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Introduction

Globally, an estimated 40 million people were living with HIV/AIDS at the end of 2001. Of these, 28.5 million were in Sub-Saharan Africa. And out of a total of 14 million children orphaned by AIDS, 12.6 million (or 9 out of every 10) live in the region. Already, over 1 million children in each of four countries—Uganda, Nigeria, Ethiopia, and Tanzania—have been orphaned by AIDS. In 12 other sub-Saharan countries at least 200,000 children have been orphaned by AIDS, from 230,000 in Burundi to 900,000 in Zimbabwe, according to UNAIDS (162).

HIV/AIDS has increasingly become a disease of the poor. It spreads fastest and farthest in conditions of poverty, powerlessness, and lack of information (53, 223). Worldwide, the AIDS epidemic is most severe in the poorest countries (171). Sub-Saharan Africa is the poorest region in the world. In more than 30 of the poorest economies in the world, most of them in the region – real per capita incomes have been declining since the early 1980s.  A World Bank analysis of 72 countries shows that both low per capita income and unequal distribution of income are associated with high rates of HIV infection. (7). To tackle the AIDS epidemic in Sub- Africa therefore, there will also be a need to deal with its stagnant economic growth.

The twin problems of HIV/AIDS and poverty pose the greatest development challenge for Sub-Saharan Africa and have been recognized as such by the heads of state of the region. In April 2001, African leaders, meeting in Abuja Nigeria declared HIV/AIDS, tuberculosis and other infectious diseases as their top priority for the first quarter of the 21st century when they adopted the Abuja Declaration. The leaders expressed concern over the rapid spread of HIV infection in their countries and the millions of deaths caused by AIDS. They also recognized the role played by poverty, poor nutrition and underdevelopment in increasing vulnerability. They expressed concern over the millions of children who have died or have been orphaned by AIDS and the impact of this on the social systems of their countries.

The leaders committed themselves to take “personal responsibility and provide leadership” for activities of their National AIDS Councils/Commissions and to lead “from the front, the battle against HIV/AIDS” (see Appendix 1 for Abuja Declaration). In a related development, but within the global context, African leaders made further commitments at the 2001 global summit on HIV/AIDS (UNGASS), in New York.

Two years after those commitments, it is time to take stock of what has changed on the ground and assess the seriousness with which African leaders are taking their commitments. While the report will look at whether governments have put in the policies required for a concerted onslaught on the epidemic, it will try to look to beyond the policies to how effectively they are being implemented on the ground as well as some of the challenges and problems faced in the implementation. For good policies on their own are only a beginning, what is needed is effective implementation. 

The following report highlights the actions governments in five selected Sub-Saharan African countries – Mozambique, Zimbabwe – have taken or are taking, to translate their commitments into concrete actions as well as assess the challenges they are up against in this task. 

For most of the countries in the region, progress has been slow largely because of resource constraints.  But there are definite signs of movement from lethargy to awareness and action, from secretiveness about the pandemic to more openness, from not factoring it into national budgets to making it the single biggest expenditure item; from focusing on AIDS simply as a health issue to a broader perspective that recognizes its multi-faceted nature and therefore the need for a multi-sectoral response that brings in diverse actors including NGOs, CBOs and the private sector.  

This report chronicles some of these achievements and challenges in meeting the Abuja Commitments, based on qualitative and quantitative indicators designed to measure progress in the various interventions that top the list of priorities in the Abuja Declaration and also in UNGASS. 
Zimbabwe – the Scale of the Epidemic

Zimbabwe has one of the highest HIV/AIDS prevalence rates in the world estimated at 24.6% in adults 15-49.
  The total number of people living with HIV/AIDS at the end of 2003 was estimated at 1 820 0000.
 The estimated number of AIDS deaths during 2003 was 171 000, while the number of children orphaned by AIDS is estimated at 761 000. 
 As shown in Table 1 below, the government estimates vary greatly from UNAIDS figures and this has mostly to do with the way the calculations were done.

Table 1

Estimated Number of people living with HIV/AIDS: a Comparison of Estimates for the year 2001


Current Zimbabwe 2001 Estimates
UNAIDS 2001 Estimates

Adult (15 – 49) prevalence
24.9
33.7%

Total (adults and children)
1 800 000
2 300 000

Adults (15 – 49)
1 520 000
2 000 000

Women (15 – 49) 
860 000
1 200 000

Children (0 – 14) 
160 000
240 000

Total AIDS deaths 
180 000
200 000

HIV/AIDS Orphans
661 000
780 000

Source: MoH (2003) Zimbabwe National HIV/AIDS Estimates 2003, pg. 16

 But the Ministry of Health cautions against celebrating the lower estimates and says: “While the current estimate is lower than previous estimates made by UNAIDS in its Report on the Global HIV/AIDS Epidemic 2002, it does not reflect an actual decline in prevalence”.  As with HIV/AIDS prevalence estimates, the latest Zimbabwe estimates of AIDS deaths and HIV/AIDS orphans were lower for 2001 compared with the UNAIDS figures
 but this is also no cause for celebration. As the report warns: “Additional years of data are needed to determine whether the trend in adult HIV/AIDS prevalence is levelling off. For although the number of new HIV infections in 2003 is estimated to be lower than the numbers in the early 1990s, the number of new HIV infections appear to be increasing, as are the number of AIDS-related deaths, or the number of HIV/AIDS orphans”. 
 

Political Support for Fight Against HIV/AIDS

After years of denial, in the late 1990s Zimbabwe finally acknowledged the seriousness of the epidemic now gives political support at the highest level to issues HIV/AIDS. The late Vice President Joshua Nkomo was the first high level political figure to admit that his son had died of HIV/AIDS. The President of Zimbabwe is the patron of the National AIDS Council (NAC), which co-ordinates and funds the national response. AIDS issues are also dealt with by the Parliamentary Portfolio on Health as well as in the  Cabinet Social Services Actions Committee, which facilitated the designation of focal persons on HIV/AIDS in government ministries to stimulate and co-ordinate sectoral action to combat the disease. At Provincial level, provincial governors and other political leaders are also represented on the NAC as well as traditional leaders. The President has used his speech at the opening of parliament to talk about the AIDS scourge.

Policy Environment

The government of Zimbabwe has put in place a well defined legal and policy framework to enable the creation of a pro-active environment for HIV/AIDS interventions. The policy framework for AIDS interventions is contained in the National AIDS Policy 2001, which also encompasses the Orphan Care Policy 2001, the Home Based Care Policy as well as the PMTCT Policy. However, because the PMTCT Policy was designed before the advent of nevirapine (to prevent mother to child transmission) it does not factor in issues of treatment or discourage breastfeeding (there is still compelling evidence that a child fed exclusively on breast milk for the first six months of their lives is not likely to get AIDS through vertical transmission). Apart from the Orphan Care Policy, other policies that protect children, including the infected and affected are:

· The Children’s Protection and Adoption Act;

· The Education Act

· The Guardianship of Minors Act SI 508;

· The Basic Education Assistance Module (BEAM), which provides school fees for orphaned children;

· The National Plan of Action for Children;

· The National HIV/AIDS Strategic Plan, section 6.2 and; 

· The Sexual Offences Act.

The HIV/AIDS Policy and the Strategic Framework Document are comprehensive and cover a broad range of issues including human rights, discrimination, care and support. But as will be demonstrated later, implementation problems have reduced the impact of the well intentioned policies.

Prevention

Prevention remains the single most important intervention for HIV/AIDS and it is the effectiveness of interventions here that is likely to make the difference. In Zimbabwe prevention is spearheaded by the NAC working directly with communities and in partnership with local authorities, private sector organisations, the public sector and NGOs.  The Ministry of Health, through the Health Information and Surveillance Unit is also involved as is the Zimbabwe National Family Planning Council (ZNFPC) [a parastatal] through its network of Community-Based Distributors and the Youth Friendly Reproductive Health Centres in some parts of the country.

ZNFPC and Population Services International (PSI) are in the lead in raising awareness in the general public using various media. Both have been running television and radio programmes on HIV/AIDS. But ZNFPC, NAC and the Ministry of Health have been forced to severely limit the use of the electronic media after the national broadcaster ZBC turned commercial and begun to charge commercial rates on the grounds that they could no longer afford to run the programmes. The government has also cancelled some programmes sponsored by PSI out of “political sensitivity”, depriving the millions of youth targeted of the important prevention messages.

Targeting the Youth and other Vulnerable Groups

It is generally accepted that for prevention messages to be effective, there is need to target the youth who are the most vulnerable and most at risk. In Zimbabwe Information, Education and Communications (IEC) programmes targeted at the youth have been spearheaded by PSI (which is donor funded), ZNFPC, the Ministry of Health and by local NGOs. Apart from messages targeted at youth through posters and other media, ZNFPC also runs the Adolescents Reproductive and Sexual Health (ARSH) programme. ARSH is also donor-funded and as yet is only run in 16 out of the total of 52 districts countrywide, with five centres in each of the districts. ZNFPC in collaboration with the Ministry of Health also offers Youth Friendly Services through peer educators at hospitals and clinics countrywide.

The government’s major contribution HIV/AIDS prevention programmes for youth has been in the life-skills programmes run by all primary and secondary schools. Life skills education was made a compulsory subject in 1999 although it is not examinable (except in Form VI where it is part of the general paper). Primary schools are expected to devote at least 30 minutes per week on it, while in secondary schools it should be taught for at least 40 minutes per week and one hour for Form V and VI. However, a major problem with the life skills programme has been the shortage of trained teachers. A 1997 study pointed out that only 30% of teachers were trained in life skills education. In 2002, the number was still low at 34 000 teachers out of a total of 104 000, representing just 32% teachers trained. This presents a major limitation to the effectiveness of the programme. 

Need for a Multisectoral Response

The NAC adopted a multisectoral approach to addressing the HIV/AIDS problem in Zimbabwe. It set up Provincial, District, Ward and Village AIDS Action Committees, which coordinate the response through local government structures. These are participatory structures involving the communities in identifying people infected and affected by HIV/AIDS, including orphans to enable them to access resources from NAC. Provincial governors and traditional leaders are involved in these structures. Within the government all ministries are included in the committees, including the Ministry of Health and Child Welfare, the Ministry of Education, Sports and Culture, the ministry of Higher and Tertiary Education, Ministry of Youth, Gender and Employment Creation, Ministry of Local Government and National Housing as well as the Ministry of Public Service, Labour and Social Welfare. The Private sector is involved through the Business Council on HIV/AIDS, while NGOs and Faith Based organisations are involved at all levels of the NAC.

 Incorporating HIV/AIDS into National Development Plans

Zimbabwe has incorporated HIV/AIDS into the following development documents:

· The Zimbabwe National Economic Revival Programme (NERP) Febr. 2003, p 27

· The Zimbabwe United Nations Common Country Assessment Revised Edition, Oct 2002 pp 25,32

· Zimbabwe UN Development Assistance Framework, 2000 – 2004, p 20

· The Consolidated Inter Agency Appeals Doc, Mid-term Review, 2003, UN PP 141,143,144

· The Millennium Development Goals Progress Report 2002
But the incorporation of HIV/AIDS into national development plans does not always translate into action. A Ministry of Health and Child Welfare review report on the implementation of the NERP cites fuel and vehicle shortages as major constraints in dissemination IEC materials for behaviour change. It also points to inadequate funding for the project. On PMCT, the report says there is inadequate funding to cover 50% of all District Hospitals and human resource constraints to cover all centres. On the prevention of STDs, the report cites shortage of drugs due to foreign currency problems and fuel shortages to conduct support and supervisory visits in all districts. On care and support through the provision of drugs for opportunistic infections, the report says drugs are inadequate at all levels. On condom promotion and prevention, the report says the acceptability of the female condom in communities still lags behind;  foreign currency to import the female condom is inadequate and there are transport problems to distribute condoms to rural health centres. Given the multiplicity of problems bedevilling the health sector as a result of the worsening economic crisis  in Zimbabwe, it will be difficult to meet HIV/AIDS targets set in NERP.   
Funding for HIV/AIDS Interventions

The Zimbabwe government has set up the National AIDS Trust Fund to finance its AIDS interventions. The Fund is financed through a 3% levy on income and corporate taxes. In addition, resources from the Ministry of Health also complement the AIDS Fund. However, these are far from adequate to cover needs. For instance, financing the implementation of the National Strategic Framework has been costed at US$895 million. But the AIDS levy, which is the biggest source of funding for interventions raises the equivalent of only US$20 million a year, which will work out to US$100 million for the plan period, or a mere 11.1% of the required total.  The Global Fund to fight HIV/AIDS and malaria has allocated US$10.5 million to fight AIDS and US$5m to fight malaria. But so far, only US$1.4 million has been received for the fight against malaria but none for HIV/AIDS. Given the strained relations between the government and donors, the government will find it difficult to raise the outstanding amount. 

Allocating 15% of National Budget to Health

According to the Ministry of Health, the Zimbabwe Government allocates 12.7% of its national budget to health. In the 2002 budget, this amounted to Z$22.45 billion. Out of this, 70-80% goes to care services (hospitals and clinics). In 1999, 29% of the health expenditure went to HIV/AIDS, but now, between 40 and 50% goes to treat HIV/AIDS.  Between 50-70% of public hospital patients suffer from AIDS-related illnesses, which means that “half of every dollar is directly or indirectly going to HIV/AIDS treatment”. But the ministry complains that allocations are far from adequate arguing that inflation in the health sector is three times the rate in the rest of the economy, which translates to a current inflation figure in the health sector of 1 700%. “This means that Zimbabwe does not have the capacity to sustain the health objectives at the levels originally set,” says Dr Mugurungi, head of the PMTCT in the Health Ministry. 

Access to Treatment

In 2003 the government allocated Z$2.5 billion to buy anti-retroviral drugs. It also received a donation of nevirapine, which is being administered at clinics across the country. Tariffs on drugs on the Essential Drug List have also been removed. But the Ministry of Health points out that without foreign currency it has proved difficult to secure drugs. Although the price of generic anti-retrovirals has fallen sharply, the government says it cannot afford the US$1.50 – US$1.90 per day for the course, when average per capita income is less than US$1. Widespread distribution of anti-retrovirals in public health institutions is therefore “not feasible” in Zimbabwe at the moment. However trials on AZT are currently being conducted at the country’s two largest hospitals Mpilo and Harare hospitals. The government has also allocated foreign currency to a local company to manufacture generic anti-retroviral drugs, which will further reduce costs.
Women and HIV/AIDS

Existence of Programme to Prevent MTCT
Zimbabwe’s PMTCT programme has expanded rapidly over the past two years. From a pilot carried out between 1999 and 2001, the  programme expanded in earnest in 2002 with the establishment of a PMTCT Unit in the Ministry of health. A national team responsible for coordinating the various PMTCT activities was put in place in 2002 and is now working with provincial focal point persons to coordinate provincial PMTCT activities. By December 2002, 54% of District/Central hospitals had registered PMTCT sites. According to Dr Mahomva 70% of HIV positive pregnant women have received a complete course of ARV prophylaxis to reduce the risk of MTCT. 
Empowering Women 

The government has put in place a National Gender Policy as a strategy to empower women. One of the policy’s objectives is to develop gender-sensitive multisectoral programmes for the empowerment of women and girls and to enable men to assume their responsibilities in HIV/AIDS prevention. The policy also aims to introduce measures to counter the exposure of women, men including youth, to HIV/AIDS through traditional and religious beliefs and practices. The government has also introduced widows and Inheritance Laws, including the Administration of Estates Act, that protect the property rights of women and children in the event of the death the spouse or divorce. The Domestic Violence Bill 2002 is before parliament awaiting approval. 

Women’s vulnerability to HIV/AIDS is often exacerbated by their economic dependency on men. To reduce this, the Ministry of Youth and Gender has set up an economic empowerment programme to uplift the status of women. The Ministry has also set up an Employment Creation Fund, which has set aside a quota for women to start their own projects. The money is used to buy equipment and as seed money. The ministry also lobbies for financial resources for women. There is also a gender specific desk for women in the NAC out of the realisation that most of the burden resulting from the disease falls on women.                                
Involvement of People living with HIV/AIDS

Within the NAC structures there are representatives of people living with AIDS. The Zimbabwe National Network for People Living with AIDS (ZNNP+) as representatives in NAC and they contribute to the multisectoral response. 

Commitment to Orphan Care

Zimbabwe has a total of 761 000 children who were orphaned by HIV/AIDS. In 1999 the government approved the Orphan Care Policy, which emphasises that children should be looked after within their own or the extended family. The government has decentralised orphan care to the community so that communities are responsible for orphans and other children in difficult circumstances. In 2003, the government allocated Z$300 million for orphan care an increase of 300% in nominal terms over the 2002 allocation of Z$100 million. In addition to orphans, there are an estimated 240 000 children living with HIV/AIDS, 15 000 children living with disabilities and 12 000 children living off the streets. Households keeping orphans get an allowance of Z$750 per child a month and the government also pays their fees. The government works closely with the Red Cross to provide food to orphans by identifying orphans in need and recommending them to the Red Cross to receive food. Medical bills for orphaned children are met through the Assisted Medical Treatment Orders. The programme was allocated Z$300 million in the 2003 budget. 

School fees for orphans are paid through the Better Education Assistance Module (BEAM) launched in 2001 as a social protection for vulnerable children. BEAM pays tuition fees, levies and examination fees for vulnerable children. BEAM is administered by the Ministry of Education and implemented through local authorities. In 2001, from a budget of Z$300 million, 593 298 children were assisted with school fees. In 2002, 865 761 children were assisted from a budget of Z$580 million. In 2003, BEAM’s budget was increased to Z$1.1 billion (of this, Z$700 million was from Treasury while the balance was from NAC) however, because of the high inflation rate, this amount assisted only 683 856 children, a 21% drop. 

Reducing Stigma and Discrimination

The Harmonised Labour Relations Act Chapter 28:01 states that no one should be discriminated against on the basis of their HIV a status. Statutory Instrument 202 of the 1998 Labour Relations (HIV/AIDS)  regulations prohibits discrimination of people living with HIV/AIDS. 

Government’s Internal Response

Within the government itself, prevention activities in the various ministries appear ad hoc and disorganised. Although each ministry has appointed a focal point person in charge of HIV/AIDS issues, including co-ordinating awareness and prevention programmes, their duties and responsibilities are not clearly defined and the person is expected to carry out these function over and above their normal duties. The result is that not much really gets done. To be effective, HIV/AIDS Focal Point persons should be responsible for all or some of the following functions: awareness initiatives, education programmes, condom distribution programmes, risk reduction initiatives, and STD management and control. 

There are now proposals to turn the focal point person into a full time job so that they can devote more time to their activities. Government ministries employ a large number of people  – in the case of the ministry of education for instance, over 100 000 employees. So to appoint a focal point person to run the entire ministry intervention programme on a part time basis, either means that the ministries are not clear about the expected deliverables from the officers (such as behaviour change, greater access to condoms and treatment and support for those already infected etc.) or they are not yet prepared take the burden of HIV/AIDS within the job environment. 

In the Ministry of Higher and Tertiary Education for instance, some members of staff have been trained in counselling, but they do not make follow ups on those who are affected. The PSC has give the green light to trained personnel to counsel and support infected and affected workers but this has not been accompanied by additional resources or support. HIV/AIDS has also not been mainstreamed into the activities of each ministries and there appears to be no concrete moves towards this.                                       

Despite their need for resources, most ministries have not made bids for money from the national budget for internal AIDS programmes. All they have is the Z$10m allocated by NAC to each ministry for AIDS interventions, mostly prevention. Although government departments have peer educators to raise HIV/AIDS awareness, they are not allocated time during working hours to talk about HIV/AIDS, instead they are expected to do this during lunch hour. Given that they are not paid extra for this, it is difficult to see what would motivate them to use their free time to educate others about the disease.

Internal HIV/AIDS Policies

No government ministry in Zimbabwe has an internal HIV/AIDS policy at the although the majority admit the necessity of having policies. It is however proposed that at induction, new recruits will go through an AIDS awareness programme. The Public Service Commission however intends to come up with a public service HIV/AIDS policy for the whole civil service in conjunction with UNAIDS and UNDP which should be in place by December 2003. But even in the absence of a policy, each ministry is expected o come up with a work plan on how to tackle AIDS inhouse.

Socio-Economic Environment for the Response 

Over the past three years, Zimbabwe has been experiencing its worst political and economic crisis since independence triggered by its controversial land reform programme and issues of governance and democracy. The result has been an almost total collapse of the agriculture sector, on which industry is also heavily reliant. That and poor economic management have resulted in the current economic meltdown, with GDP per capita shrinking by a cumulative 30% over the past three years. 

Table 1 
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As a direct consequence of the political and economic crisis, the country’s major economic sectors – agriculture, manufacturing and mining – have been in a steep decline since 1999, registering negative growth rates of -12%, -7% and -8% in 2000, 2001 and 2002 respectively (Table 2). The collapse of the commercial agricultural sector alone resulted in the loss of at least 360 000 jobs, while thousands more jobs have been lost in manufacturing and mining as companies downsized in the face of severe foreign currency shortages and other skewed economic policies.

Table 2
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As the economy has shrunk so too have job opportunities. Formal sector employment in Zimbabwe has shrunk from a positive growth of 5.5% in 1997 to –2.25%, -6% and –6% in 1999, 2000 and 2002 respectively. Currently unemployment stands at a staggering 70% of the population (Table 3). The failure of the economy to create jobs has strong implications for HIV/AIDS interventions in the country as the resource base in both the private and public sectors has shrunk.

Table 2
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Closely linked to the high unemployment rates are the worsening poverty levels in Zimbabwe. The 1995 Poverty Assessment Study Survey (PASS) estimated that 62 percent of the population was poor, but more recent assessments put poverty levels at over 80% of the population. The high poverty levels, in the absence of government social safety nets, puts tremendous pressure on households taking care of the infected and affected, including orphaned children and severely limits their capacity and that of communities to cope. The shrinking government revenue base in the face of growing demands for social welfare provisions to cater for people affected by HIV/AIDS has meant that the government could only provide for a fraction of the affected and infected leaving the rest dependent on under-funded community social safety nets and a few NGOs. 

On the government’s part, the shortage of resources has increasingly meant spending what it does not have (deficit financing), resulting in a widening gap between revenues and expenditure, (Table 4). In 2002, for instance, government revenue was only Z$250 billion while its expenditure was close to Z$400 billion. The gap has been further widened by the almost total pull out of donors from the country, citing poor governance and increasing lawlessness in the country as well as the government’s failure to meet its debt obligations. Arrears to the World Bank alone are in excess of US$260 million, which has resulted in the Bank cutting off aid to Zimbabwe. 

Table 4
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Many donors have cut off assistance to Zimbabwe. Donor assistance to the Ministry of Health, for instance, fell from US$71.27 million in 1997 to only US$6.68 million in 2002. This has had a debilitating impact on Ministry’s HIV/AIDS interventions. The cuts in donor funding have not been matched by a significant increase in assistance to NGOs. The result is that Zimbabwe’s social welfare programmes are severely under-funded.
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In the absence of donor assistance, the government has resorted to borrowing on the local financial market. This has fuelled inflation, which now stands at over 470% (Table 5). In a hyper-inflationary environment, social welfare programmes for those affected and infected by AIDS tend to suffer as prices escalate way beyond the budgeted amounts. Because salaries lag way behind the inflation rates, the general population has become impoverished resulting in less resources being available in communities for HIV/AIDS interventions.

Table 5
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The snapshot view of Zimbabwe’s current political and economic environment clearly illustrates factors contributing to increased vulnerability of the population to HIV/AIDS and at the same time stymieing interventions by both the government and by non-state actors. In a situation where individual and household incomes have been compromised by poverty, the capacity to cope with the extra burden of HIV/AIDS has been severely curtailed. 

Conclusion

Zimbabwe has put in place all the right policies for an effective HIV/AIDS intervention strategy. However, the policies have not always translated into action. While part of the reason is the current economic meltdown the country is experiencing, the problem is also related to prioritisation and focus. For instance, the government says it does not have money to buy anti-retrovirals but it could afford to spend millions of dollars on its military adventure in the DRC. 

Zimbabwe needs US$895 million to finance its National HIV/AIDS Strategic Plan but will only be able to raise US$100 million internally over the five-year plan period or 11.1% of the required amount. There is need to raise money from somewhere to meet the huge financing gap if the strategy is to be implemented. The present stand-off between the government and donors is not working in the country’s favour and will only worsen the epidemic in the absence of resources to tackle it head on. There is therefore need for the government to consider the welfare of the people more seriously and mend fences with the international community.

Country
Government commitment 
Indicators
Yes 
No
Comments

Zimbabwe 
Conducive Policy Environment 
Existence of national HIV/AIDS policy 


Yes 

National HIV/AIDS Policy 



Existence of HIV/AIDS Strategic plan
Yes 

National HIV/AIDS Strategic Plan


A comprehensive multisectoral approach
Existence and implementation of ministry-specific HIV/AIDS policies 

No 




Existence of multi-sectoral HIV/AIDS             Strategy
Yes 





Existence of HIV/AIDS focal-point persons in line ministries
Yes 




Sustainable source of resources to fund HIV/AIDS  programmes
% of national budget devoted to HIV/AIDS programmes




* *



Additional and specific resources mobilised for HIV/AIDS
Yes 

AIDS Levy



% national health (HIV/AIDS) budget spent at local level
Yes 

** 



Per capita spending on HIV/AIDS positive person


** 



% national budget spent on health





Reduction of stigma and discrimination


Existence of national laws or policies that protect people with HIV/AIDS from discrimination in the workplace
Yes 

SI 202 



Existence of laws to guarantee that counselling and testing is voluntary and the right to non-disclosure to third parties
Yes 

· National HIV/AIDS Policy, 

· SI 202 


Access to treatment
Removal of tariffs on HIV/AIDS drugs
Yes 





Availability of HIV/AIDS drugs at government health facilities
Yes 

· Nevirapine at 30 clinics

· ARVs on pilot test at 2 hospitals



Existence of youth-friendly centers offering RH services
Yes 

16 in 6 districts out of 52 districts


Women & HIV/AIDS
Existence of programme to prevent mother to child transmission
Yes 





Existence of legislation to protect women against gender and domestic violence

No 
Domestic Violence bill not yet approved



Existence of other legislation to protect women
Yes 

Wills and inheritance law


HIV/AIDS Policy Development
Existence of orphan care policy 
Yes 

Zimbabwe Orphan Care Policy



Existence of policy on access to treatment and of treatment  plan

No 




Integration of HIV/AIDS into general development plans
Yes 

NERP 


Development of human capacity at all levels for an effective response
Existence of a national plan to review national capacity building needs for various HIV/AIDS interventions. 

No 



M&E for an effective response  
Existence of M&E unit functioning within the national response
Yes 




Women and HIV/AIDS 
% distribution of women who sought treatment or advice and source of treatment or advice on STI






% distribution of women by number of AIDS prevention methods known 






% distribution of women who had a sexually transmitted infection or STI symptoms in the last 12 months




� Ministry of Health and Child Welfare (2003) Zimbabwe National HIV and AIDS Estimates 2003, Health and Information and Surveillance Unit, Department of Disease Prevention and Contol of AIDS & TB Programme, pg. 9


� Ibid, pg.9 


� Ibid. pg. 10


� the current Zimbabwe estimates are lower than the estimates previously made by UNAIDS. Reasons for the difference include the following


Updated and adjusted ANC data were entered into EPP – data used for the previous estimates contained duplicate sites and implausible results for some sites during certain years. The current estimates contain new and more accurate ANC data and implausible points were excluded


Stratification of areas as urban, rural or “other” for EPP curve fits – previous estimates classified “other” areas (large scale commercial farms, administrative centres, growth points, other urban areas (mines) state land, special [.g. army camps] as rural, resulting in inflated rural prevalence. The current estimates more accurately reflect the prevalence in rural and “other” areas


Use of updated UN population estimates in Spectrum – the updated UN population figures used for the current estimates reflect the declines in population in Zimbabwe since the estimates were made and contribute to decreased prevalence, number of AIDS deaths and HIV/AIDS orphans compared to previous estimates


� Ibid. pg. 19


� NAC (2003) National Composite Index Questionnaire, Annex 2
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