5,710 out of them are enrolled in the ART 

program.13 Need for treatment and care for 

PLWHA and orphans and vulnerable children is 

expected to grow. 

 

The poor rural Caprivians have limited access to 

health and social care, inadequate sanitation and 

water supplies. High morbidity a nd mortality due 

to HIV/AIDS have  an overall negative impact on 

the local peoplesô livelihoods, driving poor families 

in deeper destitution.  Food shortages are defined 

as one of the major problems among the most 

disadvantage groups especially during periods of 

flooding and drought. The very poor constitute 

31% and poor 39% of all households.14 Also, the 

poorest households are more likely to be 

                                                           
11 For instance positive experiences from Lesotho, Rwanda and 
Botswana have been documented. The WHO support task 
shifting as part of the strategy on Integrated Management of  
Adolescents Adult Illnesses (IMAI).  WHO offers a set of 
operational tools tha t enables the decentralized delivery of 
ART. 
12 38.4% among pregnant women according to ANC data 
(2006)  
13 In -depth interviews with the officials from the Special 
Programs at the Ministry of Health and Social Services. 
Caprivi, June 2010. 
14 Office of the Prime Minister -Directorate Emergency 
Management Livelihoods Assessment Caprivi Region- 
Livelihood Baseline Profile - Low Land Maize and Livestock 
Zone. Main Report -June 2009 
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dependent solely on subsistence agriculture with 

limited possibility to pay out -of-pocket expenses 

such as transport fees to access health care from a 

long distance. During the flood season many areas 

are inaccessible by road and can only be reached 

by boats, canoes or helicopters, which makes aid 

relief efforts difficult. Health officials at the 

regional level reported challenges in providing 

prevention, care and treatment services for 

displaced people, and track ART defaulters among 

flood victims.  

 

Lack of quality and proximate services, lack of 

transportation together with high disease burden 

from TB, HIV/AIDS and malaria puts the Caprivi 

region on the top in maternal and infant mortality 

statistics in the country. The greater proximity 

and acceptability of ART services at the clinics 

that the decentralization should bring faster 

enrolment  of patients into treatment, better 

treatment outcomes and lower mortality levels to 

the Caprivi. Although no studies have been done 

so far to measure treatment success and patient 

satisfaction of new community based ART services 

in the region, the official from the Ministry of 

Health said that there seems to be more demand 

for decentralized HIV -services than they are 

currently able to provide: ñPeople from nearby 

villages have requested if they can also pick up 

drugs from the clinic since the clinic in their 

catchment area does not provide HIV-servicesò. 

The patients eligible for ART need to travel to 

Katima Central Hospital for treatment monito ring 

and pick up their medicines if their own local 

clinic does not provide ART services. Caprivi 

initiated the ART decentralization process last 

year and the process is still ongoing. The pilot 

initiative started with four rural clinics in 2009 

and this year the program has extended service 

delivery to include additional six clinics.  

 

Although Namibia  has made outstanding success 

to roll out ART  services to those in need, the 

country still faces obstacles and challenges in 

maintaining people in treatment and reducing 

mortality due to AIDS. For instance to reduce 

morbidity and mortality the National ART 

guidelines should raise the thresholds to initiate 

HIV -treatments and make drugs available for all 

infants who test positive regardless their CD4 

account or clinical staging. Now the adult patients 

are eligible for therapy when they have reached 

the CD4 cell level 200 cells/mm 315 ï a level so low 

that some people have already died while waiting 

to initiate ART treatment. Eligibility criteria for 

children also suggest assessing CD4 account or 

clinical status, which is not online with the World 

Health Organizationôs (WHO) revised 

recommendations. The level of CD4 cell count is 

known as a strong prognostic factor for the 

incident of AIDS-defining events and death both 

in adults and children 16. This means that Namibia  

has to revise guidelines again to keep pace with 

HIV - according to UN sources the guidelines are 

under review in light of  recent WHO guidelines 

for both initiation of ART and for prevention to 

mother t o child transmissions (PMTCT).  Also, 

although HIV/AIDS care and treatment are 

brought as close as possible to the patients under 

the decentralization process, only a proportion for 

those in need benefit the clinical ART provision 

which means that the major ity of ARV patients 

still need to travel distances to receive their 

medicines. Moreover, while strongly committed to 

tackling the HIV epidemic, Namibia is still very 

dependent on external funding, which accounts 

for half of the total according to the latest United 

Nations General Assembly Special Session 

                                                           
15 According to National Guidelines the CD4 cell level 200 
cells/mm3, and 250 cells/mm3 for pregnant women 
irrespective from WHO clinical staging.  National Guidelines 
for Antiretroviral Therapy Second Edition April 2007.   
16 Published in Journal Watch HIV/AIDS Clinical Care  August 
31, 2009 

http://aids-clinical-care.jwatch.org/
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(UNGASS) report. This aid dependency might 

jeopardize sustainability and scale-up of the early 

initiation of ART -treatments if external funding 

for drugs is withdrawn in the future.  

 

Katri Kontio  

 

 

Meet t he CoBaSys  researchers : 

Katri Kontio  

 

 

 

1.Tell us a little bit about your background  

 

My education background is from social sciences 

and international public health. I have more than 

5 years of experience in international development 

including HIV/AIDS w ork from the World Bankôs 

Global HIV/AIDS Program. I have a Master 

Degree on Social Sciences from the University of 

Turku and a Master Degree on Public Health 

(MPH) from Johns Hopkins Bloomberg School of 

Public Health. Currently I am enrolled in a PhD 

program with the University of Helsinki 

(Population Research Unit, Department of 

Sociology). 

 

 

 

 

2.Can you tell us more about the work that your 

organization is doing in relation to HIV/AIDS?  

 

HIV/AIDS re search projects have focused on 

reproductive and health issues and population-

based impacts of HIV epidemic in Sub-Saharan 

Africa. My own research interest focuses on 

utilization and coverage of HIV/AIDS health and 

mitigation services.  

 

3. How can the CoBaSys project contribute in 

empowering communities and vulnerable groups? 

 

The research approach includes communities in 

the process of identifying problems and finding 

possible solutions to problems related to 

HIV/AIDS, as well as accessing existing services. 

This requires participatory community meetings 

where all stakeholders are present. Since 

problems and opportunities differ markedly from 

place to place, suggested strategies to tackle the 

root causes are meaningful only when they are 

developed at local level. The results from the study 

is meant to influence the design of a more 

comprehensive, effective and relevant community 

level response to enhance to access and utilization 

of the services and ultimately reduce negative 

impacts of HIV/AIDS on individua ls, households, 

homesteads, and communities in the Caprivi, 

which is the most affected region in the country.  

 

 

 

 

 

 

 

 

http://blogs.helsinki.fi/populationru/
http://blogs.helsinki.fi/populationru/
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Interview to Amon Mpofu , National 

AIDS Committee, Zimbabwe  

 

Francesco Guaraldi, a researcher of the 

University of Modena and Reggio Emilia  unit 

(FG), has met Dr. Amon Mpofu (AM), responsible 

for the Monitoring and Evaluation of the 

Zimbabwean National Aids Committee  

 

FG: Dr. Amon Mpofu, when was the NAC created 

and how it is related to the AIDS Levy?  

AM: NAC was created in 1999, when the AIDS 

Levy (3% of all taxable income) was established. 

The National AIDS Trust Fund (NATF), 

commonly known as AIDS Levy, was introduced 

by the Government in 2000 through the National 

AIDS Council Act, which established that the 

revenues collected with the AIDS Levy have to be 

used for the implementation of the Strategic 

National Plan. This policy has been defined a good 

practice  as Zimbabwe for the first time had 

started to mobilize its own resources to respond to 

a specific problem. This approach determined a 

higher level of ñownershipò and sustainability in 

the struggle against the AIDS epidemic. The 

success of the AIDS Levy strategy has been limited 

by the economic crisis that Zimbabwe had faced in 

the last years; however, now that the economy is 

recovering, we are benefiting a reasonable inflow 

from the AIDS Levy. 

 

FG: How is NAC organized? 

AM: At the beginning , the National AIDS Council 

 disbursed funds to organizations working in HIV 

and AIDS, but the process only benefited those 

organizations who were more experienced in 

writing project proposals.   

Aiming at more equity, the  NAC decided to 

decentralize the disbursement of funds. Therefore, 

a 3 level structure was created:   

1- At Provincial level, the Provincial AID S Action 

Committee (PAAC) is a constituency of all the key 

actors who are dealing with HIV/AIDS. The NAC 

secretariat is constituted by a provincial AIDS 

coordinator, 2 monitoring and evaluation officials, 

1 database official, 1 account person and support 

staff. They have to supervise all the districts in a 

province. At this level we work closely with other 

stakeholders such as the ZNNP+ (Zimbabwe 

National Network People living with HIV/AIDS).  

 

2-At District level, there is the District AIDS 

Action Communit y (DAAC). Every quarter, the 

DAAC organizes a meeting with key stakeholders 

to review the integrated plan for HIV/AIDS, to 

check progresses and achievements, to discuss the 

challenges and find ways to improve the delivery 

of the HIV/AIDS intervention. Ther e is a lot 

happening at this level in terms of review, 

planning and financing of the HIV program.  

 

3- The ñlowerò level is called WAAC (Ward AIDS 

Action Committees). At this level there is not a 

secretariat, but a ñcourtierò, which is a volunteer, 

is the person who works at community level. We 

consider this as the most important structure in 

our strategy because it is at community level, 

where most of the Community Based 

Organizations interact directly with the people in 

need. We would like to see most of the resources 

that are being dispersed to be used at this level. 

However, currently there are few resources 

reaching this level, Zimbabwe is just coming out 

from the hyperinflation crisis...there is massive 

need, at this particular level, to assist and mit igate 

the impact of HIV/AIDS.  

 

FG: Which is the focus of the Zimbabwe National 

AIDS Strategic Plan (ZINASP) 2006-2010? 

AM: In  June 2004, during the first -ever national 

HIV and AIDS conference, the development of a 

http://www.nac.org.zw/
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Zimbabwe National HIV/ AIDS Strategic Plan  was 

recommended. The resulting ZNASP 2006-2010 

has four priorities areas: Prevention of new 

infections; Treatment and care; Mitigation; 

Management and response. 

The eight principles on which the ZINASP is 

basing the national HIV and AIDS response are: 

HIV  is an emergency;  multi -sectoral approach; 

 gender equity;  meaningful involvement of people 

living with AIDS; vulnerable groups; universal 

access to services; evidence and results-informed 

strategies; adherence to international goals and 

principles.   

This year, with the ZINASP 2006-2010 expiring, 

we are going to draft a new one for the 2011-2015 

period which will be in line with the Millennium 

Development Goals. 

 

FG: In the National Health Strategic Plan (2008 -

2013) we find a focus on ñhealth literacyò. Is this 

really a priority?  

AM: I think health literacy is very important, but 

we also need to provide the services, the 

equipment, and the tools for the treatment. 

Currently drugs are not reaching every corner of 

the country: this is the most important pri ority. 

Another priority is related to scarcity of skilled 

health personnel in the clinics. So people can be 

ñhealth literateò but you also need the health 

system to be functional.  

 

FG: In term of concrete action, which one you 

would define as a ñbest practiceò? 

AM: As far as Iôm concerned, I consider the AIDS 

Levy itself a successful programme. This AIDS 

Levy has generated local interest and people have 

acknowledged the problem is ours and we have to 

use our own resources to deal with the problem. I 

think this can empower the people and the 

communities in facing their problems.  

 

FG: What is done in terms of increasing people 

awareness?  

AM: We have the mission to eliminate the 

HIV/AIDS stigma in our Advocacy Plan. Every 

year we celebrate the World AIDS Day 

commemoration and we focus on a certain theme. 

Last year we focused on reducing the stigma and 

increase universal access to HIV/AIDS, and the 

related campaign lasted for the whole year. The 

one of this year is focused on Universal Access and 

Human Rights and its motto is "Together we will 

make it". The logo is particularly meaningful: the 

image of three people joining hands represents the 

multi -sectoral nature of the national response, 

while the green circle depicts universal access and 

life. The two scales stand for justice, equity and 

human rights. The red ribbon  represents 

solidarity and care for people with HIV, while the 

NAC logo stands for the one national coordinating 

authority.  
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PRA meeting, Kariba  
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