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Executive Summary 
Overview of the Rock Leadership Project: SAfAIDS has begun implementing the Rock 

Leadership “90”: Strengthening Capacity of Traditional Leaders to Champion the Community 

Response to Ending AIDS in Africa Project with funding from UNAIDS. The project aims to 

strengthen community led responses to address community level factors affecting uptake and 

access to HIV services in selected districts in four (4) countries (Malawi, Swaziland, Zambia 

and Zimbabwe) in Southern Africa. The overall goal of this intervention is to strengthen the 

community response towards the achievement of Fast Track targets for Ending AIDS; through 

capacitating community leadership to Champion the End of AIDS, in Southern Africa, by 2016. 

The Rock Leadership Project is being implemented in district of Zomba in Malawi, the 

chiefdoms of Timbutini, Vuvuleni, Maphalaleni and Qomintaba in Swaziland, Marondera in 

Zimbabwe and Kafue in Zambia.   

Purpose of the Community Mapping Study: The mapping study was conducted in 

interventions districts to generate baseline data and benchmarks against which the success 

of the project will be measured. The objectives of the mapping study were: to identify factors 

driving new HIV infections, determine current levels of HIV services and establish roles and 

capacities of traditional and religious leaders to mobilize men and women to access and 

uptake HIV services.  

Methodology:  

The mapping study utilised a mixed method approach, mainly using participatory approaches, 

consultative meetings and household survey. The researcher collected primary data using 

following key methods; (i) District Consultative Meeting (ii) Participatory Rural Appraisals 

(PRAs) Tools (Semi-structured interview; Matrix Ranking and preference ranking methods; 

Community Maps; and the seasonal calendars). (iii) Focus Group Discussions (FGDs), (iv) 

Key Informants Interviews (KII) and the (v) Household surveys with 599 respondents. The 

study also collected secondary data by reviewing and analysing available literature and HTC 

Health Facility Registers which attended to issues around HIV services uptake (i) Number of 

individuals who received HIV Testing and Counselling (ii) new ART clients, and (iii) number of 

individuals on ART within the study period.  

Findings 

Demographics: The highest number of participants in the household survey was noted in 

Malawi, with a total of 160 people taking part, followed by Swaziland with 155 participants, 

then Zimbabwe 151 participants and Zambia had the lowest number of participants at 133. 

Most participants who responded to the questionnaire in all the four countries that took part in 

the study were females. The mobilisation of respondents had no expectation of gender parity 

as it was randomly done; however, it eventually came out that more females than men were 

responsive to the call for this exercise.                 

Zimbabwe had the highest percentage of participants (79.5%) who had completed secondary 

education as compared to the other two countries where Malawi had 23% and Swaziland had 

41.3%. While Malawi had the highest percentage of the participants who had completed 

primary education, followed by Swaziland 29% and then Zimbabwe 15.2%. Christians had the 

highest household participation in all the countries under this study. Malawi had 83.1%, 

Zimbabwe 94%, Zambia had 95.5% and Swaziland 91.6%. In Malawi, Muslims had the highest 

percentage of participation with 13.8% while in Swaziland no single Muslim was reported to 

have participated in the study. 
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Knowledge on HIV and AIDS by the Community: Study findings across all study countries 

revealed that participants generally displayed low knowledge on HIV services. However, both 

males and females could explain the meaning of HTC and where they could access the 

services; more female participants than their male counterparts could explain the meaning of 

PMTCT and where they could access the services, which could be deduced that most males 

did not know what PMTCT was. Most females were more knowledgeable on PMTCT than 

males because of the mandatory provision of the services to all pregnant and lactating 

mothers; similar proportions of both males and females could explain the meaning of ART and 

where they could access the services, however, it surprising to note that most of males and 

females did not know what EID is, even some females with children of less than five years old.  

Though most communities had knowledge of where they could access the services mentioned 

above, it was revealed that they had limited knowledge on organizations that could provide 

such services as most of them depended mainly on government health facilities to access 

both services and information on HIV. There was generally low information dissemination from 

other service providers. Females had greater knowledge on HIV services uptake and access 

as compared to their male counterparts. Male Community leaders however had better 

knowledge level as they could identify available HIV services and where they could be 

accessed as compared to other males in the communities.  

 

Mapping Hot Spots and Populations at Risk: The four sampled districts in these four 

countries under study were selected as intervention districts because of their high prevalence 

rates as compared to other districts. Malawi’s Zomba had a prevalence rate of 16.3% which 

was higher than the estimated national prevalence rate of 9.9%. Zambia’s Kafue District had 

a prevalence of 13% while Zimbabwe’s Marondera and Seke Districts had a higher than the 

national’s 15% and Swaziland’s chiefdoms of Qomintaba, Vuvulane, Maphalaleni and 

Timbutini had a prevalence of 31%. The following were identified as the most common drivers 

of HIV in the districts (i) Transactional sex work caused by poverty and high unemployment 

(ii) Low condom use i.e. incorrect and inconsistent use of condom. (iii) Low risk perception (iv) 

Harmful religious norms and values (v) Intergenerational sexual relationships and Early child 

marriages (vi) Multiple and concurrent sexual partnerships, (vi) Harmful Traditional norms and 

Beliefs.  

Few cases were also reported on human right misconceptions and peer pressure. The study 

also captured the most at risk populations in these areas are sex workers, small scale 

business men and women, fishermen and fish mongers, young people (both boys and girls), 

adult males and adult females, in transit truck drivers, commuter minibus drivers, tobacco 

farmers. The findings also reveal that most groups were aware that they were at risk of HIV 

and AIDS in the four countries. A total of 37 hotspots in total were selected for the Rock 

Leadership 90 Project in these four countries where the project would be implemented.  

 

 

HIV Services Access and Uptake: Study findings show that from participants who responded 

to the question on knowledge of where they could access HIV services on average about 

(79.3%) knew that they could access HIV services from government health centres, while 7% 

and 9.5% knew that they could access HIV services from private health facilities and NGOs 

with Swaziland 24.5% having the highest number. About 47.1% of the overall participants in 

the sampled districts were tested of HIV within the last 6 months prior to the study, while an 

estimated 9% across the four countries were never tested of HIV in their life time. However, 
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of the respondents interviewed at the time of the study, there were slightly more females 

(48.1%) than males (35.9%) tested in the last 6 months with Swaziland presenting the highest 

number of females (69%) testing of HIV.  Stratifying data according to age group, it was clearly 

observed that the 26-50 and 50+ years age groups had the highest number of respondents 

who were tested in the last 6 months.  

The highest percentage of respondents who were never tested was among the (15-25) age 

group, with an average of 38% not being tested. Study findings showed that an estimated 36% 

of the participants across the four countries were motivated by either their peers or other 

community individuals to get tested, with only 2.7% being motivated by community leaders. 

Overall, 29.7% of participants were motivated to get tested by Health Workers while 9% were 

motivated by social workers and volunteers mainly Village Health Workers. An estimated 

69.2% households across the four countries had at least a mother going for PMTCT services, 

while 16.9% did not have a mother who was or is going through PMTCT services. However, 

10.6 % of them confessed ignorance on whether the mother went for PMTCT services or not, 

while 3.1% could not remember anything about PMTCT at that time. 

Roles, Capacity and Level of Influence of traditional leaders: The study shows that 

community leaders, given the opportunity to champion can positively motivate and influence 

members of their community to take up HIV related services. Most community members 

across all study countries felt that community leaders are influential and have the potential in 

dealing with HIV and AIDS, and noted that chiefs are the most influential (with an average of 

93%) and would be the flag carriers for the projects in these intervention districts and 

countries. Community leaders themselves expressed confidence in their ability to influence 

community action. However, it was generally observed by community members that most chief 

though influential and critical, they lacked information on HIV services which would hamper 

them from playing major role in encouraging their subjects to access HIV services available 

and demand for those that are not available. Working in partnership with chiefs once trained 

and given the required and necessary information and materials would also make it easier to 

incorporate other traditional leaders to champion the Rock Leadership 90 project. 

Generally, 81% of study participants felt that community leaders were instrumental in 

addressing HIV challenges in the community. Most males and females believed that 

community leaders are important in influencing HIV issues within their communities. Study 

findings also indicate that most community members were generally comfortable talking with 

their leaders concerning HIV issues, with more males (79.8%) than females (62.5%) 

acknowledging being comfortable. However, it was observed that community leaders lacked 

the necessary skills and information to lead HIV campaigns in their communities. Young 

people generally felt that there was need to incorporate or bring in leaders from their age 

groups if community leaders were to successfully influence them in a positive way. The study 

concludes that community leadership need to be encouraged to work hand in hand with 

already existing structures or other organizations that are already working in these intervention 

areas.  

 

Community by-laws on GBV and uptake of HIV services: Though this component of the 

study was only done in Malawi it was viewed as one of the key aspects in addressing the HIV 

challenges in as far as chiefs are to be at center stage. Study findings show that there are 

some by-laws existing in these areas. However, all the by-laws identified are addressing other 

issues such as Gender Based Violence or school drop-out etc and there were no single by-

laws that were addressing challenges facing access and uptake of HIV services.  It was also 

revealed that the process used to formulate by-laws was not clear as there were contradictions 
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between the traditional leaders and community members. Traditional Leaders claimed that 

they do involve members of the community while community members said that traditional 

leaders do everything by themselves and they are only informed once the by-laws have been 

formulated. Community members also bemoaned the tendency by some NGOs who impose 

by-laws on them without even consulting them.  

The traditional leaders and the member of the community reported low knowledge about laws 

and policies related to HIV and GBV prevention against women and girls. Traditional leaders 

also show lack of knowledge on laws and by-laws and how they are formulated and enacted 

as most of them could not really understand their roles. 

 

Recommendations: The following recommendations have been made based on the findings 

from the study: 

 

Access and Uptake of HTC, ART, PMTCT and EID Services 

 

(i) There is a need to scale up and sustain roll-out of different and locality-specific HIV testing 

models i.e. mobile HIV testing to respond to the peculiarities of each setting. Improving 

quality of HIV service delivery, particularly ensuring confidentiality and patient friendliness 

- which many participants reported as a barrier - is also vital. Interventions such as home-

based HIV testing that focus on social network relationships (i.e. couples and households) 

rather than individual-focused interventions are also critical given inequitable power 

dynamics and the significance of social networks in decision-making processes about HIV 

testing.  

(ii) Given the reported persistence of stigma, continued sensitization campaigns are need. 

Also, provision of HIV testing interventions particularly in non-clinical settings need to be 

combined with screening for other less stigmatizing health conditions to avoid stigma 

associated with being seen accessing HIV testing. Most crucially too, through sensitization 

and awareness campaigns (Rural area friendly IEC materials will be best for these 

campaigns i.e. bicycle branding, mud house HIV grafting, village meeting points/ market 

drama T-Shirts and Caps,), there is need to focus on addressing socially constructed 

individual risk assessments, especially in low HIV risk perception settings where HIV may 

be viewed as unreal and a far-off threat. In settings where mistrust and conspiratorial 

beliefs about HIV and HIV testing exist, these need to be addressed through sensitization 

campaigns. 

(iii) New innovations are required in promoting health services uptake particularly for males. 

There is therefore a need to design male friendly service models and incorporate activities 

that would combine education and entertainment of young people while they are accessing 

HIV services. 

 

Roles, capacity and level of influence of traditional leaders to mobilize men and women 

for uptake of HTC, PMTCT, ART and Paediatric HIV services:  

 

(iv) Develop a participative method of selecting champions from amongst the community 

leaders for the Rock leadership ‘90’ that will have support from the community members. 
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This will help to make sure that the selected leader to champion the initiative will command 

community members’ respect. 

(v) Design activities that will enable joint efforts between community leadership and 

community based health structures (Village Health Committee), community based 

organizations (CBOs), HIV support groups, youth groups, men’s clubs, Health Care 

Committees, and non-governmental organizations (NGOs), to effectively roll out the Rock 

Leadership 90 to scale up already existing interventions in the community.  

(vi) Develop activities within the project that would strengthen the capacity of community 

leaders on knowledge, access and uptake of HIV services. Such activities should motivate 

and empower community leaders to take the leading role in encouraging community 

members to access and uptake HIV services. These activities should also instil a sense of 

project ownership in community leaders. 

(vii) Design activities that would build the capacity of traditional leaders to formulate effective 

bye laws that promote access and uptake of HIV services but also improve their ability to 

sensitize the community members about the by-laws and enforce the by-laws as most 

people do not really understand what by-laws are and how they work. 

(viii) Develop community platforms/forums to sensitize communities on what by-laws are and 

how they are formulated. Such forums should take into considerations the participation of 

all stakeholders, all groups of people including marginalised or disadvantaged groups. 
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1. Introduction and Background 
This report presents findings of the Community Mapping Exercise (CME) conducted under the 

SAfAIDS Rock 90 Leadership Programme. Data was collected from the four programme 

countries were the project is being implemented: Malawi, Swaziland, Zambia and Zimbabwe. 

The Community Mapping Study forms part of the three stage M&E activity cycle of the project. 

 

The report is structured into five key sections. Section 1 presents the HIV and project context, 

and background to the CME. The second section details the data collection methods that were 

adopted. A presentation of the study findings and discussion is presented in section 3 and 4 

respectively. Finally, section 5 shares overall conclusion and specific recommendation from 

the exercise. 

 

1.1. Global HIV & AIDS Context  
UNAIDS 2016 report estimates 39.8 million people living with HIV/AIDS globally and 17 million 

on lifelong antiretroviral treatment. The global HIV response has made significant progress 

with a reduction in new infections from an estimated 2.2 million down to 2.1 million in 2010 

and 2015 respectively. Number of people dying of HIV was has also reduced by 43% since 

2003. Despite these gains, a lot more still needs to be done if we are to meet the fast track 

targets and eliminate AIDS by 2030.  

 

HIV remains amongst the top five disease burdens globally where 2.1 million new HIV 

infections were reported in 2015 and 36.7 million people still living with HIV giving a clear 

indication that ending HIV is still a big challenge. In eastern and southern Africa, an estimated 

470,000 AIDS related deaths were recorded. This is despite the number of people on 

treatment doubling since 2010. It should however be noted that the number of AIDS related 

deaths has decreased by 36% since 2010 in the region.   

 

Furthermore, worldwide 19 million people still do not know their status. Around 40% of the 

people living with HIV do not know that they have the virus. An estimated 46% of adults aged 

15 to 64 years who are living with HIV are on treatment and only 49% of children living with 

HIV are on treatment. The focus remains on the burdened countries in southern Africa. Malawi 

is at 10% prevalence rate, new HIV infections 24,000 which are on the decline in line with the 

global trend. Whereas in Swaziland the prevalence rate is at 26% and new HIV infections 

11,000, which are regarded as the highest in the world. In Zambia prevalence rate is at 12.3%, 

new infections 46000 which is on the decline too with the global trend and Zimbabwe 

prevalence rate is at 14.6% and new HIV infections 32,000 per year which is on the decline in 

line with the global trend as well. (UNAIDS 2016) 

 

1.2. Country HIV & AIDS Profiles  
 

Malawi 

Malawi has experienced a reduction in HIV prevalence rate which was estimated at 10.6% in 

2010. Malawi Population-based HIV Impact Assessment (MPHIA’s) estimates annual 

incidence of HIV among adults (15-64 years) at 0.37%, 0.48% among females and 0.25% 

among males. This corresponds to approximately 28,000 new cases of HIV annually among 

adults (15-64 years) in the country. Prevalence of HIV among adults (15-64 years) was 
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estimated at 10.6 %, 12.8 % among females and 8.2 % among males. This corresponds to 

approximately 900,000 adult People Living with HIV (PLHIV). Prevalence of Viral Load 

Suppression (VLS) among HIV-positive adults (15-64 years) is an estimated 67.6%, 72.9% 

among females and 58.6% among males.  

 

HIV prevalence peaks at 25.1% among females (40-44 years), as compared to 20.2% among 

males (45-49 years). The disparity in HIV prevalence by sex is most pronounced among young 

adults were prevalence among 25- to 29-year-olds is three times higher among females 

(14.1%) than males (4.8%). Among adults ages (15-64 years), prevalence of HIV varies 

geographically across Malawi, ranging from 5.3% in the Central East to 18.2% in Blantyre City. 

Prevalence of VLS among HIV-positive people is highest among older adults at 86.5% among 

HIV-positive females (55 to 64 years) and 70.8% among HIV-positive males age 45 to 54 

years. In contrast, prevalence of VLS is distinctly lower among younger adults at 51.9% among 

HIV-positive females and 36.7% among HIV-positive males (15 to 24 years).  

 

An estimated 72.7% of PLHIV (15 to 64 years) reported knowing their HIV status; this 

comprises of 76.3% of females living with HIV and 66.7% males living with HIV. Among PLHIV 

(15 to 64 years) who know their HIV status, 88.6% self-report current use of ART. Breakdown 

by sex shows 90% of HIV-positive females and 86% of HIV-positive males who know their HIV 

status self-report current use of ART. Only a small %age, ranging from 4.6% in the North to 

11.6% in Blantyre City, reported that they had never undergone an HIV test or received a 

result. More than twice as many men (12.4 %) as women (5.1 %) reported that they had never 

tested or received a result.  

 

MPHIA’s estimate of national HIV incidence provides further evidence of an improving 

epidemic. However, more still needs to be done to reduce further new incidence and sustain 

VLS. The goal of ending the AIDS in Malawi by 2030 is within reach, provided there is 

continued expansion of HIV treatment programs and targeted HIV testing, especially for men 

and young women. 

 

Swaziland 

Swaziland, a small landlocked country in southern Africa, has the highest HIV prevalence in 

the world, with 28.8% of adult population living with HIV. In 2015 an estimated 11,000 people 

were newly infected with HIV and 3,800 people died of an AIDS-related illness. Furthermore, 

74% of women and 56% of men living with HIV in Swaziland were receiving antiretroviral 

treatment (ART) (UNAIDS, 2016). Women are disproportionally affected, with prevalence as 

high as 31% compared to 20% in men (CSO Swaziland, 2014). AVERT (2015) shows that HIV 

incidence among women between the ages ranges of 15-19 and 20-24 years has increased 

dramatically. The UNAIDS (2016) prevention Gap report estimates that in 2015 about 74% of 

women and 56% of men living with HIV in Swaziland were receiving ART. Incidence is 2.38% 

in the age group 18 – 49 year olds, for men it is 1.7% and 3.1% for women. Incidence peaks 

at 3.12% amongst men aged 30-34 and there are three peaks for women at 3.8% in 18-19 

year olds, 4.2% in 20-24 year olds and 4.1% in 30-35 year olds.  

 

HIV estimates further confirm that HIV incidence was 2.45% in 2011, and decreased to 1.79% 

in 2013 (MoH Swaziland, 2013). Heterosexual sexual intercourse is the main mode of 

transmission of HIV in the country, accounting for 94% of all new HIV infections. Furthermore, 
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32% of women and 52% of men who are living with HIV still do not know their status (AVERT, 

2015). Several policies were reviewed and/or put in place to support the national response in 

2013, and these include the HIV prevention policy. By December 2015, 67% of the 220,000 

people in need of treatment were receiving ART, which translates to 74% of women and 56% 

of men living with HIV. In 2015, according to UNAIDS, 95% of pregnant women living with HIV 

received ART. In the same year, less than 500 children (aged 0-14 years) were newly infected 

with HIV, compared to 1600 in 2010 and around 78% of children (aged 0-14) living with HIV 

were receiving antiretroviral treatment.  

 

The adoption of policy and programmes towards the national response to HIV in Swaziland 

has yielded significant results through indicators such as increased number of PLHIV. The 

evidence however shows that more investments is required in areas such as prevention of 

new infections, and addressing negative socio-cultural beliefs that expose women to a higher 

risk of infection. With the right investment, the country can indeed make significant strides 

towards attainment of the 90-90-90 fast track targets. 

  

Zambia 

According to the Zambia Population-based HIV Impact Assessment (ZAMPHIA) 2015-2016 

report, annual incidence of HIV among adults (15-59 years) is 0.66%, 1.0% among females 

and 0.33% among males. This corresponds to approximately 46,000 new cases of HIV 

annually among adults (15-59 years). Prevalence of HIV among adults (15- 59 years) in is an 

estimated 12.3%; 14.9% among females and 9.5% among males. This corresponds to 

approximately 980,000 PLHIV (15- 59 years) in the country. Prevalence of VLS among HIV-

positive adults (15- 59 years) is 59.8%; 61.3% among females and 57.5% among males.  

 

HIV prevalence peaks at 30.5% among females (40- 44 years), as compared to 24.3% among 

males (45- 49 years. The disparity in HIV prevalence by sex is most pronounced among young 

adults, prevalence among 20-24 years’ age group is four times higher among females (8.6 %) 

than males (2.1%). In Zambia, 67.3 % of PLHIV (15- 59 years) report knowing their HIV status, 

70.0% of HIV positive females and 62.8 % of HIV-positive males know their HIV status. Among 

PLHIV ages 15-59 years who know their HIV status, 85.4% self-report current use of ART: 

84.9% of HIV-positive females and 86.2% of HIV-positive males who know their HIV status 

self-report current use of ART.  

 

The declining national HIV incidence depicts strides toward epidemic control. However, 

incidence among women remains unacceptably high. With the goal of an AIDS-free generation 

by 2030, continued expansion of HIV testing and treatment will play a significant role. Beyond 

this summary sheet, further analysis will shed light on HIV behaviours, services and treatment 

outcomes. 

 

Zimbabwe 

According to Zimbabwe Population-based HIV Impact Assessment (ZIMPHIA) 2015 - 2016 

report, the annual incidence of HIV among adults (15 to 64 years) is 0.45%, 0.59% among 

females and 0.31% among males. This corresponds to approximately 32,000 new cases of 

HIV annually among adults (15 to 64 years) in the country. Prevalence of HIV among adults 

(15 to 64 years) is an estimated 14.6%; 16.7% among females and 12.4% among males. This 

corresponds to approximately 1.2 million PLHIV (15 to 64 years) in Zimbabwe. Prevalence of 
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VLS among HIV-positive adults (15 to 64 years) is 60.4%; 64.5% among females and 54.3% 

among males. HIV prevalence peaks at nearly 30% for both females (29.8 %) and males (28.7 

%), but peaks at a slightly older age among males (45- 49 years) as compared to females (40 

-44 years).  

 

The disparity in HIV prevalence by sex is most pronounced among young adults. HIV 

prevalence among 20-24-year-old age group is three times higher among females (8.5%) than 

males (2.7%). Among adult (15-64 years), prevalence of HIV varies geographically across 

Zimbabwe, ranging from 11.4% in Manicaland to 20.1% in Matabeleland North and 22.3% in 

Matabeleland South. In Zimbabwe, 74.2 % of PLHIV (15-64 years) report knowing their HIV 

status; this constitutes 77.1 % of HIV positive females and 69.7% of HIV-positive. Among 

PLHIV (15 to 64 years) who know their HIV status, 86.8% self-report current use of ART; 87.3 

% of HIV-positive females and 86.0 % of HIV-positive males who know their HIV status self-

report current use of ART.  

 

The ZIMPHIA’s estimate of national HIV incidence provides further evidence of an improving 

epidemic. The goal of ending the AIDS epidemic in Zimbabwe by 2030 is within reach, 

provided there is continued expansion of HIV treatment programmes and targeted HIV testing, 

especially for men and young women (GoZ, 2011). ZIMPHIA’s (2015-2016) report also shows 

that the 15-64 years’ age group’s HIV prevalence has declined from 15.2% to 14.6%. The 

decrease could also be attributed to high HIV deaths, an increase in HIV awareness, increase 

in responsible behaviour like condom use, reduction in number of sexual partners, delay in 

sexual encounter by young people, and the effectiveness of the interventions like PMTCT 

(GoZ, 2011). National AIDS Council with the assistance of other stakeholders including; 

government, civil Society and donors have provided technical and financial support to realize 

a decline in prevalence. However common HIV drivers within Zimbabwe like other SADC 

countries have been: extreme poverty and income inequalities; high mobility and migrant 

labour between rural and urban areas, within countries and between member States; gender 

dynamics and gender-based violence; illiteracy; stigma and discrimination; alcohol abuse; 

emergency situations such as civil conflict, war and displacement; multiple sexual partners; 

low rates of male circumcision; and cultural determinants, such as ritual cleansing. 

 

Based on the background of high but decreasing prevalence and incidence of HIV and AIDS, 

there are commitments made by governments, civil society and humanitarian agencies. 

Specific targets have been set to eliminate HIV and AIDS globally. UNAIDS in 2014, set 

targets for combating HIV with a vision of getting to zero. The new targets focus on closing 

the access gap to HIV treatment and prevention by 2020. The UNAIDS target of 90-90-90 will 

enable 90% of people who know their HIV statues to access treatment and 90% of those on 

treatment to achieve viral suppression1 This builds on success of past targets for treatment, 

such as the 3 x 5 initiative (provide 3 million people living with HIV/AIDS with antiretroviral 

treatment (ART) by the end of 2005), the 3 Zeros (Zero new infections, Zero AIDS related 

deaths and Zero Discrimination), and the 15 million on treatment by 2015. The targets are 

meant to translate the 3 Zeros into clear milestones, accelerate speed and focus in the way 

countries respond to HIV. To reach these targets health and community systems 

strengthening interventions are needed. 

                                                           
1 www.unaids.org/en/resource/presscentre/pressreleaseandstatemantarchive/2014/september/20140925pr-
fast-track. 
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1.3. About the Rock 90 Leadership Programme  
Funded by UNAIDS, SAfAIDS is implementing The Rock Leadership ‘90’: Strengthening 

Capacity of Traditional Leaders to Champion the Community Response to Ending AIDS in 

Africa Project in four countries namely Malawi, Swaziland, Zambia and Zimbabwe. The project 

aims to strengthen community led responses to address community level factors affecting 

uptake and access to HIV services (HIV Testing and Counseling (HTC), Prevention of Mother 

To Child Transmission (PMTCT), Anti-Retroviral Therapy (ART), Early Infant Diagnosis (EID), 

viral load testing, etc.) in selected districts in four countries in Southern Africa. The program is 

being implemented over a period of 12 months (1 year) guided by the following goal, outcome 

and objectives. 

 

Overall Goal: The overall goal of this intervention is to strengthen the community response 

towards the achievement of Fast Track targets for Ending AIDS; through capacitating 

community leadership to Champion the End of AIDS, in Southern Africa, by 2017. 

 

Expected Outcome: Increased Uptake of HIV testing for all community members and access 

to ART referral for children, adolescence and pregnant women in 4 countries in Southern 

Africa to reach at least 90% of people within the targeted 60 communities by 2017. 

 

Objectives:   

• Build an evidence base, through community-led mapping of the local HIV 

response, including critical structures that are and can support the response and 

perceptions around HIV risk 

• Strengthen the capacity of 120 traditional leaders in 60 communities to guide the 

local AIDS response in their communities leveraging the inherent strength of the 

communities to define and lead their own response 

• Mobilize partners to provide support around community action plans in 60 

communities 

• Motivate community leaders to Champion and lead ending AIDS activities by 

addressing stigma and, social-cultural barriers that fuel HIV and block uptake of 

prevention and treatment services 

• Support 120 traditional leaders and local CSO partners to mobilize 90% of men 

and their families for HIV testing and linkage to care, access to paediatric ART and 

PMTCT to reach at least 90% of children, adolescents and pregnant mothers within 

the 75 targeted communities 

 

1.4. Overview of The Community Mapping Exercise 
The main purpose of this community mapping exercise is to determine existing gaps, needs 

and opportunities on access to HIV services (HTC, PMTCT, ART, EID, viral load testing, etc) 

by men, women, adolescents and children, and HIV infection risk and vulnerability factors in 

programme intervention communities. The mapping study is conducted in interventions 

districts to generate statistics and benchmarks against which progress will be measured for 

the project. 

 

Research question: What are the existing gaps, needs and opportunities on access to HIV 

services (HTC, PMTCT, ART, EID, viral load testing, etc) by men, women, adolescents and 
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children, and what are the HIV infection risk and vulnerability factors in programme 

intervention communities? 

 

Specific Objectives of the CME 

 

The community mapping exercise is meant to: 

 

• Identify population groups at high risk of HIV infection and factors (traditional and 

religious practices and gender norms & practices, locations, seasons) that expose 

these population groups to GBV and HIV.  

• Determine current levels of HIV services uptake and factors (traditional, religious, 

perceptions & attitudes and socio-economic) that influence uptake of HIV services 

• Establish roles and capacity (knowledge, skills, and competence) of traditional and 

religious leaders to mobilize men and women to access and uptake HIV services 

(HTC, PMTCT, ART and EID) 

 

The Community Mapping Study forms part of the three stage M&E activity cycle of the Rock 

Leadership 90 project. Figure 1 below shows the Mapping Study’s positioning as a tool for 

setting targets and as a key M&E Activity. 

 

Figure 1: Rock Leadership 90 M&E Activities 
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1.5. Leadership roles in the HIV response: Literature review 
According to C. Campbell (2010), Leadership development among all sectors addressing 

HIV/AIDS has come to be recognized as a critically important endeavor as the HIV pandemic 

moves into its fourth decade. Globally, there is a tremendous need for well-trained leaders in 

healthcare, research, policy, programme management, activism and advocacy, especially in 

countries and settings with high HIV prevalence and limited human resource capacity. From 

the early days of the HIV/AIDS pandemic, it has been acknowledged that strong leadership is 

crucial in mounting an effective response at the community, national, and global levels. 

Although strong leadership may not always guarantee success for specific HIV/AIDS 

prevention, care, or policy programmes, it has become clear that, without effective leadership, 

progress and success is almost impossible. Numerous examples from the history of HIV/AIDS 

point both to what can be accomplished through strong leadership (the national responses of 

Australia, Brazil, Rwanda, Thailand and Uganda; the AIDS activist movements in the United 

States in the 1980s and 1990s and in South Africa at present) and what opportunities can be 

squandered when leadership is poor (the US federal government response in the 1980s, the 

South African government response at present). In Thailand, for example, a strong leadership 

response in the early 1990s that included a multisectoral HIV/AIDS policy, a massive public 

information campaign and condom programmes for the sex industry effectively prevented the 

epidemic from raging out of control. Whereas there were an estimated 670 000 HIV infections 

in Thailand in 2001, without the strong leadership response it is estimated that the HIV 

prevalence would have been 10% of the population, or 6 million infections [1,2]. A strong 

leadership response in Uganda in the early 1990s similarly prevented an out-of-control HIV 

epidemic in that country. 

 

C. Campbell (2010) states that although real progress has been made in preventing and 

treating HIV in some areas, there is still no preventive vaccine on the horizon, and treatment 

programmes in many high-prevalence countries will be hard-pressed to keep pace with 

infection rates. HIV is likely to remain a global problem for generations. As such, there is 

perhaps currently no greater need in the HIV/AIDS arena than programmes that focus on 

developing the next generation of leaders. An analysis of global HIV/AIDS policy (The next 

five years of global HIV/AIDS policy: critical gaps and strategies for effective responses) [3], 

published in January 2008 by the University of California at Los Angeles (UCLA) Program in 

Global Heath with funding from the Ford Foundation, examined factors related to leadership 

and leadership development in the response to HIV/AIDS. It is very clear from the findings that 

if globally there is to be progress in scaling up HIV services uptake, there is an enormous need 

for well-trained leaders in all fields addressing HIV/AIDS – research, healthcare, policy, 

programme management, activism and advocacy – particularly in developing countries that 

have high HIV prevalence or incidence and limited skilled human resource capacity.  

 

Training programmes that develop both technical and leadership skills are required to address 

this need rapidly. Without such programmes, there is no viable way to ensure a sustained 

response to the global challenges of the HIV/AIDS pandemic as it moves into its fourth decade 

and beyond. Religious leadership: religious leaders combine access to and influence with 

huge constituencies, with the ability to take a stand on important social issues that will change 

people’s behaviour. Religious leaders can have the power to encourage social responses to 

HIV/AIDS such as caring for sick people and orphans, renegotiating gender roles, social 

inclusion of PLWAs, fighting against stigma and human rights abuses. 

http://journals.lww.com/aidsonline/Fulltext/2008/08002/Leadership_development_and_HIV_AIDS.5.aspx#P89
http://journals.lww.com/aidsonline/Fulltext/2008/08002/Leadership_development_and_HIV_AIDS.5.aspx#P91
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Community leadership: community leaders, including local political leaders, local chiefs, 

administrators etc. have a responsibility towards the people with whom they live with daily. 

Their relationships, as well as their influence, can be personal and intimate, as well as 

exercising authority. Their scope of intervention and guidance can thus concentrate on the 

day-to-day struggle of households where they can encourage equality, care and respect, but 

also on local decision-making and politics. Cultural and social figures: in all countries, cultural 

figures and celebrities (singers, artists, poets, sportspeople, newscasters, and royalty) have 

important influence far beyond any formal powers they may enjoy. They can be role models 

and opinion formers, and can serve as the most effective messengers to spread attitude and 

behavioral change. They have the possibility of reaching certain groups that are otherwise 

resistant to messages about changing high risk sexual behaviour. 

 

Leadership, however, is constrained by factors including the wider economic, political and 

cultural environment in which the leader operates. Leadership is also influenced by the 

constituency being served, the political and organisational arrangements in place and the 

nature of the tasks needing to be tackled. This suggests that leadership is a complex 

relationship rather than the property of an individual. Instead of reeling off a list of supposedly 

universal traits that the ‘good leader’ must possess, attention must be paid to the context in 

which acts of leadership must be performed. An understanding of both leader’s agency and 

structure is necessary as they influence each other. 
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2. Data Collection Methods  
In this mapping exercise, a mixed-methods approach was applied across all countries. Data 

was collected through Focus Group Discussions (FGDs), district consultative meetings, Key 

Informant Interviews (KII), Rural Participatory Appraisal (PRA) and individual questionnaires. 

Whilst the numbers of responded varied by country, application of the data collection methods 

was consistent across all countries. 

 

2.1. Literature review  
The research also conducted review of literature to inform the study. This was drawn from 

published reports. In Malawi, they also reviewed health facility registers to gather data on 

trends in uptake of HIV services. 

 

2.2. Focus Group Discussions 
A total of 41 FGD’s were conducted across all countries. Table 1 below shows a breakdown 

of FGD participants by sex, and number of discussions conducted in each country. The highest 

number of discussions was conducted in Malawi and the lowest in Zambia. Higher gender 

disparities were noted in Swaziland and Malawi where males dominated participation in FGDs. 

Conversely, analysis of data showed gender parity in Zimbabwe and Zambia. In all the 

countries under this study, FGDs were conducted with 6 groups of community members 

except in Zambia: traditional leaders, religious leaders, boys and girls, men and women. In 

Zambia, FGDs did not disaggregate participants as in other three countries but combined 

them. Hence only three FGDs were conducted in Zambia, one from each ward (Shabusale, 

Chanyanya and Mungu). 

 
Table 1: FGD participation by country 

Country Male Females No of FGDs Conducted 

Zambia 26 27 3 

Malawi 93 51 18 

Swaziland  72 60 12 

Zimbabwe 44 46 8 

Totals 235 184 41 

 

The FGD interview guides had four distinct sections as follows:  
 

• Identification of population groups at high risk of HIV infection and factors that 
expose these population groups to GBV and HIV;  

• Determining current levels of HIV services uptake and factors that influence uptake 
of HIV services;  

• Determining roles, and capacity of traditional and religious leaders and their wives 
to mobilize men and women to access and uptake HIV services (HTC, PMTCT, 
ART and EID); and  

• Determining roles, capacity and level of influence of traditional leaders to mobilize 
men and women in the formulation and enforcement of community by laws that 
reduce incidences of GBV towards women and girls and increase uptake of HTC, 
PMTCT, ART and other HIV prevention services among women and girls and 
survey had the similar sections except for the section on by-laws.  
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2.3. District Consultative Meetings  
Selection of intervention wards/ communities started at the national level where the National 

Technical Advisory Committees (NTAC) for each country convened and came up with the 

intervention districts. This was followed by consensus building district consultative meetings 

which were convened at the districts level. The meetings led to selection of 15 wards (13 in 

Marondera and two in Seke) for Zimbabwe; and 15 intervention rural growth centres in Zomba 

district of Malawi.  

 

The selection of rural growth centers in Malawi,15 wards in Zimbabwe, 4 Chiefdoms in 

Swaziland and 5 wards in Zambia was based on purposive sampling with stakeholders 

selecting key HIV populations, hot spots, HIV services, Drivers and service providers. Key 

stakeholders included: 

 

• Malawi: Youth for Development and Productivity (YODEP) organization, Ministry 

of Health, Community Leaders (chiefs, and village heads, Religious), National 

AIDS Commission, police, civil society organizations and other key stakeholders  

• Zimbabwe: Seke Rural Home Based Care staff, Ministry of Health, Traditional 

Leaders (chiefs and village herds), National AIDS Council, police, civil society 

organization,  

• In Zambia four district officials were engaged: three from the ministry of health 

(District Health Officer, the district Planner and the Clinical Care Specialist); and 

one from the Ministry of Agriculture given their proximity to vulnerable communities 

in Kafue district and the influence cooperatives they have on mobilizing 

communities.  

 

During these meetings stakeholders selected the intervention wards/communities. The 

selection of wards was based on the presence of key populations, hot spots mapped, HIV 

service delivery and prevalence. 

 

2.4. Key Informant Interviews  
The purpose of KII were; i) to get deep understanding of the factors that expose population 

groups to risks of HIV; ii) factors that influence uptake of HIV services; and iii) roles of 

traditional and religious leaders in mobilising communities to access HIV services. 

 

Key informant interviews were only conducted in Malawi and Swaziland. In Malawi, nine (9) 

KIIs were conducted with Health Surveillance Assistances (HSAs), HIV Testing Counseling 

officers, opinion leaders and PLHIV. In Swaziland, a total of 27 duty bearers were interviewed 

(chiefs, tinduna Temcuba, Rural health Motivator, and Health care workers) at the community 

level.  

 

2.5. Participatory Rural Appraisal  
Participatory Rural Appraisal methods were applied across all countries, with Malawi having 

the highest number of male participants (91 males and 53 females) as compared to other 

countries. The table below shows close gender parity of participants in Zimbabwe, Zambia 

and Swaziland. The high gender gap in Malawi was attributed to dominance of males in 

leadership positions both traditional and religious. 
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Table 2: PRA participants 

 

 

 

 

  

Country Male Females 

Zambia 41 47 

Malawi 91 53 

Swaziland  35 41 

Zimbabwe 28 49 

Totals 195 190 
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3. Presentation of Findings  
 

3.1. Demographic Characteristics  
Malawi had the highest number of participants in the household survey, with a total of 160 

respondents, followed by Swaziland with 155 respondents. Most of the survey participants 

across in all four countries were females with Malawi having 71%, Zimbabwe 71.5%, 

Swaziland 58.1% and Zambia 58.1%. All respondents to the household survey questionnaire 

were randomly selected from within the identified hot spot catchment areas. The mobilisation 

of respondents had no expectation of gender parity as it was randomly done; however, it 

eventually came out that more females than men were responsive to the call for this exercise.                 

 

3.1.1. Gender disaggregation  

In Swaziland, the largest gender disparity was noted in Timbutini chiefdom where females 

represented 75% of the sample of participants while in Vuvulane, Qomintaba and Maphalaleni, 

there was nearly 50:50 gender parity of the participants. In Zimbabwe, the highest gender 

disparity was in Igava (Ward 7) were females represented 96% of respondents. Figure 2 below 

summarises the distribution of sex disaggregation by country. 

 

Figure 2: Sex disaggregation of survey respondents 

 
 

3.1.2. Participant education status  

Figure 3 below shows data disaggregated by education status and country. Results across 

the four countries varied greatly on the education status of the participants. Out of the three 

countries that data on education status was available, Zimbabwe had the highest percentage 

of participants (79.5%) who had completed secondary education as compared to Malawi 

(23%) and Swaziland (41.3%). Malawi had the highest percentage of the participants who had 

completed primary education. 
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Figure 3: Respondent disaggregation by education 

 

Swaziland (7.7%). had the highest percentage of participants who had completed tertiary 

education. Despite Swaziland having the highest percentage of participants having completed 

tertiary education, results from the figure above also revealed that it had the highest 

percentage of participants (21.9%) who had never been to school followed by Malawi (17.5%). 

Only in Zimbabwe, all participants had some form of education. Data for Zambia on the 

education status of study participants was not available at the time of results consolidation.  

 

3.1.3. Respondent age categories 

For the age group of 15-25 in respondents in Swaziland, Zimbabwe and Malawi were 59.6%, 

60.75% and 86.7% respectively. The figure below shows variation in the age categories 

represented by sex. Noteworthy, the minimum age category for this exercise was 15-25. 

 

Figure 4: Respondent age categories 
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As reflected in figure 4, very few households are headed by young people below 25 years of 

age. For both males and females, the number of young people interviewed aged between 15-

25 years is lower as compared to males and females aged above 25 years. The figure also 

shows that for the same age range of 15-25 years, there were more female young people with 

an average attendance of 69% than male young people who had an average attendance of 

21% in all the four countries. Furthermore, there are more young females of the age group 15-

25 who are married than males of the same age group.  

 

3.1.4. Respondents religious affiliation   

Across all four countries the dominant religious affiliation of respondents was Christianity. 

Malawi had a significant representation of Muslims (13.8%) in comparison to the other three 

countries that had less than 1% of Muslim participants each. African traditional religion had a 

low representation, with the highest number of participants affiliated to this religion being 

drawn from Zimbabwe (4%). 

 

Figure 5: Respondents religious identity 

 
 

This analysis, presented in figure 5, shows that Christianity is the dominant religion in the 

selected intervention areas. 

 

3.2. Community Knowledge of HIV Services  
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knowledge dimensions. 
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3.2.1. Knowledge characteristics 

 

Knowledge levels vary by service, sex and country 

Knowledge of HIV services was varied among groups that participated in the study in all the 

countries under this study. Notable and more significant variations between men and women 

were presented in some countries. Women were generally more knowledgeable of the 

services than men. The mapping exercise in Malawi revealed low knowledge of HIV services 

in communities. On average about 15% of community members were completely not able to 

explain what HTC, PMTCT and ART, while 90% of males and 25% of females did not know 

what EID was. Most community members were more knowledgeable on HTC as compared to 

other HIV services. 

 

Women are more knowledgeable of HIV related services than men 

Results from the four countries generally revealed that, women were more knowledgeable on 

HIV services than men. The greater knowledge in women was attributed to their partaking in 

ante and post-natal services, which exposed them to more information on HIV services and 

placed them to be better care seekers than their male counterparts. Qualitative feedback 

shared during the focus group discussions with adult women gave more light on the reason 

for this knowledge disparity between men and women: 

 

“We get most of our information during pregnancy and our male partners usually do 

not accompany us to visit the clinic” Women FGD participant: Mayaka - Malawi 

 

Another participant added and this is what she said: 

 

“For us women we always visit the health facility during pregnancy and always it is a 

prerequisite for us to test before accessing other ANC related service, whereas this is 

not applicable to other groups” Women FGD participant at Vuvulane – Swaziland 

 

Communities mainly depend on health facilities for HIV information. There was low information 

dissemination from other providers such as NGOs, with periodic road shows and community 

awareness meeting happening in the study communities. 

 

Community leaders and key informants have average knowledge of HIV services 

Group discussion with community leaders and other key informants also revealed that female 

community leaders had more knowledge on HIV services as compared to their male 

counterparts. Some groups comprising of religious leaders could only identify HTC and ART 

from the HIV services available. This was the case in all the four countries where the study 

was conducted.  

 

Traditional leaders acknowledged that they had low knowledge of HIV services, however they 

expressed willingness to learn more before they take on a bigger role in raising community 

awareness.  

 

“You cannot transfer knowledge on HIV, whilst you are not knowledgeable” Male 

Religious Leaders Group participant: Dombotombo -Zimbabwe 

 

Another community leader from Swaziland had this to say; 
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“Sonkhe sikhatsi sisalela ngephandle kulemifundza sikolwa ngoba ivamise 

kucondziswa kubomake kuphela,kungaleso sizatfu sishiywa ngephandle tsine.” (We 

are always left out in most of the trainings as most of them target women, because of 

that we are left out). FGD with Traditional Leaders’ participant at Timbutini-Swaziland 

 

On the contrary, KIIs in Malawi with Health Surveillance Assistants revealed high knowledge 

levels as compared to traditional and religious leaders. High knowledge levels among Health 

Surveillance Assistants were attributed to their working with both government and NGOs on 

health issues.  

 

The results from all the countries revealed that proximity to health facilities and catchment 

areas of HIV focused NGOs had implication on knowledge of HIV services. Most communities 

who were far from these health facilities displayed low knowledge of HIV services, while those 

living closer displayed higher knowledge of HIV services.  

 

Furthermore, the nature of services accessed had a bearing on knowledge levels of HIV 

services. Services like PMTCT which mainly targets pregnant women and EID which targets 

HIV positive mothers with babies, kept other community groups in less light about them. In 

addition, the health seeking behaviors of various community groups also had a bearing on 

knowledge levels, such that only those that frequently visit these heath facilities acquire 

knowledge on HIV services as compared to those who do not access HIV related services at 

health facilities. 

 

There is no difference in knowledge levels between urban and rural communities  

There was no significant difference in HIV knowledge levels among the rural and urban 

communities. However, it was observed that knowledge was affected by access to available 

HIV information through service providers like health facilities or NGOs.  Participants who were 

near health facilities or NGOs catchment areas were more knowledgeable than participants 

who were far from these information sources. 

 

Basic knowledge on HIV was universal in Kafue in Zambia with 98.5% knowing at least one 

way of HIV prevention and 83% having comprehensive knowledge of HIV (knew at least three 

ways of HIV transmission and 87% knew three correct ways of HIV prevention). Despite high 

levels of HIV knowledge, misconceptions about HIV and AIDS were persist. Some community 

members in group discussions argued that witchcraft and washing clothes of an HIV positive 

person are ways through which a person can contract HIV. 

 

3.3. Determinants of HIV Risk in Communities  
The study revealed that across all four countries, common drivers of HIV transmission were 

transactional sex, multiple concurrent partners, intergenerational sexual relationships and 

child marriages caused by poverty, religious and traditional norms and beliefs, and low risk 

perception. Country specific, the study revealed that, conditional condom use in Malawi; low 

condom use in Swaziland; peer pressure in Zambia and increase in sexually transmitted 

infections in Zimbabwe, were mentioned as key drivers of HIV. Below are some of the 

contributions from respondents regards key drivers of HIV transmission in their communities: 
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“This area is close to the lake, and boys spend most of their time at the lake fishing 

and in the process, they engage in sexual relationships with sex workers and they also 

have sexual relationships with us” Girls FGD participant, Kachulu (Malawi) 

 

Participants in a group discussion with men raised that; 

“Alcohol is a problem. You know when you are drunk, you can’t even think of using a 

condom. Why is our government not regulating the times of using beer? Bars are 

open as early as 7 hours in the morning.” FGD male respondent, Shabusale Ward-

Zambia 

 

Harmful traditional norms and beliefs increase the risk of HIV transmission  

Harmful traditional norms and beliefs were identified as drivers of HIV transmission by 

participants in Zimbabwe, Malawi and Swaziland. Some of the identified harmful beliefs are 

death cleansing as a funeral rite or as the rite of passage to adulthood and negative 

masculinities that makes men feel superior over women. In a discussion with young people in 

Malawi, the following comments were shared: 

 

“At the initiation camp they tell us to have sex with anyone (kuchotsa fumbi) and this 

is indeed happening, so when having sex during kuchotsa fumbi (Sexual cleansing) 

we just have sex without first going for HIV test and they also tell us that refusing to 

have sex with a man is a taboo” Women FGD Participant 3 -Mwambo (Malawi) 

 

In another discussion with traditional leaders, risky masculinities were evident when they said; 

 

“Um umkami asatihlolile simo sakhe sengati watfolakala angenalo leligciwane mine ke 

kudzingeke ngani kutsi ngiphindze ngitihlole,” (If my wife has tested why should I test 

because if she is negative, I am also negative). Traditional Leader Timbutini 

(Swaziland) 

 

Poverty and unemployment drives transactional sex 

The study established that high rates of unemployment and poverty in these areas forced 

many young people to engage in sex in exchange for money or other materials benefits. This 

trend is more defined among young girls, who engage in sex work and even sexual 

relationships with much older men. 

 

“Ngenca yekwesela tindlela tekutiphilisa bantfu labasha batikhandza balala nebantfu 

labadzala kunabo kute batfole imali yekutondla njengoba luluncane lusito loluniketwa 

insha lese iphumile esikolweni,” (Because of lack of livelihood activities young people 

are involved in intergenerational sex to have resources to support themselves as there 

is little or no support for out of school youth). Young Males Participant-Swaziland  

 

Participants in Zambia spoke about temporary marriages as another determinant of increased 

HIV risk. A study in the Kafue flats established that fish traders and fishermen engage in 

longer-term social kinship which are referred to as ‘‘temporal marriages.’’ In Malawi, mobile 

markets in various communities are another agent of sexual relationships. The study revealed 

that sex work is very high during market days when there are businessmen trading from within 

and without. During these market days, there is usually high supply of income as people from 
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far and near come to buy and sell their commodities. This creates a potential environment for 

commercial sex work. In a discussion with young people they said; 

 

“During the tobacco selling season, commercial sex work escalates, to an extent that 

men do not come back home”. Female Community Leader-Igava (Zimbabwe) 

 

Condom use is not rational and is dictated by a complex set of trust factors 

Across all the four countries, low condom use was mentioned as a driver in the spread of HIV. 

Participants consistently reported that their decision to use a condom was linked to whether a 

partner is considered trustworthy or casual. Participants further reported that inadequate 

knowledge, lack of awareness and lack of access to condoms were also responsible for the 

low condom use putting more people at risk of contracting HIV. In a discussion with community 

leaders, the following comment was shared: 

 

“Asikhoni kuwasebentisa lamajazi emkhwenyane ngoba ngesikhatsi sisakhula 

abengekho naleligciwane le HIV lalingekho nguleso sizatfu emadvodza langangami 

angawasebentisi.” (We cannot use condoms because when we were growing up HIV 

and condoms were not there thus why most older man are not using them). Traditional 

leaders group participant (Swaziland)   

 

In another discussion with young people in Zambia, one participant remarked: 

 

“Condoms are available, but they are only at the clinic and in town centre. They are 

not in the villages, not even mutuntemba (kiosks). I think that is why even HIV is going 

up every day. If for example people can be bringing condoms and distributing them in 

houses, those who want to have some can take some. Now there is nothing.” Female 

Respondent, Mungu (Zambia) 

 

Drawing from the Zambian participant above we can note that accessibility to condoms is also 

an influencer on the decision to use or not to use condoms.  

 

Some community members have low risk perception 

Across the four countries the study established that communities have low risk perception, a 

situation that undermines impact of HIV prevention interventions. Through discussions with 

young people it became apparently clear that a high number had never thought about going 

for an HIV test. Most male participants blamed their female counterparts of not being 

trustworthy and exposing them to HIV, a clear indication of biased gender lens. In a group 

discussion with young men the following opinions were shared: 

 

“You would think that a prayerful girl is safe to have unprotected sex with, not knowing that 

she had had several boyfriends before and probably she is infected already” Young Male 

Participant, Kachulu (Malawi) 

 

In risk mapping discussion with young males in Swaziland a participant said:  

 

“Uma senitsandzene sikhatsi lesidze, ngulokwetsembana lolokusifaka enkingeni tsine 

madvodza ngoba labesifazane beva kwangatsi awubatsandzi uma uchubeka 
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nekusebentisa lijazi lemkhwenyane” (When you are in a long-term relationship, trust 

betrays us as man when women feel you do not love them if you continually using 

condom) Young Male Participant, Vuvulane (Zimbabwe) 

 

In Swaziland, participants shared that the assumptions by parents that young people do not 

engage in sexual activities have also made it difficult for them to access HIV services. Young 

man pointed out that access to sexual reproductive services that are provided at community 

level mainly by adults make it difficult for them to access them as they are not comfortable. 

 

This perception was also evident among some traditional leaders, who felt that their partner’s 

status was a good indicator of their HIV status. 

 

“Um umkami asatihlolile simo sakhe sengati watfolakala angenalo leligciwane mine ke 

kudzingeke ngani kutsi ngiphindze ngitihlole,” “If my wife has tested why should I test 

because if she is negative, I am also negative” Traditional Leader, Timbutini 

(Swaziland) 

 

Religious values influence HIV risk 

This study revealed that there were some religious institutions that prevent members from 

seeking health services and let alone protection from HIV and AIDS i.e. condom use. In some 

cases, church members have been advised by religious leaders to stop taking ART based on 

belief that God was going to heal them. This is more pronounced amongst Pentecostal 

churches.  

 

During all the discussions with community leadership including religious leaders, it was 

revealed that some religious leaders do not even want to be associated with HIV and AIDS 

interventions. It was also revealed during the study that some PLHIV delayed initiation of 

treatment whilst waiting for spiritual intervention. In some instances, religious leaders said that 

some church members do not come to them for assistance because they fear to be labelled 

as promiscuous more especially those that are living with HIV.  

 

“Some churches forbid medicine and they actually lose lives because of this, for 

example, at Yesu ndi Ambuye church, one of these church members lost a son and 

due to their religious beliefs, they did not give medicine to that child and the son ended 

up dying, which made the father of the son to be exiled from the village.” Women FGD 

Participant, Mwambo (Malawi) 

 

Traditional leaders also concurred on the influence of religious beliefs on access to HIV 

services: 

 

“Some of the religious groups delay people from receiving treatment in good time by 

telling them that they will get healed after praying for them and this aggravates the 

problem.” KII-traditional leader, Mbiza (Malawi) 

 

Although some denominations were encouraging their members to seek spiritual intervention 

as the only cure for HIV/AIDS, some religious leaders condemned the practice as a crime 

against humanity. They went further to propose that traditional leaders should impose stiff 
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punishments to any church that is caught advising its members against accessing HTS. They 

added that traditional leaders should enact some by-laws that would prevent the-would-be 

culprits of such practices as stated below: 

 

“Prophets should stop discouraging people from taking ART after being prayed for, but 

also Chiefs and pastors should follow up on ART defaulters” - KII-Religious leader-

Zomba Central, (Malawi) 

 

“All the chiefs should enact by-laws that all people defaulting on ART because they 

have been prayed for should pay fine to the chief.” KII-Religious leader, Mpyupyu 

(Malawi) 

 

Intergenerational relationships and child marriages fuel HIV risk 

The study revealed that due to high poverty levels in these intervention areas, there were 

escalating cases of both intergenerational relationships and child/teen pregnancies in all 

survey communities. Poverty has forced some women into commercial sex or other risky 

sexual behaviour to survive, increasing their risk of contracting or spreading HIV. Therefore, 

conditions of high unemployment, and low and insecure wages that lead to such behaviour 

may help explain high HIV rates among the rural poor.  

 

Participants cited a myriad of reasons underlying these practices within their communities. 

Poverty was rated as the number one driver of intergenerational relationships; social security 

was also mentioned as one of the reasons why most girls believe that old men had better 

resource capacity to support and take care of them. This has led to young women having 

intergenerational relationships with older men some of whom are already married. There is 

also a growing tendency of older women to look for the services of young men for sexual 

pleasures and vice versa. Participants reported that some young men deliberately provoke 

older women saying that they can satisfy them better than their husbands when it comes to 

sex, and this at times results in unprotected sex.  

 

Similarly, some of the women in the community deliberately look for young males especially 

new initiates to have sex with referring to them as ‘hot food’ (referring to someone who has 

never had sex before). Key informant interview with an initiation counselor revealed that:  

 

“Some women like ‘cooking hot food’ that is they like having sex with newly graduated 

initiates once they come out of the initiation camp” KII-Initiation counsellor, Malawi 

 

“Tikapihwa maprojects ehupfumi totenga mota dzedu,ne masofa edu tichizvitengera 

doro redu and hatichavandi”. (If we get economic strengthening projects we can fend 

for ourselves and accumulate our assets including vehicles and couches, and we won’t 

need “sugar mammies”2 anymore.)  Young Male, Landas ward 14 (Zimbabwe) 

 

Such relationships have placed young people at great risk of contracting HIV as they have no 

room to negotiate for safer sex. However, during the study there were few reports on cases of 

                                                           
2 Sugar mummies is a popular term in Zimbabwe, which refers to elderly women who engage in sex 
with younger men and give them material benefits in exchange 
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young men being in a relationship with older women in exchange for money or other 

resources. These were some of the words of one participant were: 

“Sometimes older women entice us with their material wealth to have sex with them, 

they say we are more energetic than their husbands who are old. During such 

encounters, we normally don’t have the choice but just to follow what the woman says 

so that we should get more money or sometimes they buy us car and other expensive 

things.” Young Male Respondent, Yaka (Malawi) 

 

Multiple and Concurrent Sexual Relationships (MCSR) are the norm in hotspots 

As with previous studies, this research shows that the population that live, work and interact 

in the geographic areas denominated as hotspots, multiple concurrent relationships are the 

norm. Most these relationship networks are unsafe in terms of HIV transmission. The 

relationships were cited by participants as one of the major factors that increases the 

prevalence of HIV within their communities. A discussion with boys indicated that some girls 

who are in a sexual relationship with them also have relationships with older men in search 

for financial gains. These boys then join the sexual network where some older men might be 

having HIV or their other partners having HIV.  

 

The case of rampant multiple sexual relationships was also reported at Kachulu, Malawi where 

communities are at greater risk due the nature of the compacted small settlements. The 

closeness of the settlements led to a lot of cross relationships, as most fishermen and other 

fish traders ended up joining a sexual network. Participants in Malawi highlighted the following: 

 

“When we lack money, the solution is having sex with men so that we get some money 

quickly, for example one works in the field for many months before they harvest but 

having sex it’s just a matter of few minutes then one has money in their hands, so this 

is putting us at risk” Female FGD Participant, Mwambo (Malawi) 

 

 “This area is close to the lake, and boys spend most of their time at the lake fishing 

and in the process, they engage in sexual relationships with sex workers and they also 

have sexual relationships with us” Young Female FGD participant, Kachulu (Malawi) 

 

3.4. Key Populations at High Risk in of HIV Transmission   
Across the four countries, the study identified key populations within the hot spots that were 

at high risk of HIV transmission. Across all the countries, common populations at risk were 

identified as sex workers, young people, truck drivers, adult men and women, and families of 

migrant workers. However, other populations at risk were specific to some of the countries.  

 

Populations at risk that were specific to each of the countries were as follows; in Malawi, small 

scale business men and women, families of migrant workers and fishermen and fish mongers; 

in Swaziland adolescents and children 6-11 years; in Zimbabwe commuter minibus drivers 

and farmers and farm residents; and in Zambia they are fish traders and older women. 

 

3.5. Mapping Hotspots in Study Areas  
Hotspots are defined as areas where there is a concentration of people, bars, restaurants and 

entertainment halls (e.g. Video clubs, billiards) and high opportunity for multiple concurrent 

sexual partnerships. Hotspots are locations where alcohol is served and where sex is 
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negotiated or takes place, this includes bars, lodgings, restaurants, seaports, fish landings 

and parking lots. The environment of such locations and mobility of population is conducive to 

both men and women engaging in multiple concurrent sexual partnerships. (IOM, 2010).   

 

Across all the countries, identified hotspots had common characteristics which reflected the 

description above. Common location characteristics were: being small growth centers, close 

to a fishing ground urban places along transport and industrial corridor as well as transit time 

while common activity characteristics were as follows; fishing, small businesses, beer drinking 

places, restaurants, mobile clothes vending, rest houses/lodges, brothels and bicycle taxis. In 

general, the study observed that the hotspots were found in both urban and rural areas. 

 

While most of the hotspots had a lot of similarities in location and activities, some places in 

Zambia had the following additional characteristics: its proximity to the boarder and being a 

tourist and export trucks transit district. Discussions with various groups in the study revealed 

that apart from exposing populations to HIV, the hot spots were also fueling occurrence of 

other negative social outcomes such as teenage pregnancies especially in Zambia. 

 

Sexual networks in the hotspots 

Sexual networks in these hotspots are characterised by multiple concurrent sexual 

relationships and inconsistent condom use. This is like behaviour in the general population. 

However, in the hotspots the likelihood of sexual networks is higher as there are significant 

amounts of money as people sell and buy merchandise, less social or family restraints (usually 

most of the people are mobile and away from home) and the web of relationships is much 

wider than in settled communities. 

 

Despite the observations above, knowledge and understanding of HIV is high in the hotspots. 

Across the board people could explain the basic concepts about HTS and where to get HIV 

related services. Almost everybody in this study has heard of HTS, and the clear majority of 

people knew about ART. Furthermore, they also knew someone who was HIV positive, 

someone who was on treatment or someone who had died of AIDS. 

 

3.6. Access to HTC, ART, PMTCT and EID Services 
 

HIV services access and uptake 

HIV services were reportedly accessible to most participants in the four study countries. 

Participants acknowledged that they could get HIV services in public and private health 

facilities. Analysis of data also revealed that uptake of service was just above average in these 

countries. To measure HIV services uptake, participants were asked if they have ever gone 

for HTC, PMTCT, or if they were on ART and if those with little children had gone for EID. 

Uptake of services varied greatly amongst different groups, though there were no significant 

differences across the countries under study. Uptake of HIV service was usually attributed to 

other individuals motivating the user to try the service. Individuals were motivated more by 

peers, health workers, and other community members. 

 

Most HIV services are accessed at government health facilities 

Most participants (average 79.3%) who responded to the questions on knowledge of where 

they could access HIV services in all the four countries knew that they could access HIV 
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services from government health centres. In Zimbabwe 83.4%, Malawi 85.6% and in 

Swaziland 69% knew about the availability of HIV services at government health facilities. 

Only 10% in Malawi, 4% in Zimbabwe and 7.1% in Swaziland knew that they could access in 

private health facilities. Furthermore, 0.63% in Malawi, 3.3% in Zimbabwe and 24.5% in 

Swaziland knew that they could access HIV services from NGOs and CBOs.  

 

Compared to other countries under this study, Swaziland had the highest percentage of 

participants who knew that these services were available in private health facilities. Findings 

from this research also showed that all male participants in the household survey in Malawi 

did not know that they could access services at NGOs and CBOs as opposed to only 0.63% 

females.  

 

Although most participants said they at least knew where they could access HIV services, still 

some participants 3.8% in Malawi, 5.2% in Swaziland and 6.0% in Zimbabwe did not know 

where to access HIV services in their communities. The figure below shows the knowledge 

levels on were to access HIV services in the intervention districts.  

 

Figure 6: Knowledge of available HIV service facilities 

 
 

An analysis of the same data by hotspots showed wide variations, with 12% and 10% in 

Malawi’s Mpyupyu and Kachulu hotspots and 12% of Zimbabwe’s Igava (Ward 7) respectively 

said they did not know of any place to access HIV services respectively. None of the 

respondent in Mayaka and Jali in Malawi and in Nyameni (ward 8) in Zimbabwe said they did 

not know where to access HIV services. Approximately 70% of respondents of Matiya in 

Malawi did not know of a government health facility providing HIV services. This result in 

Matiya was attributed to the fact that the nearest government health facility was some 20km 

away from their community, and most of the people must travel to Zomba Central Hospital if 

they were to access such services.   

 

Access to HIV Testing Services  

In terms of access to HIV testing services, most countries under this study had low figures. 

From the available data, it was only in Swaziland where most of the participants (65.1%) had 
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accessed HTS within six months before the study. In the other countries, low HTS access as 

recorded as follows: Zimbabwe (43.4%), Malawi (32.54%) and Zambia (47.2%). Even though 

these services were introduced some years back, still more some participants reported that 

they had never accessed any HTS in their life. Zimbabwe (14%) had the highest number of 

respondents who had never accessed HTS before.   

 

Further analysis of data revealed that out of those that accessed HTS in the said six months 

prior to the study, there were more females than males across the four countries with Malawi 

having 32.5% of females compared to 32.43% males and in Swaziland 69% were females 

compared to 31% males. Conversely in Zimbabwe there were more males (44.2%) compared 

to females (43%) who tested for HIV six months before the study. The higher numbers in 

females as compared to males were attributed to the fact that HTS and PMTCT are 

compulsory to pregnant and lactating women.  

 

In Malawi, the largest gender disparity was among those that tested in the period of 13-24 

months before the study with 27.3% of males being tested in the period as compared to 

16.85% of females. While in Zimbabwe the largest gender parity was amongst those that 

tested 7-12 months before this study. There were no gender differences in HIV testing 

observed (p =0.257).   

 

Figure 7: Time of last HIV test among participants 

 

 

Study data reveals that access to HTS is hampered by several factors more especially 

negative attitudes of service providers, long distances and fear of stigma. Community 

members reported that: 

 

" The personnel at Naisi Health Centre are very rude to patients or those seeking 

services, they say that they got employment because they are educated therefore no 

one should tell them what to do, as a result some people do not want to go for 

HTC……………….There was a door to door HIV testing programme in the community 
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which did not go well because the health workers who were carrying out the work were 

not keeping secrets about the people who tested HIV positive. Some of the workers 

could disclose in public that so and so has HIV, therefore that conduct kind of 

discouraged community members from accessing HTC and ART services. There are 

some community members who shun Naisi Health Centre for Matawale Health Centre 

because of the rudeness of health workers at Naisi Health Centre.” Male FGD 

participant, Malemia (Malawi) 

 

“some of the well to do people and famous people in this area do not go to the health 

center for fear of being known that they are on life prolonging drugs, this is why they 

go to Chiradzulu where people do not know them” Key Informant, Mbiza (Malawi) 

 

The issue of long distance and negative attitude of some service providers were mentioned 

as some of the major reasons why most people do not access HCT in Swaziland.  

 

When data was stratified by age groups, it was clear that the 25-34 and 35-44 age groups had 

the highest number of respondents (33%) and (27%) respectively who were tested for HIV in 

the last 6 months, with the 65-74 age group having the lowest percentage (0.625%). It was 

also evident that the highest percentage of respondents who were never tested was among 

the 15-24 age groups, with 41% not being tested. The 25-34, 35-44 and 45-54 age groups 

had all respondents being tested at a particular time in their life. Significant differences in 

length of time since last HIV testing was observed amongst different age groups, with more 

participants likely to test in the last 12 months (p=0.004) (For more details on the results please 

see the appendix). 

 

Analysis of health centre registers 

Using health facility registers, the research teams further validated that overall females 

attended more HIV tests than their male counterparts. In the 6 months prior to the study, in 

Malawi 3457 females were tested for HIV across the 6 health facilities in contrast to 2234 

males. In Zimbabwe 2314 females were tested of HIV as compared to 1006 males who tested 

of HIV in the same period. Analysis of data also revealed that in Malawi gender disparity was 

largely observed at Matawale Health Center where more females (761) that men (368) got 

tested. Similarly, at the Makwapala Health Centre, 836 females were tested as opposed to a 

relatively lowly number of males (250) that got tested. In Zimbabwe, gender disparity was 

observed in Ndombotombo and Nyameni wards where 836 and 690 females were tested 

respectively as opposed to 230 and 173 males who were respectively tested during the same 

period.  

 

The figures 8-9 shows the distributions of males and females who underwent HIV tests based 

on information from health registers.   
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Figure 8: People receiving HTS in past 6 months in Zimbabwe per survey facility 

 

 

Figure 9: People receiving HTS in past 6 months in Malawi per survey facility 

 

 

Reasons for not going to get an HIV test 

Based on the household survey findings, the majority who never tested for HIV in their lives 

did not want to know their HIV status, and based their decision on traditional beliefs, whilst 

others accused their spouse of not wanting them to get tested. FGD with traditional leaders 

and interviews with Health Surveillance Assistants respectively, also revealed that some 

females fear their husbands’ reaction regarding HIV test. The traditional leaders and HSA in 

Malawi reported that: 

 

“There is a tendency of keeping secrets by couples. Women do not want men to know 

their sero status, fearing marriage break ups. What happens is that men do not want 

their wives to undergo HTC, should they undergo one and found HIV positive, 

marriages break up in most cases as a result women and men shun HTC.” Traditional 

leaders’ FGD participant, -Mwambo – Malawi 
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Another HAS had this to say:  

 

“Some 2 women approached me complaining that their husbands are preventing them 

from testing because if they are found HIV positive, the marriages will be end.” KII-

HAS, Mwambo (Malawi) 

 

In Zimbabwe, a young male participant concurred with the above statements when he said: 

      

 
 

Some participants also displayed limited knowledge on how HIV could be transmitted and this 

influenced their risk perception. For instance, 15 participants in Zimbabwe and 63.5% in 

Malawi felt that they didn’t see any need to get tested as they either had no sexual 

relationships. In Swaziland 75% of those that were never tested also did not specify any 

reason for not doing that.  

 

Figure 10: Reasons for not testing for HIV in Zomba, Malawi 

 
 

Sources of motivation for HIV testing 

Study findings showed the source of motivation varied greatly across the countries. In Malawi, 

most participants (47%) were motivated to get tested by health workers, while in Zimbabwe 

most participants said were motivated by either their peers or other community individuals to 

get tested, and in Swaziland most participants (50%) were self-motivated. In all the countries, 

very few participants said were motivated by their community leaders to get tested for HIV as 

follows: 2% in Malawi, 2.6% in Swaziland and 4% in Zimbabwe. Discussions with community 

members revealed that most information on HIV testing was spread through intimate friends 

(in bars and churches), workmates, and relatives. Table below shows the sources of 

motivation for respondents to get an HIV Test.  

 

“Mukadzi wangu anotestwa kana achinozvara saka ndozvinetserei (My wife is 

tested whenever she is pregnant so I do not see the need to get tested)” 
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Table 3: Sources of motivation to get tested for HIV 

 

Access to PMTCT and pediatric HIV services by mothers with children ≤5 years 

Study findings on access to PMTCT and Pediatric HIV services revealed that most participants 

across the four countries had at least one child below 5 years of age. As evidenced by the 

data in the table below, a total of 96 households representing 60% in Malawi, 90 households 

representing 60% in Zimbabwe and 112 households representing 72% in Swaziland had at 

least one child aged less than 5 years. Of the households having children less than 5 years, 

Malawi (43), Zimbabwe (74) and Swaziland (116) had one child, while Malawi (12), Zimbabwe 

(12) and Swaziland (42) had 3 to 5 children less than 5. 

 

A good proportion of households (69% on average) in all the four study countries had mothers 

with children less than five years who had accessed PMTCT services. From the data in the 

table below, Malawi had the highest proportion of mothers who accessed PMTCT services 

followed by Zimbabwe with 62.2%, while Swaziland had 55.5% of mothers who accessed the 

service. It was also revealed that Swaziland had the highest proportion of mothers (27.5%) 

who did not access PMTCT services, followed by Zimbabwe’s 16.7%. Zimbabwe had the 

highest proportion of mothers who did not know about PMTCT services followed by Swaziland. 

However, 17.8% of participants in Zimbabwe, 11% in Swaziland and 3.13% in Malawi 

confessed ignorance on whether the mother went for PMTCT services or not. Figure 12 gives 

an account of PMTCT service utilization by households with at least one child below the age 

of 5. 

 

 

 

 

 

 

 

 

 

 
Source of Motivation 

Country (% respondents) 

Malawi Swaziland Zimbabwe 

Information from Health care workers 47% 18% 24% 

Information from Social workers. Community 
volunteers 

9% 12% 4% 

TV/Radio 6% 3.20% 7% 

Community Leaders 2% 2.60% 4% 

Other individuals 8% 0.60% 61% 

Self-Motivated 0% 50% 0% 

Cannot remember 2% 0% 0% 

Others 26% 12.30% 0% 
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Figure 11: Proportion of households utilising PMTCT services 

 

 

As shown in the figure 12, a significant number of women in Malawi (40%) did not access 

PMTCT because they did not know about it. 

 

Figure 12: Reasons for not accessing PMTCT 

 
 

Study findings showed that most mothers who did not go for PMTCT services felt that it was 

not important to them and others said they did not know about the service at that time. Most 

mothers who responded to this question in Zimbabwe (51%) said it was not important and in 

Malawi only 20% said it was not important. In Swaziland 44.4% of these mothers did not give 

any reason for not accessing PMTCT.  

 

Many participants knew the HIV status of their youngest child in the household; 54% in Malawi 

and 52% in Zimbabwe. In both Malawi (42%) and Zimbabwe (6%) did not know or could not 

remember the HIV status of the youngest child respectively. Study findings also showed that, 

of those who did not know the status of the youngest child, 57% in Malawi and 68% in 

Had PMTCT Did not have
PMTCT

Do not Know Couldn’t 
Remember

Malawi 90.0% 6.3% 3.1% 0.0%

Swaziland 62.2% 17.0% 17.8% 3.3%

Zimbabwe 55.5% 27.5% 11.0% 6.0%
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Zimbabwe, said it was because they did not want to know about it, while 33% in Malawi and 

26% in Zimbabwe said it was not important to know about it. Field discussions also showed 

that in some communities, especially rural settlements and farms, mothers give birth in their 

homes through local midwives (Azamba in Malawi and mbuya nyamukuta in Zimbabwe) and 

do not access services from formal health facilities.  

 

3.7. Community Leaders Influence in HIV Service Uptake 
 

Figure 13: Participants' perception on community leaders’ role in addressing HIV 

 

 

The figure above shows that most the participants acknowledged that community leaders have 

a role to play in the fight against GBV, HIV and AIDS. A whooping average 81% of study 

respondents across the four countries felt that community leaders were very instrumental in 

addressing HIV challenges in their communities. However, on average 12.9% of the 

respondents viewed community leaders as being not all that important in the fight against the 

HIV pandemic, while on average only 6.1% said they were not sure whether these community 

leaders were influential on HIV issues or not, they basically took a neutral stand on the issue. 

Evidence from the findings also shows that more men than women have trust in their 

community leadership and believed that they could make a significant contribution towards 

the eradication of HIV/AIDS.   

 

Leadership influences in community responses to HIV  

It was clear from the figure below that most participants view community leaders as very 

influential in addressing HIV challenges. There were insignificant differences amongst 

participants across the four countries under this study. On average, 80% of the participants 

acknowledged that community leaders were very influential in addressing HIV challenges.  

 

Figure 14: Perception on leadership influence in addressing HIV 

Swaziland malawi Zimbabwe

Yes 74.8% 86.9% 81.3%

No 14.8% 11.9% 12.0%

Not sure 10.3% 1.3% 6.7%

%
 r

e
sp

o
n

d
e

n
ts

Responses to the question: Do leaders have a role in addressing HIV in the 
community?



  

CONSOLIDATED COMMUNITY MAPPING REPORT – ROCK 90 LEADERSHIP PROJECT 31 

 

 

 

Sex disaggregation of perceptions of community leadership influences in addressing 

HIV 

There was a difference in the perception of males and females regarding community leaders 

as influencers in addressing HIV issues. On average, 84.4% of males and 79% of females 

believed that community leaders are more important and have the capacity to influence 

positive change in relation to HIV issues within their communities in all the countries under 

study. Figure 15 shows the perception of community members, disaggregated by sex, on 

community leaders’ influence towards community action against HIV challenges. When testing 

the influence of community leaders on HIV testing, the study noted a significant gender 

differences with female participants likely to be influenced by community leaders compared to 

male participants (p=0.024). 

 

Figure 15: Perceptions on community leadership influence in addressing HIV by sex 

 

Malawi Zimbabwe Swaziland Zambia

Yes 82.5% 81.3% 77.0% 79.0%

No 17.5% 18.7% 23.0% 21.0%
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Perception on comfort in talking to community leaders on HIV and AIDS  

Study findings show minimal differences between males and females, were more men (78.8% 

on average) reported to be comfortable talking with their leaders on HIV issues as compared 

to females (74.3% on average). The difference here was attributed to higher number of male 

community leaders whom most females said were not comfortable talking to them. 

Discussions with both males and females also revealed that both sexes are more comfortable 

to speak on HIV issues with leaders of their own sex. There were no significant differences 

among males and females in terms of how comfortable they were in talking to leaders on HIV 

issues (p=0.566). Figure 16 shows the sex disaggregated data on comfort to talk with leaders 

on HIV issues.  

 

Figure 16: Participants comfortable talking to leaders on HIV and GBV issues 

 
 

Perceptions on Community Leaders influencing HIV and AIDS services uptake  

Most the participants view chiefs as the most influential leader in the community and can 

motivate the community to take up HIV services. This view is held by males (80.1%) and 

females (77%) of respondents from Zimbabwe, Swaziland and Malawi. However, in Zambia, 

50% of the participants reported that Health Workers were the most influential figures to 

champion any HIV service intervention. Traditional and Religious leaders were ranked second 

in Zambia in terms of influence, this was attributed to chiefs’ lack of knowledge on health-

related issues. The influence of other leaders was also marginal among males and females.  

 

However, all leaders who participated in the study felt they had influence to champion HIV 

service uptake and make a difference in their communities. During an FGD for religious 

leaders at Mbiza (Malawi), participants said they have had significant influence over their 

members and can mobilise them to take up HIV services. From group discussion with various 

groups the following is was shared: 

 

“People listen to us, to an extent we can order them to eat stones and they will not 

refuse Religious Leader:..” Religious Leaders FGD participant, Mbiza (Malawi) 
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“The traditional leader has authority and commands respect since he is like our father 

and anything he says we take it seriously.” Young girls FGD participant, Chinamwali 

(Malawi) 

 

“Religious leaders are also given must respect and when they say something people 

listen because they are God fearing people.” Men FGD participant, Kachulu (Malawi) 

 

Those that viewed traditional leaders as being less influential on HIV related issues had the 

following views: 

 

“Most of our headmen know very little on HIV. Me I think that apart from headman 

Sikuka and headman Molanoka there are very few headmen who have been trained 

in HIV.” Male Respondent, Chanyanya (Zambia) 

 

“I think headmen and religious leaders can be helpful especially in encouraging people 

to know HIV status but they need to be trained. Most of them don’t know much about 

HIV.” Female Respondent, Chanyanya (Zambia) 

 

Results from the qualitative data also shows that religious leaders were perceived as moralistic 

and judgmental and that they rarely talked about HIV in a non-stigmatising way. Because of 

that weakness, participants viewed religious leaders as not being influential in educating and 

assisting people to access HIV services. 

 

Figure 17: Perception on community leaders' influence on HIV services uptake 

 
 

 

From the analysis of data from PRA tools and FGDs, the following key issues were revealed 

as critical in selection of leaders to champion the Rock Leadership 90 Programme: 

 

Ascribed power (58% on average), trustworthiness, wealth and gender were viewed as 

qualities that would make community leaders successful in mobilising communities to take up 
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HIV services. However, on the contrary, lack of trust, lack of knowledge and skills on HIV 

issues were noted as qualities that may render traditional leaders ineffective in mobilising their 

communities to utilise HIV services. 

 

Leader’s moral standing and values an 

Across all the four countries, participants in various discussions acknowledged the authority 

that various community leaders have on their subjects as being critical. However, the study in 

all the countries revealed that exemplary behaviour coupled with good social standing were 

the most crucial aspects for leaders to effectively bring about change pertaining to health 

seeking and behavioral change among their subjects. In various discussions with community 

leaders they also acknowledged the importance of good behaviour and good moral standing 

in influencing their subject as they expressed that: 

 

“Umholi emmangweni bangamlalela uma asibonelo lesihle, aneligama lelihle, 

ahlonipheka, akhulumiseka, longanatsi lotiphetse kahle futsi lowetsembekile,” (A 

leader a community you can listen to should be a role model type, with good reputation, 

respectable, friendly, who doesn’t drink alcohol, well behaved and honest). Community 

leaders group participant, Qomintaba (Swaziland)   

 

Participants in various discussions expressed distrust in leaders that are not exemplary and 

one participant in a focus group discussion in Zimbabwe said: 

 

 
 

Peer on peer leadership influence  

Across all the four countries, participants acknowledged the effectiveness of peer to peer 

leadership influence. Participants in the discussion groups felt that discussions and influence 

between people of the same age range were more effective than otherwise. The study also 

revealed that participants attributed this perception from the fact that people who belong to 

the same age range share the same experiences as such they would probably understand the 

age specific problems better than are presented by an HIV challenge. Analysis of FGDs 

findings further revealed that it was also easier to have positive talk with an age mate as 

compared to someone who you might at times regard as a mother or a father. In group 

discussions with young people in Zimbabwe, Malawi and Swaziland, this is what they had to 

say: 

 

 
 

Young people in Malawi also conquered to the above view and said; 

 

“Pamwe iyemutungamiri wechechi kana sabhuku, vanenge vachindida 

vakandinyenga ndinoteererasei? (Sometimes the religious leader or village head 

will be fancying me and at times will have made advances, How can I be 

influenced by someone like that?)” Young Female in Two Boy (Ward 20) 

“Isu toda mutungamiri anotimirira wezera redu nekuti anonzwisisa zvatiota nekuti 

anosangana nezvatosangana nazvo (We would prefer a young leader who is our 

age and understands the issues that we face as our age group)”Young Male: 

Landas (Ward 14) 
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“It is more effective when young people are sensitizing each other and likewise old 

people. We would prefer young people to be led by fellows” Young male participant, 

Jali (Malawi) 

 

And young people in Swaziland also expressed the same concern: 

 

“Kona sinabo baholi kulommango kepha ngingatikhuluma kanjani tindzaba tasecansini 

nemuntfu lengimtsatsa njenga make wami.” (Yes, we have leaders in this community 

but how can I talk sexual reproductive health issues with somebody I regard as my 

mother) Young female FGD participant, Vuvulane (Swaziland) 

 

3.7.1. Community by-laws and access to HIV and GBV services 

 

Influence of community by-laws on GBV and HIV service uptake 

In Malawi where the study on enactment of by-laws by community leaders was part of this 

mapping study, there are bye-laws enacted by local leaders. However, findings from the 

participants in this study revealed that most communities do not have direct by-laws that 

enforces HIV services uptake let alone protect vulnerable groups against GBV. Participants in 

the study felt that it was necessary to improve on access and uptake of HIV services and 

eradication of GBV through enactment of more by-laws.  

 

Some participants also felt that community leaders could be in a better position to champion 

the enactment of bye-laws on HIV service uptake as they are already championing the fight 

against child marriages. In one discussion, participants highlighted that: 

 

“The village heads have influenced community members on the eradication of cases 

of early pregnancies and marriages in premature girls and we think that if these 

community leaders can take the same stand on addressing HIV challenges, things 

would change for the better.” Female FGD participant, Mpyupyu, (Malawi) 

 

Community by-laws existing in community 

Results in Malawi revealed the existence of by-laws in every study community. However, all 

the cited by-laws were addressing issues such as Gender Based Violence, school drop-out 

as well as maternal health. In all the discussions with all groups, the study did not find a single 

by-law addressing challenges around access and uptake of HIV services. However, the 

existing by laws are effective in promoting other health concerns in communities. In a Key 

Informant Interview, a participant remarked: 

 

“We have a bye-law that prohibits any woman from giving birth at home or at any 

traditional birth attendants and failure to do so, the village head would fine that woman 

a whooping MK3000” KII, HAS, Mwambo (Malawi) 

 

Despite the existence of some by-laws in these communities, most community members still 

do not fully understand the difference between bye-laws and mere community norms and 

practices.  
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Knowledge of process followed when formulating community by laws 

The study shows conflicting reports from traditional leaders and community groups regarding 

the process of formulating by-laws. A discussion with community members indicated that, the 

processes used to formulate the by-laws were not clear and they claimed that only people of 

authority are consulted. In one discussion participants reported that: 

 

“The T/A called for a meeting with all the Group village heads, and the group village 

heads informed their village heads, and the village head convened meetings in their 

villages to tell us about the bye-laws” Participant (Malawi) 

 

 “We believe that everything came from the high ranks because we were just told.” 

Participant (Malawi) 

 

“The chief just convened a meeting and announced the bye-laws” Participant (Malawi)  

 

The above statements were made by participants in Religious Leaders FGD, T/A Mbiza in 

Malawi 

 

While in contrast to what community members said, discussions with community leaders 

indicated that community members were involved in the formulation process of the bye-laws. 

In a discussion with traditional leaders, they said: 

 

“Everyone was informed about this issue and the word was spread in the community, 

NGOs like Save the Children, health personnel, Agriculture personnel and teachers 

were present on this day when the bye-laws were being formulated.” Participant 

Traditional leaders- T/A Mbiza (Malawi) 

 

Findings also revealed one striking issue regarding the formulation process of some bye-laws, 

the involvement of community members, specifically for processes which originate from non-

governmental organisations, in the formulation of existing bye-laws was very insignificant. The 

discussions with traditional leaders in Malawi indicated less powers and ownership of the bye-

laws which can be attributed to too much external interference. In one such discussion with 

traditional leaders, they said: 

“For some by-laws, group village headmen engaged village heads to come up with by-

laws, for instance GVH Mbalu summoned his village heads to sit and formulate by-

laws, as for other by-laws, YONECO, Save the Children, Red Cross and CCJP just 

came up with by-laws to deal with child abuse, as village heads we were simply told to 

implements them. The NGOs like YONECO, Save the Children and Red Cross said 

that they did research that compelled them to come up with such by-laws to address 

child protection and education issues.” Traditional leaders FGD participant, T/A 

Mwambo (Malawi) 

Knowledge of national laws on HIV and GBV that can inform by-laws 

The traditional leaders and the members of the community reported low knowledge levels 

about laws and policies related to HIV and GBV. The low knowledge levels were evident during 

discussions with community leaders and members of the communities. A traditional leader in 

Malawi said: 

“We know but not much.” Traditional leaders FGD participant, T/A M’biza (Malawi) 
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4. Discussion of Findings 
 

4.1. Knowledge of HIV Services  
To gauge the knowledge level of participants in this study respondents were asked to relate 

their knowledge on HIV services by explaining the following key acronyms: (HTC, PMTCT, 

ART and EID). It was established through their individual or group explanation that most 

population groups had low knowledge on HIV services. The low knowledge on these services 

would be attributed to the low access to some of these services as mostly they are access by 

females than males. This has revealed that community members have poor information 

access and sharing capabilities. Woman of child bearing age had more knowledge about the 

HIV services due to the current package of services that are accessed by pregnant mothers 

during ANC which include HIV testing, PMTCT and ART where applicable when they are 

pregnant which is not the case with men. Although there is a general call for men to 

accompany their spouses for antenatal and prenatal services, most men shun away from this 

call. This claim could be validated by looking at the number of young females who know all 

these services against the number of old females who know these services. Adult women had 

greater knowledge of HIV services than young women who had not yet undergone the process 

of pregnancy and giving birth. Male community leaders also conceded that they had low 

knowledge of such services but are committed to learn more. 

 

4.2. Features of HIV Hotspot 
The general observation across the countries under this study was that business centers, 

which are mainly characterised by many drinking places, dancing groups and commercial sex 

workers were considered hot spots within all communities. However, farm compounds and 

shebeens were also a common hotspot within most farming areas. Some of the hotspots, 

mainly those in cash cropping farming areas, experience seasonal differences owing to 

increased mobility during the crop selling season. The same was the case with Kachulu in 

Malawi which is on the shores of Lake Chirwa, where mostly fishing is the main business. 

Although most hot spot areas had similar characteristics, in Zambia additional characteristics 

were observed which included proximity to the boarders and being a tourist site and export 

trucks transit district. It was revealed that, apart from exposing populations to HIV, the hot 

spots were also fueling occurrence of other negative social outcomes such as teenage 

pregnancies. 

 

4.3. Determinants of Increased HIV Infection Risk in Communities  
Findings from the study revealed that commercial and transactional sex work; low condom 

use, high risk perception without action, religious norms and values, intergenerational 

relationships and multiple concurrent partnerships were the main factors fueling the spread of 

HIV in these communities. However, poverty and lack of intensive awareness campaigns on 

HIV services and other related issues are at the centre stage in driving the spread of HIV. 

Across the four countries, the study identified groups in relation to the hot spots that were 

viewed to be key populations at high risk of HIV transmission. Across all the countries, 

common populations at risk were; sex workers, young people, truck drivers, adult men and 

women (whether married or not), and families of migrant workers however other populations 

at risk were specific to some of the countries.  
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Some population groups were country specific, for instance in Malawi small scale business 

men and women, families of migrant workers and fishermen and fish mongers were at great 

risk of contracting HIV; in Swaziland adolescents and children 6-11 years; in Zimbabwe 

commuter minibus drivers and farmers and farm residents; and in Zambia fish traders and 

older women were regarded as population groups that were at high risk of catching HIV. 

 

Data disaggregated by hot spot areas shows high positivity rates in areas surrounding Lake 

Chirwa In Malawi; borders market centres and farming areas in Zambia. More data is needed 

to understand the livelihood dynamics of HIV and AIDS in these areas. More effort should be 

done to expand ART services in those areas.   

 

Data disaggregated by gender suggests a consistent high rate of positivity for females of the 

25 – 49 years’ age group. This result may be attributed to the PMTCT and ART programmes 

that are being conducted in every health facility on compulsory basis for all pregnant women. 

The results also suggested that more men are still shunning away from accessing HTS 

services as compared to females. There is need to make deliberate efforts that encourage 

men to start accessing HIV services in large numbers and it is only when services are balanced 

between men and women that the fight against HIV& AIDS will succeed. 

 

4.4. HIV Services Access and Uptake in Communities  
Analysis of data from the study revealed that the number one service provider in the hotspots 

were government health facilities. This may be attributed to high levels of poverty in these 

hotspots, which dissuades many people from accessing HIV services at privately owned 

health facilities. Despite the availability of health centres in almost all hotspots, some 

communities still lack such services due to vastness of the catchment areas for the health 

facilities and some just had periodic services mainly after at least 3 months which would not 

be adequate for the community members.  

 

In most of the discussions with community members, in all the countries, long distance to the 

nearest health facility was mentioned as a factor discouraging access and uptake of HIV 

services. Most people that got tested were mainly motivated by peers and other community 

members with an average of 43% and village health workers (47%) to get tested. This trend 

shows that the community and village health workers are important in championing the HIV 

response at community level. However, community leaders’ lack of information on HIV 

services prevented them making strides in this area, if trained they are in a better position to 

motivate communities to seek services. In terms of motivation, the only exception was noted 

in Swaziland where 50% of participants were reported to have been self-motivated. This was 

very encouraging and remarkable. 

 

In terms of coverage of services, the potential hotspot areas seem to have a larger average 

number of clients receiving services from a site. This is an indication that more efforts should 

be placed to expand the coverage of services of HTC, PMTCT and ART to boost access to 

HIV services 

 

4.5. Role of Community Leadership in Promoting Access to HIV 

Services  
Synthesis of results shows that community leaders given the opportunity to champion the 

project can positively motivate and influence members of their community to take positive 
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action towards increasing accessing and uptake on HIV services. Across the four countries 

under this study, most community members felt that community leaders are influential and 

have the potential in promote responses to HIV and AIDS. They also noted that chiefs are the 

most influential leadership group (with an average of 93%) and would be the flag carriers for 

the projects in these intervention districts and countries. Furthermore, community leaders 

themselves expressed confidence in their ability to influence community action. However, it 

was generally observed by community members that most chiefs though influential and critical, 

lacked knowledge on HIV services which would hamper them from playing major role in 

encouraging their subjects to access HIV services available and demand for those that are 

not available. The utilisation of the chief once trained and given the required and necessary 

information and materials would also make it easier to incorporate other traditional leaders to 

champion the Rock Leadership 90 project.  

 

These findings are consistent with other studies that have been done in the past that illustrated 

that leadership in all sectors addressing HIV/AIDS had come to be recognised as a critically 

important endeavor as the HIV pandemic moved into its fourth decade.3 Numerous examples 

tapped from the history of HIV/AIDS pointed both to what can be accomplished through strong 

leadership (the national responses of Australia, Brazil, Rwanda, Thailand and Uganda; the 

AIDS activist movements in the United States in the 1980s and 1990s and in South Africa at 

present).4 As such good leadership in very critical in addressing HIV challenges. 

 

The community leaders who were deemed as influential were: traditional leaders (chiefs), 

religious leaders and political leaders. However, young people felt that there was need to 

incorporate or bring in leaders from their age groups who can easily relate and communicate 

with them on sensitive health issues. The study finding also showed that community leadership 

need to be encouraged to work hand in hand with already existing structures or other 

organizations that are already working there including (Village Health Committees, Health 

Surveillance Assistances -HSA) within the community. A key challenge that however needs to 

be addressed in future programmes, is the imposition of by laws by external partners without 

involving communities. Communities felt that some community by-laws had been imposed 

them. 

  

4.6. Community by-laws on GBV and Uptake of HIV Services 
Though this study component was only done in Malawi, it was viewed as one of the key 

aspects in addressing the HIV challenges through empowered chiefs. Discussions with all 

participants in this study revealed that most community members had at least knowledge of 

some by-laws even though they were not involved the whole process of formulating them.  It 

was also revealed from the study that most community members were not being involved in 

the formulation of by-laws and even those stakeholders who were involved in the process of 

by-law formulation did not know or understand their roles since in the whole process as these 

were not clear.  

 

Although data from community members show that they had knowledge about some by-laws, 

none of the by-laws mentioned was addressing access and uptake of HIV services let alone 

                                                           
3C Campbell (2010) Leadership Development and HIV and AIDS 
4C Campbell ibid 
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GBV. It was also revealed that most members did not know or understand the difference 

between by-laws and mere community norms and practices.  

 

The contradictions between community members and traditional leaders on the process of 

formulating by-laws were not very surprising considering the nature of the other players like 

influential NGOs in the system. The study also revealed that there was strong influence and 

interference on matters of the community by some NGOs working these areas such as 

YONECO, Save the Children on the formulation of by-laws. This interference by NGOs 

rendered traditional leaders powerless as by-laws were simply being imported to their 

communities without any input from the community members themselves.  

 

Regarding the issue of monitoring and beneficiaries of fines imposed on those that contravene 

these by-laws, community members were quick to say that during monitoring they normally 

use the same community structures such as community policing, village health committees 

and the Malawi police service and traditional leaders were the major beneficiaries of the fines 

and little or no money at all was used for community welfare.  

 

All traditional leaders were aware of their shortcoming in as far as leading their communities 

to access HIV services is concerned. Community members also concurred with their leaders 

that they needed some training on how they could effectively encourage their subjects to 

increase access and uptake on HIV services. They highlighted areas such leadership skills 

linked to the fight against the spread of HIV and addressing issues of access to HIV services; 

knowledge and skills on how by-laws are formulated and above all methods and importance 

of rural participatory appraisal.  
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5. Conclusions and Recommendations 
 

5.1.  Conclusions  
This community mapping study revealed that community leaders have the capacity to mobilize 

their communities to access and uptake HIV services, and can influence change in 

perceptions, attitudes and behavior of both males and females towards uptake of HIV services. 

Evidence shows that most communities in the four countries had recorded low uptake on HIV 

services due to issues that include lack of knowledge and awareness and poor perceptions 

on HIV services, and inadequate community leadership that could influence action. The role 

of community leadership cannot be underestimated in closing this gap in access to HIV 

services, and this presents a viable entry point for the Rock 90 Leadership project to build their 

capacity towards mobilizing communities.  

 

 

5.3. Recommendations 
The following recommendations have been made based on the findings from the study: 

 

Access and Uptake of HTC, ART, PMTCT and EID Services 

 

(i) At local level, the researchers’ synthesis suggests the need for scaling up and 

sustaining the roll-out of different and locality-specific HIV testing models i.e. mobile 

HIV testing to respond to the peculiarities of each setting, like it is done with other 

mobile clinic services, targeting young women aged between 15-25 years and men. 

Improving quality of HIV service delivery, particularly ensuring confidentiality and 

patient friendliness - which many participants reported as a barrier - is also vital, 

conduct sensitisation meetings with existing service providers.  

 

Interventions such as home-based HIV testing that focus on social network 

relationships (i.e. targeting couples and other members of the households) rather than 

individual-focused interventions are also critical given inequitable power dynamics and 

the significance of social networks in decision-making processes about HIV testing. 

Such strategies could also help assuage fears of confidentiality as reported by many 

participants in the study as well as attenuate direct and indirect financial costs of 

seeking HIV testing.  

 

Given the reported persistence of stigma, continued sensitization campaigns are need. 

Also, provision of HIV testing interventions particularly in non-clinical settings need to 

be combined with screening for other less stigmatizing health conditions to avoid 

stigma associated with being seen accessing HIV testing. Most crucially too, through 

sensitization and awareness campaigns (Rural area friendly IEC materials will be best 

for these campaigns i.e. bicycle branding, mud house HIV grafting, village meeting 

points/ market drama T-Shirts and Caps), there is need to focus on addressing socially 

constructed individual risk assessments, especially in low HIV risk perception settings 

where HIV may be viewed as unreal and a far-off threat targeting young people. In 

settings where mistrust and conspiratorial beliefs about HIV and HIV testing exist, 

these need to be addressed through sensitization campaigns. 
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(ii) Although the wider availability of HIV testing and treatment services and roll-out of 

various HIV testing strategies has contributed towards increased uptake of HIV testing, 

lack of confidence in the health system and conspiratorial beliefs undermine testing 

uptake. Even though the enablers and barriers to uptake of HIV testing cut across 

many hotspots of these countries, interventions aimed at increasing uptake still need 

to be context specific, sustaining the enabling factors and concurrently addressing the 

barriers. Design male friendly service centres and incorporate activities that would 

combine education and entertainment of adult men and young people while they are 

accessing HIV services, because this is the group of community members that is 

lagging in terms of access to information and HIV services. 

 

Roles, capacity and level of influence of traditional leaders to mobilize men and women 

for uptake of HTC, PMTCT, ART and Paediatric HIV services:  

(i) Develop a participative method of selecting champions from amongst the community 

leaders for the Rock leadership ‘90’ that will have support from the community 

members. This will help to make sure that the selected leader to champion the initiative 

will command community members’ respect. 

 

(ii) Design activities that will enable joint efforts between community leadership and 

community based health structures (Village Health Committee), community based 

organizations (CBOs), HIV support groups, youth groups, men’s clubs, Health Care 

Committees, and non-governmental organizations (NGOs), to effectively roll out the 

Rock Leadership 90.  

 

(iii) Develop activities within the project that would strengthen the capacity of community 

leaders on knowledge, access and uptake of HIV services. Such activities should 

motivate and empower community leaders to take the leading role in encouraging 

community members to access and uptake HIV services, activities should target both 

religious and traditional leaders if they are to successfully champion the initiatives. 

These activities should also instill project ownership in community leaders. Ensure that 

project activities incorporate leaders of some specific at high risk groups such as truck 

drivers, fishermen, farmers and commuter minibus drivers. 

 

(iv) Design activities that build capacity of traditional leaders to formulate effective bye laws 

that promote access and uptake of HIV services and improve their ability to sensitize 

the community members about such by-laws; and enforce the them. 

 

(v) Develop activities that would be used to sensitize communities on what by-laws are 

and how they are formulated targeting both community members and those that will 

sensitize them. Such forums should take into considerations the participation of all 

stakeholders, all groups of people including marginalized or disadvantaged groups. 

Make sure the judiciary is not left out.  

 

(vi) Engage with stakeholders that provide HIV services to help strengthen their efficiency 

and effectiveness and all referral systems to ensure that HIV services are obtained 

and accessed in time and with minimal challenges. Here there is need to consider both 

private and public HIV services provider at all levels. 
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