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INFORMATION SHEET 1 
ROLE OF FACILITATOR

· Devils Advocate (Throwing in the hot potato)

Facilitator states a point of view contrary to what is being expressed.

· Commander/King

Facilitator speaks as if there is no other view and you are right.

· Policeman

Watching and correcting in an authoritative way. 

· Messenger

Facilitator represents information as if people who hold that point of view sent them:

“On behalf of women I would like to express that they feel …………”

· Second in Command

You act as if you have received instructions from above and you are carrying them out.

· “Know it all”

You answer everything readily, whether you know the answer or not, speak with authority at all times.

· “Know nothing” – Village Idiot

“I don’t know”

· Joker/Clown

Highlight points of view by pointing out the flaws.

· Expert/Resource Person

Healthy “know it all”. Have answers but acknowledge when you don’t and commit to finding them

· “Helpless” – the Child

“There’s nothing I can do”

· Victim

Take the role of the aggrieved in the view expressed.

· Advisor

Always answers with solutions.

· Saviour (Fix Solve: Save)

Constantly come to the rescue

· Teacher

You are the full vessel filling the empty vessels with knowledge you have.

· Parent

Speak to participants as if they are children.

· Priest

Moral, ethical view of the world and authoritative.

· Chairperson

Allow everyone to raise his or her opinion.

· Mediator

Allow each party to hear the other and rephrase to make this easy

· Facilitator
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EXPECTATIONS AND GROUP NORMS

Ground rules

You may have some difficulty in managing workshops with a lot of participants. People may get too noisy. Different personalities may dominate and disrupt your workshop. Participants may drift in late and upset your workshop plan. For these reasons, it is important that participants are aware that the workshop functions as a group of people, and any disruptive action in some of the group has a negative effect on the whole group.

It is also important that you remain the facilitator. You planned the event and, therefore, should have a guiding hand in how things are run. This ensures that the workshop functions smoothly. In other words, you need to maintain control of the group in a sensitive rather than an authoritarian way. There should be mutual respect between you and participants. They should trust you in your position as the trainer, and you should respect their rights and responsibilities as participants.

One way of ensuring that things run smoothly is to establish a set of ground rules for the workshop. You and the participants need to be very clear on what’s acceptable in the workshop and what is unacceptable. Let's try this now. At the same time, we can find out about peoples' expectations and fears of this workshop,

Ground rules, expectations and fears 

( 
Outcomes

This activity helps facilitators and participants to:

☺Set workshop rules/norms ☺Explore their fears ☺ Explore their expectations

·    Materials

☻Flipchart ☻Markers

(
Time

1 hour

Method

1. Alert participants to the fact that they need to introduce various people later. Therefore, they need to listen carefully and to remember information.

2. Ask participants to move about the room. They should choose three people to question whose names they should then remember.

3. Participants should walk up to one person and ask her/him about her/his fears of the course.

4. Walk to a second person and ask her/him about her/his fears of the course.

5. Finally, approach a third person and ask her/him what ground rules s/he would like to implement in the group.

Points 1-5 of the activity should take about 15 minutes.

6. Once every participant has interviewed three people in this way, ask all participants to turn to the front of the room.

7. Stick three sheets of paper on the wall. Write one of the following headings on each sheet: expectations, fears, ground rules.

8. Now ask volunteers for points to write on the flipchart. As they talk, note down the main points on the relevant list on the wall. If different people have similar comments, there is no need to repeat the comments on the flipcharts.

9. Lead participants through the list of ground rules. Ask participants if anyone disagrees with any of the ground rules. They should give reasons for their disapproval. If the group agrees that some of the ground rules are unfair or unrealistic, place a line through them.

Points 6-9 of the activity should take about 15 minutes.

10. Once all participants have agreed on all the ground rules, get everyone to stand. Read the ground rules out aloud, to the group. Ask participants to think of what the rules mean for the group as a whole. Ask them what an appropriate action would be if someone broke a rule.  Keep this feedback light-hearted, but ensure that participants take it seriously.

11. Ensure that these lists of ground rules, expectations and fears are visible throughout the workshop.

Points 10 and 11 of the activity should take about 10 minutes.

12. If participants repeatedly break the rules, you may need to revise them with the whole group. Perhaps some rules should be deleted from the list, and some new rules added.

NB: Involve the participants in developing a method of ensuring that the Group Rules are adhered to.
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ACTIVE FACILITATION

You think a lot faster than you speak... So, while you are listening to the speaker, you are probably thinking about the room, what the speaker is wearing, what you will have for dinner tonight, problems at work, or hoping you won’t miss the last taxi home. In other words, your attention often wanders while you listen to someone. So, you probably hear only about half of the other person’s message. You can tell you are not listening if you catch yourself tapping your feet, doodling with a pencil on paper, interrupting someone or looking out of the window.

Not listening to someone is very damaging to her/his self-esteem. Think how you feel when you talk and someone doesn’t listen. You need to be especially aware of this with your participants.

Think of the kind of interaction you like.  It is probably with someone who gives you her/his full attention. The person makes you feel important. That is why counselors are effective, active listeners.

Here are some hints on how to show a person that s/he has your full attention, and that her/his concerns and needs are the most important thing to you at the time:

WHAT TO DO…




BECAUSE…

· Summarise what you have heard.     For example, you could say, ‘So what you are saying is…’

· Make a conscious decision to listen intelligently.  Be sensitive to inner thoughts and feelings.

· See things from the participant’s point of view.

· Sit at a right angle to the speaker.

· Open your arms.

· Lean forward slightly.

· Look into the speaker’s eyes.

· Relax.

· Respond by nodding or using a positive hand gesture.

· Reflect on the conversation.  Say things like, ‘I see’, ‘I understand’ or ‘Is that so?’

· Ask for clarification by saying, ‘I am confused.  Could you go over that point again?’

· Ask, ‘What is the best solution to this problem?’

· Listen carefully, even if the speaker is not making much sense.

· Show that you grasp the speaker’s point of view, even if you really disagree.

· Accept the speaker’s thanks for listening.

· If you disagree, soften if by using an I statement.

· The participant will be more committed to the solution that s/he arrives at.  Your role is to guide the speaker to reach her/his own decision.

BECAUSE…

· This shows you know the main points and have been listening actively.

· People often try to hide their feelings with words.

· This says you’re on her/his side.

· This makes the speaker more comfortable.

· You are saying, ‘I am receptive to your words and ideas’.        

· You are saying, ‘I’m interested’.

· This ensures maximum contact between the two of you.

· The speaker will also relax. This says, ‘Carry on.  I’m following’.

· This says, ‘Carry on.  I’m following.’  Reflecting is especially important in telephone conversations.

· You are saying, ‘I want to listen to whatever you are saying’.

· You are saying that the speaker has a right to her/his views.

· You are saying that it makes you feel good to be helping.

WHAT NOT TO DO…




· Don’t talk.

· Don’t pass judgement, argue, interrupt or criticize.

· Don’t sit facing the speaker head on.

· Don’t say, ‘I understand’, before the speaker has finished talking.

· Don’t offer a solution before the speaker has finished.

· Don’t cross your arms over your chest.

· Don’t ask for clarification by saying, ‘you are confusing me.  Start again’.

· Don’t finish the speaker’s sentences.

· Don’t let your body language say you’re bored.

· Don’t tell the speaker about your experience.

· Don’t speak to someone else in the room.

· Don’t refuse the speaker’s thanks for listening.

BECAUSE…

· You can’t talk and listen at the same time.

· This shows disrespect for the speaker.

· This may make you seem aggressive.

· You are saying, ‘I’ve already made up my mind’.

· You are accusing the speaker of something, and s/he may get defensive and block further communication.

· The comment is out of place and says to the speaker, ‘I am not really listening to you.’

· You are saying, ‘I want this conversation to end.’

· You’re saying, ‘stop talking’.

· It says to the speaker, ‘I’m bored’.

· You are making her/his experience seem unimportant.

· It’s rude.

· You are saying that you haven’t really been listening.

EXAMPLES OF SKILLS

Experience


remember


investigate

Observe


compare


classify

Describe


record



explain

Reflect 



make 



predict

Sequence/arrange

infer/deduce


question

Conclude


generalise


plan

Find patterns


solve problems


apply
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COMMUNICATION, QUALITIES AND SKILLS

Communication skills

Communication is one of the most important tools in the workshops. It allows you and participants to understand each other clearly and can help to resolve conflict.

Each person communicates differently and uses different communication skills. Like all skills, communication skills can be learned and developed. Practice communicating and you will learn to communicate better.

Play broken telephone (one person whisper a message in the next persons ear and they pass it around until the source. The last person has to say the message out loud, then compare it to the original message) to illustrate the importance of communication.

What is communication?

[image: image1.wmf]Effective communication is a sharing of understanding of what is said or written, what is meant and the feelings that are present.

" That human effort to create a common understanding for the purpose of achieving an intended objective using established and accepted symbols, codes, meanings, signs and other modes of life."

Some Problems of Communication
As simple as communication may seem, it is extremely difficult if not impossible to express certain ideas.

Words have different meanings.

Words mean different things to different people.

The word is not the thing- it is merely a symbol to represent the thing

It is never easy to communicate to another person exactly what we think or feel.

To communicate effectively to a person/people:

· Know and understand them.

· Know something about their background and experience.

· Know something about their interest, needs and attitude.

ESSENTIALS OF EFFECTIVE COMMUNICATION

The first step in becoming a more efficient and effective communicator is to be more aware of what you are trying to achieve and of the abilities, outlook and interest of other people with whom you communicate.

The following guidelines and approaches are intended to help you to be a more effective communicator.

AS A SENDER

· Clarify your idea or purpose before you communicate.

· Structure your ideas logically

· Slant your communication to the individual.

· Select the most appropriate medium.

· Consider the needs, interest, education, experience, and the cultural background of the receiver.

· Guard against misinterpretation.

· Follow up and test your sending.

· Check that you are receiving the desired feedback.

AS A RECEIVER

· Learn to listen and pay attention.

· Check that the Sender's chosen communication medium is meeting your needs

· Look for the 'what' and the 'why' of the communication

· Look for feelings and attitudes as well as meanings

· Ensure that you comprehend the message fully.

· Look for principles of agreement.

· Take care to interpret the message correctly.

· Provide the sender with sufficient feedback.

Barriers to Effective Communication.

· Differences in perception.

· Lack of interest.

· Lack of or inadequate fundamental knowledge.

· Emotions.

· Appearance.

· Prejudice/bias/stereo-typing.

· Poor organization.

· Number of links in communication chain.

· Body language.

· Status/ego 

· Culture.

· Language.

BODY LANGUAGE

What is body language?

There are different forms of communication. Body language is one of them. Think about sitting at a taxi rank and watching people talk, even though you cannot hear them, can you work out what is going on?  Often you can. This is an example of body language.

When you talk to people, your body language carries most of the message, often more than your words. Bear in mind that body language is one of the ways in which your body talks.  It is therefore important to send positive body language to participants in the workshops.

To communicate effectively with participants, it is also important to be able to interpret their body language.  This part of the manual explains different kinds of body language. Work through each body statement and imagine how it would look on your body. Think about the message the body statement projects.

In general, women are better than men at interpreting body language. For example, mothers are very good at communicating with their babies before the babies have learned to talk. This is one of the reasons for the term ‘women’s intuition’.

Body language is a form of language. We have to understand it in context. In the same way that a word can be misunderstood if heard out of context, so too can a body statement be misunderstood if seen out of context.  For example, a person who crosses her/his arms may be cold and not necessarily closed or defensive.  Remember to look for a pattern of signals that explains someone’s behavior, not isolated incidents.

There are body language signals that are common to all cultures. What do you think are the origins of the signals for ‘yes’ and ‘no’?

Body language is taught and develops as a person grows.

Different cultures have different body languages.

Eyes

A sure way to achieve positive communication is to focus on individual people. Your eyes are an important positive body signal, especially when coupled with a friendly and open expression. Think positively about each person that you speak to. This builds intimacy and honesty.

Hands

If a participant is feeling sensitive about something, s/he tends to close up. Holding out both palms shows you are being open and honest and encourages her/him to be open and honest in return.

Participants who clench their hands may be showing frustration. Heads resting heavily on hands say ‘I’m bored”. Fingers tapping and kicking the chair leg may be showing impatience. Get these people talking or they may switch off completely. Hand them something. This makes them change their posture. You could hand them a sheet of paper and a pen, or you could hand them a question to think about and discuss with you.

Some participants need space to breathe and to think. They may indicate this by slowly rubbing their nose or scratching their cheek. Give them some time. Ask if you could clarify a point for them, or if they have a question they would like to ask.

“I can see you have a question.  How can I help?”

“What do you think?”
Sometimes you may feel that you are getting negative responses from participants. When this happens, you need to find out what they are thinking. Ask probing questions and encourage them with your positive body language. Try to get participants to lean forward towards you. Encourage them to be open. Get them to unlock their ankles.
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EXTRA TIPS

What is a workshop?

The term 'workshop' describes a process where people do something to learn something. Notice that, in order to learn, you have to do. That is why workshops are active events. People talk, discuss, act out, draw and plan. If your body is active, your mind is active. Workshops are meant to be enjoyable events because people learn a lot better when they are enjoying themselves.

In the workshops you will run with your participants, there are various participative activities to do with your group. There are three or four main activities associated with each workshop.

MAIN WORKSHOP TOPICS

· Group discussions

· Practical activities linked to discussion

· Guidance by you, the trainer, through the different stages of doing and learning

Things to do before the workshop

STEP1
Know what the workshop plans to achieve

Outcomes

There are different reasons for doing workshops. The reason for this workshop is for you to sensitise participants to the complexities of the issue of sexual abuse and exploitation in an HIV-positive world and allow them to brainstorm solutions.

Before you and workshop participants come together, you need to be clear about the reasons for having the workshop. Workshops are more than just training courses in subject knowledge and teaching methods. They also aim to develop a positive attitude, a capacity for thinking about the learning experience and using this in everyday life.

What do you and participants want to achieve? Your achievements are called outcomes. For example, this series of workshops will assist you, the trainer, to achieve the following broad outcomes:

TRAINER WORKSHOPS OUTCOMES

· Develop training skills and confidence

· Enrich your subject knowledge

· Practice skills, attitudes and values that help you learn throughout your life

· Use appropriate learning strategies that help your participants learn best

· Develop co-operation, participation and communication

Read through the plans for the different workshops. There are various outcomes associated with each of the workshops that you will run with participants. These outcomes are listed at the start of each chapter. First read through the outcomes, and then keep them in mind while you read through the sessions.

While reading through the sessions, you will probably discover some other outcomes that have not been listed. Use a highlighting pen to make them stand out. Remember that outcomes are the skills, attitudes and values that participants gain during the session, and are left with at the end of the session. Outcomes could be many things, as shown by this list.

Skills

These workshops plan to assist participants in developing many skills. These skills enable participants to develop techniques for experiencing, reflecting, generalising and applying. They allow them to get the most they can from the workshops, and to use what they learn in the workshops in their daily lives.

As you read through the list of skills below, think of the kinds of activities that would help participants to develop these skills

EXAMPLES OF SKILLS

Experience


remember


investigate

Observe


compare


classify

Describe


record



explain

Reflect 



make 



predict

Sequence/arrange

infer/deduce


question

Conclude


generalise


plan

Find patterns


solve problems


apply

STEP2
Plan the practical considerations

Remember 
As the workshop facilitator, you will have to ensure that everything runs smoothly.

The workshop is centered around a set of activities. There are activities that lead up to the workshop and activities that lead from the workshop. The workshop is part of a whole sequence of events. Below are the steps that you need to take before you meet your participants in a workshop.

Venue

Book the venue well in advance. Preferably use the same venue for all the workshops during the year. A good venue should be centrally situated for convenience, and to reduce traveling time and cost. It should be reasonably priced and big enough to accommodate the number of participants your are expecting.

Establish what facilities are available at the venue. Find out if the venue has electricity, toilets, a chalkboard, and overhead projector, a video monitor, chairs, tables, and so forth. Do you need keys?  Where will you make tea?  Are there cups and a kettle?

Food

Food is essential to keep participants’ minds and bodies active. Here is a meal timetable 

to give you an idea of when to take a break. Try to keep food costs to a minimum.

MEAL TIMETABLE 

9.00 a.m.


Start

11.00 - 11.15 a.m.

Morning tea

1.00 - 2.00 p.m.


Lunch

100 - 3.30 p.m.


Afternoon tea

5.00 p.m.


End

You may want to serve biscuits with morning and afternoon tea. It is also a good idea to have cool liquid refreshment available at the tea breaks and after lunch.

Budget

A centrally situated venue will cut down on transport costs. Find out and decide in advance how much you will spend on food and materials. Note the amount you have to cover workshop costs:

Workshop days

Know which days you will be running workshops. Ensure that the venue manager knows what time you will arrive and what time you will leave. Find out about the taxi schedules. Make sure that your participants can get there on time, and that they will be able to get home safely afterwards.

Punctuality and attendance

These can be two of the most frustrating setbacks faced by trainers. Thus, it is important to stress the time commitment to participants, before the workshop.  

You have been provided with an attendance register in your starter kit. Ensure that you fill in the names and personal details of your participants at the beginning of the workshop.  

Who are your participants?

It is important to know as much as possible about your potential participants before you meet. This helps you to prepare for the workshops, keeping your participants in mind. In other words, an awareness of your participants helps you to make the workshops more appropriate in order to meet their specific requirements.

Find out if participants have attended a similar course

If they have, they will have already gained some of the skills that these workshops hope to develop, and should give you a base from which to work. Participants in previous workshops may have skills that you could use effectively to help you facilitate the workshop. Some may be good organisers and could assist you with the administration tasks. Others may be good discussion leaders and could adopt the role of small group discussion facilitator.

Find out what languages participants speak

You may be able to use the translation skills of participants to overcome language differences among them. You need to plan this aspect in advance.

STEP3

Plan the workshop 

Read through the entire workshop again. Carefully go through each activity and all the notes. If you wish, write notes in a book or just highlight the important areas. As you read through each activity, try to picture the workshop scene in your mind. This helps you to develop a feel for how to manage the workshop best.

Here is a checklist of things you should know about each session.

1. How will you manage the session?

Each activity in this guide indicates whether it is suitable for individuals, pairs, small groups or the whole group. This will give you an idea of how best to arrange the room. For individual activities, participants can sit anywhere (even perched on a windowsill).

For pair or group work, participants should sit facing each other. If they are writing or drawing, they should have a surface on which to work.

Whole group activities can be a lot of noisy fun. On days with pleasant weather, you may like to do these outside. At all times remember that you are the trainer. As such, you may need to assert your authority (sensitively but firmly) in managing the workshop. This form of control is important for the participants to benefit fully from the workshops. 

2. What are the outcomes?

Try to visualise the outcomes in action. By imagining participants working on the outcomes, you will be able to lead them more easily towards achieving specific outcomes.

3. What materials do you need?

Compile your own checklist for materials needed in all activities. Some of the materials are common to almost all activities. Aim to have a ready supply of flipcharts, marker pens, paper and pens. 

Other activities may need materials that you have to obtain in advance. These could include balls, string, a videocassette and a video monitor.

Participants need activity worksheets ensure you have enough copies. Be sure to prepare these well in advance.

Finally, remember that teas and lunches are also activities. Plan for them carefully.

4. How much time is needed?

The activities all have a recommended time to guide you in your planning, as well as on the day of the workshop. Wear a watch and keep track of the time. In your plan, work out what time each session starts and what time it ends. These times are flexible, but bear in mind that if one activity runs over the recommended time, you will have to cut another a session further on.
Try to keep to the recommended times for sessions in order to reach the end. This will allow you to cover the workshop in a holistic manner. Often workshops may end with an action that should be completed.  Not getting to this session because you ran out of time means no action. This hinders both personal and community development. Often people will lose concentration if they are expecting a break and the session runs over time.

Each session is further broken down into parts. Recommended times for each part are included in the method. You may want to highlight these times so that you can refer to them easily during the workshop.

As you plan the workshop, try to visualise the session in relation to its recommended time. This will help you, for example, to distinguish between short report backs and longer discussions. Often small group and whole group discussions can run over the recommended or available time. This can easily happen when you or the participants feel that the discussion is important enough to continue over time. When this happens, you may have to cut a later session to keep to the overall workshop plan. A good way to shorten a session is to ask groups to put their flipcharts on the wall and then to walk around, looking at each other's main points. This saves a great deal on discussion time.

When participants are working on their own or in groups, you should draw their attention to the fact that they have, for example, ‘Two minutes left. Try to finish off now please.’ 

5. What is the plan for the day?

In your notebook, write out the sequence of events for the workshop day. A useful way of doing this is to begin with the starting time, tea and lunch times, and the closing time, as shown before. In between these times, write out the names of the various sessions (or parts of longer sessions). Next to these, write down the length of time needed and the actual time of day when the activities should start and end.

Now write down the outcomes for each session in the sequence they are being developed. Look at the sequence logically. Ask yourself whether participants need to achieve a certain outcome before they can move on to another. (For example, participants need to be able to identify gender discrimination as a problem before they can find solutions.) Ask yourself whether participants need to be able to do a certain skill before they can do another. (For example, participants need to be able to identify and note the main points from a discussion before they can report back to the group.)

Remember:  
Plan, plan, plan.

6. Are there additional activities that may work well In the workshop?

This manual is not a complete list of possible activities, although we have chosen what we consider to be the best activities for the outcomes we want to achieve. There are hundreds more that you could do. The only constraint is time.

If you have an idea for an additional activity, contact Malitaba and ask their advice. For example, you may have read an interesting article in the newspaper about this issue and you may want to build a discussion activity around this article. A current affairs discussion is important.

New information comes out every day, and people need to be kept informed. A pro-active way of doing this is to read the newspapers yourself and to cut out relevant articles. You could have a short media session, for example, during the first tea break of every workshop. You could read the articles to participants, and ask for their questions or comments. Make a note of questions that you don't feel confident about answering, and tell participants that you will find out the answers. Contact Malitaba to help you answer the questions. Report back to participants in the following workshop. Participants must know that their questions and concerns are being taken seriously.

7. Do I need a contingency plan?


A contingency plan is what you are going to do in case of a problem or an emergency.  For example, if marker pens run dry, you need to have spares in your bag. If you anticipate that an important discussion may take longer than the recommended time, which activity are you going to shorten later? How?

Speak to the country co-ordinator/Malitaba for help with your contingency plans.

STEP 4
Review your plans

Go through your workshop plan again, this time visualising yourself and your participants in the workshop. During this step of workshop preparation, be aware of the following points:

Have a positive attitude: your mood impacts on participants and their learning

It is essential that you plan how you are going to maintain a positive attitude throughout the long day. If you show that you are tired, participants will feel tired. Just think how someone yawning makes others yawn! Atired, boring, negative attitude makes for tired, boring, negative participants.

Be happy and relaxed. Talk and engage in discussion confidently. Make each participant feel important and cared for. Smile a lot, ask participants to hold hands and smile at each other. Laugh when something is funny. Always be in a good mood, even though your feet may be aching. If this happens, take off your shoes, but keep in a good mood.

Think of ways to link the different sessions

For example, in the second session, participants explore sexual exploitation and abuse. They use this knowledge in the second session, where they confront issues that impact on themselves and their communities. Explain these links between sessions to participants.

STEP5
Prepare for evaluation

The reason for evaluating this programme is to examine its achievements, weaknesses and impact. This provides the direction for:

•  Improving the training course

• Improving the workshops

•  Improving the implementation process

•  Improving the materials

•   Improving the usefulness of the course

Evaluation helps both trainers and participants to learn from their successes and mistakes. In this way, mistakes are used as opportunities for learning. This helps to pave the path for positive, lifelong learning.

EVALUATION METHODS

· Take notes of participants' comments during the activities and at the end of the day. You may also want to discuss these comments with participants to get further information.

· Trainers informally observe themselves and participants. This is useful when coupled with constructive feedback and discussion of opinions.

· Participants informally observe themselves and trainers. This is useful when coupled with constructive feedback and discussion of opinions.

· A variety of questionnaire-type evaluations are useful tools, especially when they allow participants and trainers to answer questions in detail.

· Participants evaluate themselves ('I learned about this'; 'I can't do that yet') and each other (‘S/he can do that'). Remember that this kind of evaluation should always be constructive. Weaknesses should be turned into opportunities for learning (‘Try it this way instead').

· Workshop materials for this course provide lists of outcomes that can be evaluated. Groups evaluate themselves and each other.

Methods that involve drama and other creative activities (role-play, drawing, imagining) 

allow trainers to evaluate the whole person.

All these ways of evaluation have one thing in common: they happen continuously. You constantly need to be on the lookout for signs of learning and development.

It is important that you and participants are honest when completing the evaluation sheets provided with the starter pack. This ensures that evaluation can be used as a tool to improve the course.

Evaluation is built into every stage of the process, and Malitaba will try to assess evaluations as soon as possible. The sooner they are done, the quicker we can use and implement the findings in a positive, constructive way.

TOOL  DESCRIPTION

Evaluation sheet 1
Allows you, the trainer, to evaluate the impact and usefulness of this training workshop. Complete this questionnaire after the session. It should take 15 minutes

Evaluation sheet 2
Allows participants to evaluate the facilitator and the content of the workshop


tips for FACILITATING GROUPS

Group work

For participants to learn meaningfully, they need to go through all four steps of the adult learning cycle: experience, reflection, generalization and application. The one factor that is common to all these stages is communication. Participants need to experience the activities by communication with themselves and each other. In other words, communication is central to meaningful learning.

You may find that many workshop participants are shy of talking in front of a big group. This is an important consideration since many of the activities rely on participants drawing on their own experiences, many of them traumatic. Arranging participants in small groups is one way of getting around this problem of shyness. Participants should feel more confident and comfortable in small groups, which allow them to communicate more easily and to learn from each other.

Initially, you may have difficulty in facilitating a number of small groups at the same time. Don't get flustered. There are ways of ensuring that things run smoothly, and you do get better with practice.

Small groups work best with between four and six members. However, this depends on the number of participants in the workshop, it does not matter if some groups have four participants and others six, but try to equalise the numbers.

Think of all the different ways to divide a group of 30 people.

How do you decide how to group participants? There are two ways:

•  
Initially, you may want to form random groups. Ask participants to stand in a line.

If you decide to have groups with five participants in each, ask the line to start counting out aloud, one after the other. Participants should count according to their position in the line. Once '5' has been reached, participants should start at ‘1’ again. Now ask all the ‘1s’ to form a group, then all the '3s', and so on.

•  Once you know participants, you may want to create groups in a less random way.

For example, you could place shy, reserved people with more open, inter-active people, or faster learners with slower learners. If you decide to do this, however, be sure to monitor the groups closely to prevent confident or faster learners from overshadowing the other participants.

Help participants to form different groups every time. This ensures the input of fresh ideas into groups. It also has the advantage of exposing participants to different personalities and different ways of interpersonal interaction. In addition, small groups help you to make sure that everybody gets a fair chance to participate. A good strategy here is to assign roles to various individuals in the groups.

For almost all small group activities, it is important to assign the roles below:

ROLE     TASK

discussion leader
to ensure that all .activity points are covered

secretary

to take written notes of the main points

spokesperson

to report back later to the whole group

timekeeper
to ensure the group covers everything they need to in the time they have available;  the timekeeper needs to consult with the discussion leader

general participants 
to contribute to the activity

Let us look at the basic steps to managing group work in your workshops.

STEP 1

Explain the activity

Go through the activity step by step, using the flipchart if you need to. Ensure that all
participants understand exactly what to do or what questions to discuss. Ask participants if
anything is unclear and resolve any misunderstanding.

STEP 2

Form groups

Use the techniques above to group participants. This may mean some re-arrangement of the furniture. Try to space groups as far as possible from each other. They may need space to move or to be able to talk loudly if they wish, without disturbing other groups. Perhaps some of the groups could work outside.

STEP 3

Clarify the roles of individuals

Ask participants to choose the roles they want to play. Explain to them the importance of their roles. They should switch or circulate roles among activities. This gives everybody practice at developing different skills.

STEP 4

Hand out any materials

You may want to enlist the help of one or more participants.

STEP 5

Explain the entire task clearly, step by step

Ensure that everybody understands exactly what they need to do. Ask questions like: 'Do you understand?' or 'Are there any questions?' Make participants aware of any follow-up part of the
activity, for example, a report back. This helps them to focus on the tasks at hand, as well as on the tasks ahead.

STEP 6

Remind participants of the rules of group work

These rules could include:

•  Everybody gets a chance

•  Respect other people's ideas

•  Listen

•  Contribute, no matter how foolish you think your point may be

•  Keep to the topic

STEP 7

Help the groups

Move between groups, giving assistance where needed. You could keep participants

on track by saying things like:

• Remember to think about...

• What about,,.?

• What do you think, Thumi?

• That's an important point, Nombulelo. Perhaps you could write it down.

STEP 8

Manage the time

Group discussions often exceed the lime limit. You could help prevent this by telling participants that, for example, there are five questions to talk about and they have two minutes per question. Near the end of the activity time, you could say: “You have two minutes left. Try to finish up now!”

STEP 9

Report backs

It is essential that group discussions are followed by a report back. This gives the whole class a chance to reflect on and generalise about the main points.

Closing the workshop

· Refer back to the objectives of the workshops. Ask participants if they feel that these have been met.

· Refer to the needs of the participants listed in the first session. Ask them which of their needs have been met.

· Include a structured review of the workshop. For example, you could ask: “What have you learned in this workshop? How do you feel stronger? How will you use what you have learned in this workshop?”

· Tell participants what you have learned from the workshop.

· Tell participants how you value the work, commitment and energy that they have put into the workshop,

· Ensure that closure of the workshop is a step. For example, you could say; “I feel strong after this workshop and look forward to next week's session. I hope to see you all there. Thank you for coming. See you next week."

· Wait until the majority of the participants have left the room before clearing away any flipcharts and other equipment.

After the workshop

As soon as possible after the workshop, do whatever post-workshop activities (reports, evaluations, contacting absent participants, and so on) need to be done.
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Special measures for protection from sexual exploitation and sexual abuse


The Secretary-General, for the purpose of preventing and addressing cases of sexual exploitation and sexual abuse, and taking into consideration General Assembly resolution 57/306 of 15 April 2003, “Investigation into sexual exploitation of refugees by aid workers in West Africa”, promulgates the following in consultation with Executive Heads of separately administered organs and programmes of the United Nations:



Section 1
Definitions


For the purposes of the present bulletin, the term “sexual exploitation” means any actual or attempted abuse of a position of vulnerability, differential power, or trust, for sexual purposes, including, but not limited to, profiting monetarily, socially or politically from the sexual exploitation of another. Similarly, the term “sexual abuse” means the actual or threatened physical intrusion of a sexual nature, whether by force or under unequal or coercive conditions.



Section 2
Scope of application

2.1
The present bulletin shall apply to all staff of the United Nations, including staff of separately administered organs and programmes of the United Nations. 

2.2
United Nations forces conducting operations under United Nations command and control are prohibited from committing acts of sexual exploitation and sexual abuse, and have a particular duty of care towards women and children, pursuant to section 7 of Secretary-General’s bulletin ST/SGB/1999/13, entitled “Observance by United Nations forces of international humanitarian law”.

2.3
Secretary-General’s bulletin ST/SGB/253, entitled “Promotion of equal treatment of men and women in the Secretariat and prevention of sexual harassment”, and the related administrative instruction
 set forth policies and procedures for handling cases of sexual harassment in the Secretariat of the United Nations. Separately administered organs and programmes of the United Nations have promulgated similar policies and procedures.



Section 3
Prohibition of sexual exploitation and sexual abuse

3.1
Sexual exploitation and sexual abuse violate universally recognized international legal norms and standards and have always been unacceptable behaviour and prohibited conduct for United Nations staff. Such conduct is prohibited by the United Nations Staff Regulations and Rules.

3.2
In order to further protect the most vulnerable populations, especially women and children, the following specific standards which reiterate existing general obligations under the United Nations Staff Regulations and Rules, are promulgated:


(a)
Sexual exploitation and sexual abuse constitute acts of serious misconduct and are therefore grounds for disciplinary measures, including summary dismissal;


(b)
Sexual activity with children (persons under the age of 18) is prohibited regardless of the age of majority or age of consent locally. Mistaken belief in the age of a child is not a defence;


(c)
Exchange of money, employment, goods or services for sex, including sexual favours or other forms of humiliating, degrading or exploitative behaviour, is prohibited. This includes any exchange of assistance that is due to beneficiaries of assistance;


(d)
Sexual relationships between United Nations staff and beneficiaries of assistance, since they are based on inherently unequal power dynamics, undermine the credibility and integrity of the work of the United Nations and are strongly discouraged;


(e)
Where a United Nations staff member develops concerns or suspicions regarding sexual exploitation or sexual abuse by a fellow worker, whether in the same agency or not and whether or not within the United Nations system, he or she must report such concerns via established reporting mechanisms;


(f)
United Nations staff is obliged to create and maintain an environment that prevents sexual exploitation and sexual abuse. Managers at all levels have a particular responsibility to support and develop systems that maintain this environment.

3.3
The standards set out above are not intended to be an exhaustive list. Other types of sexually exploitive or sexually abusive behaviour may be grounds for administrative action or disciplinary measures, including summary dismissal, pursuant to the United Nations Staff Regulations and Rules.



Section 4
Duties of Heads of Departments, Offices and Missions

4.1
The Head of Department, Office or Mission, as appropriate, shall be responsible for creating and maintaining an environment that prevents sexual exploitation and sexual abuse, and shall take appropriate measures for this purpose. In particular, the Head of Department, Office or Mission shall inform his or her staff of the contents of the present bulletin and ascertain that each staff member receives a copy thereof.

4.2
The Head of Department, Office or Mission shall be responsible for taking appropriate action in cases where there is reason to believe that any of the standards listed in section 3.2 above have been violated or any behaviour referred to in section 3.3 above has occurred. This action shall be taken in accordance with established rules and procedures for dealing with cases of staff misconduct.

4.3
The Head of Department, Office or Mission shall appoint an official, at a sufficiently high level, to serve as a focal point for receiving reports on cases of sexual exploitation and sexual abuse. With respect to Missions, the staff of the Mission and the local population shall be properly informed of the existence and role of the focal point and of how to contact him or her. All reports of sexual exploitation and sexual abuse shall be handled in a confidential manner in order to protect the rights of all involved. However, such reports may be used, where necessary, for action taken pursuant to section 4.2 above.

4.4
The Head of Department, Office or Mission shall not apply the standard prescribed in section 3.2 (b), where a staff member is legally married to someone under the age of 18 but over the age of majority or consent in their country of citizenship. 

4.5
The Head of Department, Office or Mission may use his or her discretion in applying the standard prescribed in section 3.2 (d), where beneficiaries of assistance are over the age of 18 and the circumstances of the case justify an exception.

4.6
The Head of Department, Office or Mission shall promptly inform the Department of Management of its investigations into cases of sexual exploitation and sexual abuse, and the actions it has taken as a result of such investigations.



Section 5
Referral to national authorities


If, after proper investigation, there is evidence to support allegations of sexual exploitation or sexual abuse, these cases may, upon consultation with the Office of Legal Affairs, be referred to national authorities for criminal prosecution.



Section 6
Cooperative arrangements with non-United Nations entities or individuals

6.1
When entering into cooperative arrangements with non-United Nations entities or individuals, relevant United Nations officials shall inform those entities or individuals of the standards of conduct listed in section 3, and shall receive a written undertaking from those entities or individuals that they accept these standards.

6.2
The failure of those entities or individuals to take preventive measures against sexual exploitation or sexual abuse, to investigate allegations thereof, or to take corrective action when sexual exploitation or sexual abuse has occurred, shall constitute grounds for termination of any cooperative arrangement with the United Nations.



Section 7
Entry into force


The present bulletin shall enter into force on 15 October 2003. 
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(Signed) Kofi A. Annan
Secretary-General
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I. INTRODUCTION

This assessment was initiated by UNHCR and Save the Children-UK (SC-UK) due to growing

concerns, based on their field experience, about the nature and extent of sexual violence and

exploitation of refugee children and other children of concern to UNHCR1 in the countries of the

Mano River Sub Region2 in West Africa.

The purpose of the assessment was primarily to gather further information, primarily through

consultations with children, about the scope of the problem in the countries concerned and the

responses of the different actors: UN agencies, governments, NGOs, refugee and internally displaced

person (IDP) communities and the children themselves. This would inform the development of an

action plan for UNHCR and the child protection agencies to better address the problem.

The report of the assessment is not yet finalised. However, given the serious nature of the findings

and in the interest of the protection of the children themselves, UNHCR and SC-UK are releasing

this summary of the draft assessment report in advance in order to inform the humanitarian

community about the problem and to allow agencies to review their own practices in this area.

The general findings of the assessment team indicate high levels of risk and vulnerability, with

respondents reporting incidents of sexual abuse within family settings and the wider context of the

camp and surrounding communities. In addition, from the interviews and group sessions conducted

with 1,500 adults and children, the team also received allegations of abuse and exploitation against 67

individuals based in a range of agencies responsible for the care and protection of refugee and IDP

communities. The agencies that are possibly implicated in some way include UN peacekeeping forces,

international and local NGOs, and government agencies responsible for humanitarian response. The

assessment mission was not intended as an investigation and was therefore not conducted with the

methodology that would have been required if this had been the purpose. Further evaluation of the

overall findings is required in order to clarify the extent of the problem and UNHCR has assumed

responsibility for following up on investigatory issues.

Based on the initial information available at this point, it is clear that a number of actions need to

follow in the short, medium and longer term. There are, however, immediate steps that must be taken

to ensure the protection of children and to pave the way for policy and practice initiatives that will

help address the underlying issues identified by the assessment. A UNHCR working group has

already drawn up a framework for implementation of numerous remedial measures to combat sexual

violence and exploitation of children in the region. These measures are outlined in the Framework

Plan of Action at the end of this note.

UNHCR and SC-UK believe that the issues raised by this assessment can be adequately addressed

only by ensuring that all parties involved in protecting and assisting refugee children work together,

which we are intending to facilitate.

1 The reference to refugee children will hereafter include also other children of concern to UNHCR (e.g. IDP and returnee

children)

2 Guinea, Liberia & Sierra Leone
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II. METHODOLOGY

The assessment was conducted by reviewing existing research related to the issue and by conducting a

field mission to the three countries. In each country, the team consulted with different groups within

refugee and returnee communities, as well as host communities (children, community leaders,

government officials, international & national NGOs, UN agencies and security forces).

The mission team comprised an independent consultant, a UNHCR consultant and a staff member of

SC-UK who formed the core group. Their work was facilitated in each country by staff members

from UNHCR and SC-UK.

The findings of the assessment indicate that sexual violence and exploitation of children appears to be

extensive in the communities visited and involves actors at all levels, including those who are engaged

to protect the very children they are exploiting – UN staff, security forces, staff of international and

national NGOs, government officials, and community leaders.

III. KEY FINDINGS

A) Sexual Exploitation

a) The problem of sexual exploitation

Sexual exploitation was defined by children as: ‘when them big man go loving with small girl for money.

Them big men can go loving to small girls, they can call girl when she walking along the road, and then the

girl go and they go in house and lock the door. And when the big man has done his business he will give the

small girl money or gift’

The exchange of sex for money or gifts appears to be widespread and the majority of children

consulted said they knew of at least one other child involved in such an exchange. The children

themselves, whilst aware of the exploitative nature of the exchange, felt this was often the only option

they had in order to receive food and other basic necessities and to pay for education. Parents were

often aware of the exploitation but also felt that there were no other options for their family to secure

a livelihood and whilst not approving it, generally turned a blind eye. In some cases, however, it was

reported that parents encouraged their daughters to engage in such activities to bring an income into

the family.

The majority of children involved are girls between the ages of 13 and 18 years. Younger girls were

sometimes befriended by men to gain access to their older sisters or to their mothers. A few boys

were reportedly exploited in a similar way by older women, but there were no suggestions of boys

being sexually exploited by men. This may have to do with the greater taboos surrounding

homosexuality.
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The children most vulnerable to sexual exploitation were those without the care of their parents,

children in child headed households, orphaned children, children in foster care, children living with

extended family members and children living with just one parent.

One observation was the attitude held by many men interviewed i.e. that younger girls are more

desirable as sexual partners. This view seemed to be commonly held by many of the men interviewed,

including agency workers and community leaders. Some also believed that sex with a virgin could

cleanse a man from infection.

The assessment suggests that those who exploit children are often men in positions of relative power

and influence who either control access to goods and services or who have wealth and/or income.

This power and influence is then used in exchange for sexual favours from children. The report

indicates that it is a relatively prosperous 'elite' – including UN staff, peacekeepers and NGO workers

– whose resources are considerably more than those of the refugees who exploit this extreme disparity

surrounding the refugee population. Exploiters appear to be able to pay for sex when and with whom

they want, and to do so with impunity, since the very people they exploit are not able to complain

about their situation for fear of their source of basic survival being removed.

b) Exploitation by humanitarian agency staff

In all three countries, agency workers from international and local NGOs as well as UN agencies

were reportedly the most frequent sex exploiters of children, often using the very humanitarian aid

and services intended to benefit the refugee population as a tool of exploitation. Most of the

allegations involved male national staff, trading humanitarian commodities and services, including oil,

bulgur wheat, tarpaulin or plastic sheeting, medic ines, transport, ration cards, loans, education

courses, skills training and other basic services, in exchange for sex with girls under 18. The practice

appeared particularly pronounced in locations with large established aid programmes. From the

assessment report there appears to be a pattern of this type of abuse in refugee camps in Guinea and

Liberia in particular: “It’s difficult to escape the trap of those (NGO) people; they use the food as bait to get

you to sex with them” . (adolescent in Liberia)

Agency workers use their positions to withhold services that are meant to benefit children. Such

services are held back and excuses made until sex is proffered: “ Your name is not on the list”, “The

computer swallowed your card”, or “Your name did not come from head office”.

Some allegations by children were confirmed by adults: “In this community no one can access CSB (a

soya nutrient), without having sex first. They say “a kilo for sex” (refugee women in Guinea); “If you do

not have a wife or a sister or a daughter to offer the NGO workers, it is hard to have access to aid” (returnee

male in Sierra Leone); “If you see a young girl walking away with tarpaulin on her head you know how she

got it” (refugee leaders in Guinea)

Agency workers with special responsibilities for children, such as caring for children with disabilities,

providing accelerated learning programmes, and loans for the vulnerable, were allegedly using the

very same resources intended to improve children’s lives and reduce their vulnerability, as a tool of
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exploitation. Frequent reports were received by the assessment team on how agency workers give

these services to girls in exchange for sex.

Some agency drivers were reportedly using transportation as a means of sexually exploiting children,

either by exchanging sex for lifts or by bringing items to the camps which the refugees would not

otherwise receive. Some agency workers reported seeing male drivers have sexual relationships with

different girls for short periods of time. “They change girls so much and none of them marry the girls and

if she becomes pregnant she is abandoned, with no support for herself and the child. Most of us used to just

look at them and wonder. Our brothers, they have a problem.”. (agency worker in Liberia)

Agency workers allegedly ask girls for sex in exchange for employment and continued to demand

sexual favours even after the girls were employed. The girls said they were reminded that the salary

they earn was payment for sexual favours. “No girl will get a job in this camp without having sex with

NGO workers. NGO workers who are female already loving with an NGO man. He will continue to go

loving with other girls, but girls see it as competition. It is survival of the fittest ”. (agency worker in

Guinea)

Agency workers are seen to have status, good jobs, money, drive nice cars. From a position of power

girls are seen as easily exploitable. “For a man when he has a powerful position, status, drives a nice car

and earns good money, what do you expect? He can want a girl and yes she can get pregnant”. (Child

Protection Committee chairperson)

Even though agency workers may pay more than other exploiters, this might still amount to very

little in most cases. A Liberian refugee girl, for example, may get the equivalent of US 10 cents in

exchange for sex with which she would be able to buy a couple of pieces of fruit or a handful of

peanuts. More often than not payment may be in kind such as a few biscuits, a plastic sheet, a bar of

soap.

Refugees felt unable to challenge the behaviour of agency staff firstly because of their dependence

upon the goods and services for their survival and secondly because of the power held by these staff.

“If the NGO worker runs away, there will be no food for us”. (adolescent in Liberia). “NGO workers have

so much power that people treat them as really important people and the community cannot challenge

them.” (refugee leaders in Guinea)

The lack of senior and international staff presence in the camps was reportedly allowing junior agency

staff to behave with impunity. The assessment describes a 'conspiracy of silence' that exists amongst

agency workers and suggests that staff will not pass on information about a colleague involved in

sexual exploitation for risk of being stigmatised and ostracised. It was further suggested that the

pressure to conform within the humanitarian community, led staff to also indulge in exploitative

behaviour.

There are inadequate mechanisms for reporting abuses available to refugees and little prospect of

doing so in a way that is safe and confidential: “If you report one NGO worker you will not only be in

trouble with that person, but with the other staff also”. (adolescents in Guinea and Liberia )
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Refugees complained that they have tried to send written complaints through other staff but that the

information has been held back. Children complained that they are harassed or labelled or denied

services when they tried to complain. Refugees spoke of trying to see senior staff but being stopped

by security guards outside their offices. They also said that it is easy for their complaints to be

discredited as they hear humanitarian workers tell their seniors: “Refugees are traumatised and they

have a lot of issues that they need to deal with. That is why they are always complaining”.

In most of the camps, the refugee and IDP leaders are they not reporting or dealing with issues of

sexual exploitation. Some children said: “because they themselves are involved and because how can they

report the very people that put them in power. They want to maintain their power and one way of doing it

is by siding with the NGO workers.”

c) Exploitation by security forces

Some national military personnel that provide security within and around the camps reportedly

sexually exploit girls, usually for little or no payment as the girls fear the consequences of refusing to

have sex with these men.

With respect to peacekeeping personnel, the assessment team was informed that they are, on arrival in

the location, briefed on the Code of Personal Conduct: “Every soldier, officer has been read and shown

the code of conduct; no one can plead ignorance”. (UNAMSIL officer) However, the code of conduct

and the reality on the ground appeared to be different matters. The assessment team reported many

allegations of sexual exploitation by peacekeepers from several countries. A few examples of reported

cases are given here.

Peacekeepers are alleged to have sexually exploited children in exchange for money and food. It is

claimed that evern some very young children have been asked to pose naked in exchange for biscuits,

cake powder and other food items. “When ma asked me to go to the stream to wash plates, a peacekeeper

asked me to take my clothes off so that he can take a picture. When I asked him to give me money he told

me, no money for children only biscuit.”

Children and adults spoke of teenage girls being asked to strip naked, bath and pose in certain

positions while the peacekeepers took pictures, watched and laughed. Some are alleged to have had sex

with the girls without using condoms.

Peacekeepers are reportedly among the highest paying customers for sex with children. They pay

from US $5 to $300. Some peacekeepers are alleged to pool money to obtain a girl and then all have

sex with the same child. Certain battalions used a locally well-known phrase “jig jig 5 block” to

procure sex from girls in their early teens.

Some peacekeepers reportedly go as far as meeting the parents of a girl and claiming they have good

intentions. However, when the time comes to leave, “Some of them leave without even saying good bye,

and some will leave the parents some money to take care of the girl. Others will give the girl some of their

personal belongings.” Asked how much and what personal belongings, the girls laugh and say, “If he

7

really liked you he would leave you his cooking things, bedding and a picture. If he loved you he might leave

you his underwear to remember him by (more laughter)”. (adolescent and women IDPs in Sierra Leone)

In one community, peacekeepers were reported to have rented a room in town and used it for sex

with teenagers. When this practice reached unacceptable levels, the community repeatedly tried to do

something. All the girls who were caught were paraded and mocked by the community as

punishment. Such measures did not act as a deterrent given the money to be made. The girls then

reportedly sent middle “men” instead - young boys, including brothers, relatives or friends - to find

peacekeeper clients for them.

Teenage girls complained to the assessment team of the difficulty of making a living through hard

work. Girls who are trying to earn a living through selling items at the market are made fun of by

other girls. “Why are you suffering here wasting your time. Look at me and all the nice things I can now

buy. If you want to live good go to UNAMSIL”. (adolescent girl in IDP camp in Sierra Leone)

Girls allegedly come from far and wide to make money in this way, from as far afield as Guinea, with

Liberian and Sierra Leoneon refugee girls making their way to Sierra Leone irrespective of security

considerations.

The position of power, wealth and status enjoyed by peacekeeping personnel gives them the ability to

do as they wish. In Freetown, nationals spoke about the behaviour of the ‘boys in blue helmets’ with

a feeling of helplessness and sadness. “ All you need to do is go to Paddys (a bar in Freetown) around four

o’clock and in the evening you will see for yourself, or just drive along the beach. All the restaurants there,

you just see these big men with little girls. You go to Lumley Beach and Laka Beach and no one needs to tell

you anything.” (comments from a police officer, government representatives and agency staff in

Freetown)

d) Exploitation by others

In addition to the reported exploitation by agency staff and security forces, the assessment also

identified a range of other categories of individuals that use positions of trust, authority and power to

sexually exploit children.

Teachers are said to extract sexual favours from children in return for good grades

Refugee leaders that have gained status due to close association with UNHCR, NGOs and other

implementing and operational partners, are also then in a position to control access to resources and

to exploit children on the basis of this.

Commercial sector people such as diamond miners, logging company employees and local

businessmen are also in positions of relative prosperity and so able to negotiate sex with girls in

exchange for small sums of money or gifts.
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e) Factors contributing to sexual exploitation of refugee children

i) Poverty, lack of livelihood options and consequent inability to meet basic survival needs

The underlying issue of poverty and lack of livelihood options for all the refugees and IDPs

interviewed as part of the assessment was considered to be the principal factor contributing to the

exploitation of children. The involvement of children and women in sexually exploitative

relationships has become a mechanism for survival for many refugee families. The assessment makes it

very clear that sexual exploitation cannot be addressed without providing alternative means and

opportunities for earning an income. The dependence on exploitative relationships for basic survival

is illustrated as follows: “If I tell you the name of the NGO worker I have to sex with, he will get fired, and

then how will I feed my child and myself?” (girl mother in Guinea); “ Yesterday I was walking with a

friend of mine and this kind NGO worker stopped his car and gave me 100 Liberian dollars (US$ 20). I was

able to help my child and myself. If I tell you his name and he lo oses his job, what will I do?” (girl mother in

Liberia)

The absence of livelihood options has left parents feeling helpless. Parents feel their position has been

compromised because they are unable to provide for their families even to minimum standards.

Policies of host governments sometimes hinder refugees from being hired as salaried employees. The

humanitarian community, therefore hire refugees giving them only incentives. The other reason that

was consistently given to the assessment team was that “ If refugees are given jobs, they will not want to

go back home.” (UNHCR staff) Asked about this, the refugees said, “Home is home. Who would want to

stay as a refugee in someone’s country, just because of a job, and anyway such low paying jobs that become

available within the camps.” (Refugee in Guinea)

Refugees told the assessment team that the only way to access money in the refugee community is to

sell the food ration and to let their daughters enter into sexually exploitative relationships.

ii) Insufficient food rations/supplies

In every meeting, insufficient ration was raised as a primary factor contributing to sexual exploitation.

Food given to the refugee community for thirty days was said to finish within ten days and refugees

did not have land to grow their own food to supplement. When the food finished and the family

needed more, the immediate option was to get money quickly and buy food. The girls would become

a means to access money quickly and easily. “ I am a mother of seven children and when the food finishes

my youngest child keeps crying and pulling on my skirt, what do you think you can do if your daughter

brings you some?” (refugee woman in Liberia)

Despite the constant complaints about the inadequacy of the food rations, refugees said that little

effort has been made to acknowledge this as an issue and to try to work out solutions that involve the

refugees themselves.
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iii) Issues in relation to the management and delivery of humanitarian aid

It appears that the overall pattern of humanitarian assistance has led to overwhelming dependency of

refugees and also increases the risk to children. From interviews and discussions during the mission,

the team found that:

The size of the plastic sheet determines the size of the house but for larger families in particular it

is inadequate and affords no privacy. Children are being exposed to sexual activity of adults from an

early age;

The food ration is for thirty days but it is calculated on kilocalories and not quantity and so

finishes within ten days. There is not enough land to grow additional food;

Non-food items given are not replaced and there are not enough income-generating jobs for the

refugees to earn money to buy their own;

Education is free but all the other related expenses are left for the parents to provide, like books,

pencil, uniforms and shoes. This often prevents children attending school.

Information on basic rights and entitlements to food, shelter and services is not known, especially

to children, which allows corrupt and exploitative patterns of behaviour to flourish in presenting

access to basic entitlements as a 'privilege'

iv) Pressure from peers and parents

In the absence of other ways of meeting their basic needs themselves and those of their families, of

making money to purchase clothes and socialise with friends, adolescents often feel compelled to sell

themselves. Girls may be mocked if they do not have 'fashionable clothes' and there is also evidence

of parental collusion and even encouragement for girls to enter into exploitative relationships in order

to bring in money.

When a girl takes home some money questions are not asked as to how she has earned it. When asked,

children said that they tell their parents different stories like “I picked the money up on my way from

school, a kind uncle/man gave it to me, my friend gave me, my auntie gave it to me.” In most situations

the children said there was no need to explain how they earned the money because parents were only

too glad that the money was there. In other situations the parents allegedly sent the child. “You know

we need 1500 today and we do not have it. Go and find it and do not come back until you have the

money”, or “You are now big enough and you should start contributing to the food in this house”.

(adolescent boys and girls in Guinea)

The pressure to conform to traditional harmful practices such as female genital mutilation also led

girls into exchanging sex for 'sponsorship'. In such cases, men would allegedly provide the necessary

payments associated with these procedures and receive sexual favours in return.
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Girls are also forced into early marriages in order to relieve families of the financial burden of

supporting them. “I was 14 years old and my grandfather forced me to marry an old man. I was so sad, I

became pregnant and had a child. Again I became pregnant and I had another child. I waited for him and

prayed until he died, now I am free and I have never looked at another man again.” (adolescent girl in

Liberia)

f) Consequences of sexual exploitation for refugee children

i) Teenage pregnancies

Most girls find that their families and care-givers reject them when they become pregnant. One option

becomes terminating the pregnancy. However abortion is illegal in Guinea, Liberia and Sierra Leone

and is reportedly a felony offence punishable with life imprisonment. The medical services that are

supported by UNHCR and located in the refugee camps, do not carry out an abortion as the staff

must abide by the law. Children therefore resort to different traditional and other informal methods.

Children and women spoke of the different methods that are used, a combination of traditional herbs

and easily accessed pharmaceutical products.

Children said that even if they went to the medical clinic they would not tell the staff they had

induced the abortion. Children from IDP camps spoke of the medical staff chasing away girls who go

to the clinics to try and seek medical attention. “They will refuse to treat you no matter how sick you are,

and they will chase you out of the clinic threatening to report you to the police for having committed an

offence. They will tell you that you killed a person.” Children also said they would only go to the clinic if

their lives were in danger and even if they went they would not tell the medical staff about what they

had done for fear of being threatened and called names.

ii) Girl mothers

The assessment had a lot of difficulty in obtaining data relating to the number of teenage girls who

have been pregnant, are pregnant, married or have had a child. However, the presence of girl mothers

as a result of teenage pregnancy was very apparent in most camps. The assessment team could see that

this was one group of children that had few or no programs targeted towards them. “If we had

alternative ways of making money, I would never look at another man again for a long, long time.” (girl

mother in Guinea)

In most meetings, the girl mothers displayed visible signs of broken spirits. They were the only group

that at times were not even able to give the assessment team recommendations. They were resigned to

their situations to a degree that they saw no way through. Most of them had become mothers

between the ages of 13 and 16. Even though these girls were now 19, they already had three to four

children and had first become pregnant when they were 13 or 14 years. Information from the

community gave very alarming figures of the rates of girl pregnancy e.g. six deliveries every week by

girls 18 years and below; 50% pregnancy rates of all the teenage girls in the camp; 75% pregnancy of

all the girls in school. The assessment team was, however, not able to confirm these figures, as there

are no available records from any NGO.
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Girls who were allegedly made pregnant by fellow students, fellow refugees, and agency workers, had

one thing in common. Regardless of who the father was, they took no responsibility for the child and

the mother. “They want you when you are young and single but once you get pregnant and with a child

they reject you.” (girl mother in Sierra Leone); “An NGO worker made me pregnant but now he left me

and is loving to another young girl.” (girl mother in Guinea)

Some NGO workers were allegedly using code names in some places to avoid responsibility for the

child. The children said that if a person uses a code name and they make you pregnant, they would

then deny responsibility and start using their real name.

iii) Reduced educational opportunities

There were high illiteracy levels among girl mothers. Some of them did not even know their age. In

groups of 25, there would be one or two who would still be going to school or skills training. Girl

mothers who tried to start or continue their schooling spoke of the difficulties they had to find help.

Most of them had to go to school with the child and they said these created difficult and embarrassing

situations. “When I go to school with the child I feel bad because I am not free and if the child messes up I

have to leave class and clean him up. The other students will be complaining that the class smells and I feel

really bad.” (g irl mother in Guinea) ; “When I am in class I will not concentrate. I worry about what I, my

little sister and my child will eat when I get home.” (girl mother in Sierra Leone)

Throughout the assessment period, there was no mention of programs that support girl mothers with

childcare while they are in school. The family support network that would normally take on this role

has been further weakened, exposing the girls to more abuse.

The means for the girl mothers to make money in order to feed and support the child and themselves

emerged as another contributing factor for girl mothers dropping out of school. A few quotations

demonstrate the difficulties most of these girl mothers have to endure: “I have to sleep with so many

men to make 1500, so that I can feed myself and my child. They pay me 300 each time, but if I am lucky

and I get an NGO worker he can pay me 1500 at one time and sometimes I get 2000” (girl mother in

Guinea); “I leave my child with my little sister, who is ten years old, and I dress good and I go where the

NGO workers drink or live and one of them will ask me for sex, sometimes they give me things like food,

oil, soap and I will sell them and get money.” “I sleep with different men but mostly NGO workers because I

have to eat and feed my child” (girl mother in Liberia); “The wife of the business man saw me with her

husband who promised to pay me and she came and beat me, I could not fight her because she was big, the

man refused to pay me because I shamed him” (girl mother in Sierra Leone)

Girl mothers spoke of the difficulties they face in being accepted in society: “The adult women treat us

as children and make us feel we do not belong to their group. The young and single girls of our age who have

no children make us feel we dirty because we did something bad and they feel if they are with us the men

will not like them, so they do not like us anymore. We are lonely most of the time.” (girl mother in Guinea)

With the reported high prevalence of sexual exploitation by teachers exchanging grades for sex, the

education system is contributing to producing illiterate girls who will be the future illiterate mothers

and women.
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iv) Sexually transmitted disease (STDs) and HIV/AIDS

The assessment team did not have the mandate and the capacity to assess the numbers of refugee

children who have become HIV positive as a result of sexual exploitation and violence. However, all

the indicators point to high-risk behaviour patterns, which expose children to STD and HIV/AIDS

infection. The combination of immature bodies, poverty, lack of negotiating powers and practices of

unsafe sex, disbelief about HIV/AIDS are factors that increase the risk.

v) Pattern of sexual relationships

The assessment found a more equal power balance in peer relationships between boys and girls and

thus a better possibility of negotiating safe sex through the use of condoms. However, between female

adolescents and male adults there is limited or no room at all for negotiating safe sex. The amount of

money the adult pays undermines the negotiating power of the girl.

The strong link between sex and money has made it difficult for boys to find girlfriends since their

financial status is very poor. In some camps children said that some young boys are resorting to rape

since they are not able to pay the amounts demanded by the girls.

B) Sexual Violence

The assessment also focused on the problem of sexual violence. This was defined by children as:

“when one person wants to do woman business and the other one does not want, and he sex her by force.”

Most of the children who took part in the assessment knew of or had heard of a child who had been

sexually violated (generally understood as forced penetrative sex). Some of the children spoke of their

friends who had experienced sexual violence. “My friend she went to church for lessons, the pastor called

her to come in front, he started to do man business with her, and when she cried, he took a cloth and put it

in her mouth. When she went home she told her parents, but her father said nothing should be done to the

pastor. He is still at church and my friend feels very bad.” (girl in Sierra Leone)

a) Those affected by sexual violence, abuse and harassment

The findings of the team indicate the following:

Girls between the ages of four and 12 were also reported as being sexually harassed, either

verbally or through touching of buttocks, breasts, or genitals. Children said boys of their age group

also did the same, but that adult males were mostly responsible. “Each time ma sends me to the market

them big men like touching my waist line and my boobs”;

Children reportedly experience attempted rape mostly when they go to use the toilets or take a bath.

The toilets and bathrooms are all located in the same place, and divided along gender lines. Children

say adult males lay watch for when the child is going to the toilet. They then follow the child and try
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to rape them. “Me and my friend went to the toilet and when I got in this man came and tried to sex me. I

screamed and he got scared I run away with my friend.” (girl in Liberia);

It was reported that very young children are also affected;

Most of those experiencing sexual violence suffer rape by penis penetration of vagina or by finger

penetration. It seems there have been rare cases of oral rape, mainly by male parents with infants;

Incidents of rape among children by their grandparents were also reported. Most of the children

are left in the care of their grandparents by their parents. It is during the period of the parent’s

absence that male grandparents sexually violate the child;

Girls living in female-headed households (no husband) are more vulnerable to sexual violence by

neighbours, care givers and male friends of the mother;

The level of sexual violence experienced by abducted girls and in IDP situations is much higher

than those in refugee camps, especially where awareness campaign have been conducted as part of the

sexual and gender-based violence program;

Children who attend dance/bola nights and who go to video shows without by adult siblings are

also particularly vulnerable.

Children who are sent to sell food and non-food items are vulnerable to sexual violence as the

adult person waits for them in isolated or abandoned buildings on their way to and from selling

things. Some of the children are sent to sell food items near drinking places and are expected to stay

late at night until the items are sold. Some children are sent to sell food items at parking areas for long

distance truck drivers.

b) In addition to those persons described above, additional alleged perpetrators include:

Adult men including security personnel;

Adolescent boys and young men against their peers;

Men with drug and/or drink addictions;

People known to the children, including neighbours and relatives;

Unmarried men who cannot afford to pay for sex;

Mentally ill people;

Ex-combatants;

Medical staff

c) Where sexual violence takes place

Sexual violence is committed in areas around the camps such as streams where children are sent to

wash their clothes and kitchen utensils, where children take baths, the bush when children are sent to

look for food and firewood;
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In the surrounding villages or host community as children go looking for work in the palm wine

plantations and rice fields;

Dark and isolated places, be it buildings or bush areas within the camp, or between two parts of

the same camp;

In transit centres or emergency booths where hundreds of people are sleeping under one roof.

The emergency booths are supposed to house families for a short time but in some situations families

live there for more than six months. Children, especially girls, find themselves sleeping next to adult

men who are not their relatives;

In toilets and latrines, particularly where male and female latrines are in close proximity.

At night during the bola/dance nights, and video shows. Children who attend dance and video

clubs late into the night will at times try to walk home alone. The dance and video places, even when

there are a lot of people around, are ideal places for perpetrators to pick out girls who seem alone and

without money to pay to get in;

During conflict situations and large scale population movements (both during flight and

repatriation), at checkpoints along the route or close to IDP areas, or at military/ security locations

within refugee camps;

In the perpetrators' and or survivors' own homes.

There are reports that some boys also experience sexual violence, although the response to this notion

was always met with disbelief and arguments that such things do not happen in their communities.

“Within our community it is a taboo to have sex with a boy or another man.” However, most of the

time the focus groups failed to differentiate sexual violence against boys from homosexuality, which is

highly frowned upon and condemned by men, women and children. The lack of available reports or

data on sexual violence towards boys cannot be taken as a sign of the non-existence of such acts, but

rather as a silencing factor hindering boy children from coming forward and seeking assistance. “The

stigma towards boys who get raped is so strong in the community, that the boy will just keep quite, and if he

told his family, the fear of shame for the whole family will make them encourage the child to keep silent.”

(adolescent boy in Guinea)

d) Factors influencing levels of sexual violence

Regional conflict;

Prevalence of drug and alcohol abuse;

High prevalence of sexual exploitation;

Lack of reporting reinforced by the social stigma associated with being victim of sexual violence

and negative experiences of legal and investigatory procedures.

IV. FRAMEWORK FOR ACTION

UNHCR has adapted and adopted the recommendations made by the assessment team. They have

been incorporated into the attached Framework for Action, which has been sent to all UNHCR

offices concerned. The framework is outlined below.
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a) General Policy Guidance

Promote the setting aside of land for agricultural purposes during negotiations over refugee

settlements to enable self-sufficiency and to avoid the types of protection and social problems which

can result from over-dependency.

Be more gender-sensitive in operational design and implementation and be aware that this issue is

symptomatic of the low status of women in camp communities.

Foster initiative among communities and not dependence and powerlessness especially vis-à-vis

agency workers. The refugee community should be actively engaged to be concerned for and to

protect its own.

UNHCR should strengthen promotion of and adherence to the definition of a “child” as

everyone below the age of 18 in accordance with the standard established by the Convention on the

Rights of the Child.

b) Immediate Action

Convene a meeting with all staff to inform them generally about the allegations and the

seriousness with which the Organisation is dealing with them. Provide general guidance on the

behaviour and conduct expected of staff.

Branch Offices in Liberia, Guinea and Sierra Leone should prepare a plan of action to implement

the recommendations contained in this framework and report on all actions taken.

Determine what disciplinary actions are available.

All UNHCR staff to be provided gender-awareness training. Implementing Partners should be

invited to participate.

c) Provision of Humanitarian Assistance and Services

i) General

Review humanitarian assistance currently being provided to refugees (food, shelter, land etc.) to

verify whether allocations meet minimum requirements and basic needs.

Ensure humanitarian assistance reaches a minimum level where refugees have no other means of

meeting their basic needs.

Review the availability of adequate alternative livelihood options (micro-credit, land for farming

etc.) to see if more can be done to enable refugee communities to be self-sufficient.

Review camp layout and design (toilets, sleeping arrangements) to take adequate account of the

need for privacy and physical security and to ensure that the physical plan of the camp does not

exacerbate problems of sexual violence/exploitation.

Review and improve monitoring of humanitarian aid and services being provided by

implementing partners to ensure that assistance which has been allocated reaches refugees and is not

being manipulated to become a tool of exploitation in itself. In particular, review methods and adopt

more effective techniques e.g. spot checks, informers in refugee community etc.

Review special programmes for vulnerable groups (e.g. supplementary feeding, loans, agricultural

activities, housing) to ensure that they are reaching those they are intended to benefit e.g. verify

whether unaccompanied and separated children are able to access assistance and services as individuals
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rather than having to register as part of a family grouping; e.g. reconsider definitions of

“vulnerability” to ensure that the most needy are encompassed by such programmes.

Encourage field offices to focus attention and follow-up on sexual violence/exploitation as a

protection concern and a cornerstone of UNHCR’s mandate- and to take actions to remedy

violations.

ii) Community Involvement/Consultation

Branch Offices should hold more regular consultations about policies and programmes before

decisions are taken. This consultation should take place at a broad level and encompass all sectors of

the refugee community and UNHCR international staff.

Review the way in which camp management structures are set up and managed to ensure that all

sectors of the refugee community are adequately represented especially children and women.

Encourage field offices to consult children on the design and implementation of programmes and

policies impacting on them.

Help the refugee community to develop guidelines regarding various aspects of camp life e.g.

dances, video clubs.

Direct appropriate UNHCR international staff to undertake more regularly visit and monitor

activities in camps, in accordance with guidelines set in conjunction with headquarters.

Devise ways of increasing the presence of senior international staff in camps e.g. establish a rota

of UNHCR and implementing partner staff to ensure that international staff members are present in

the camps at all times.

Strengthen the reporting mechanism to ensure that refugees have a way of raising complaints

directly with senior-level UNHCR international staff member, and require camp leaders to report

abuses by agency staff directly to such a person.

Hold regular meetings in camps involving senior-level UNHCR international staff where

individual refugees can raise their concerns in a private manner.

iii) Programming for Sexual Exploitation

Ensure that the need to address the sexual exploitation of refugee children is incorporated as a

major component of existing programmes. Existing sexual and gender-based violence programmes

have not identified sexual exploitation as an issue and are not sensitive enough to the special needs of

children.

Review existing sexual and gender-based violence programmes to address the issue of child sexual

exploitation. Incorporate specifically designed initiatives to protect children from sexual exploitation

and to rehabilitate those who are already victims. This would include inter alia:

- Taking measures to identify girls in the refugee community who are most vulnerable to sexual

exploitation (girls from single parent households, unaccompanied and separated children -

perhaps living with relatives unable to provide e.g. elderly grandparents, girls who are street

traders/or whose mothers are street traders);

- Providing aid and services to girls who are identified as at-risk e.g. ensure enough assistance to

meet basic needs, education and training for alternative livelihood options/income-generation,

health care and advice, psychological/social support, life skills;
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- Conducting broader education campaigns in the refugee community (children, men, women,

special interest groups etc.) to address knowledge, attitudes and practice concerning sexual

exploitation and its consequences. The breakdown in social values and responsibilities of all

sectors of the refugee community (parents, leaders, children, etc.) needs to be tackled.

Identify existing initiatives concerning child sexual exploitation in the local community and see

whether the provision of financial support and specialist expertise would facilitate the expansion of

such projects to encompass refugee children.

Where they do not exist, implement projects to tackle the question of child sexual exploitation

where there are no possibilities of doing this under sexual violence/exploitation initiatives in the

refugee or host communities.

Document experiences and lessons learned from work by other organisations on sexual

exploitation and children with a view to replication in refugee settings.

In implementing SGBV programmes, field offices should recognise that boys too can be targeted

for sexual exploitation and abuse despite the fact that girls are the main victims. Special efforts are

needed to create an environment where boys feel able to report sexual abuse.

Strengthen existing sexual and gender-based violence programmes as a whole in terms of

coordination, capacity building of staff and refugee participation.

iv) Education Programmes

Build in safeguards into education structures to ensure that sexual exploitation does not take place

within the school system e.g. close attention to recruitment and monitoring of teachers, more female

staff.

Ensure that the education system does not impose excessive superficial demands (e.g. expensive

uniforms) which can deprive children of education and/or lead them into exploitative relationships.

Adapt existing education programmes to see how they can address the issue of child sexual

exploitation (e.g. UNHCR peace education and life skills training).

Provide support to enable teenage mothers to continue their education e.g. child care.

v) Training and Awareness-raising Activities

Expand awareness raising campaigns for the refugee community on a diverse range of subjects

(especially HIV/AIDS, child rights, sexual violence/exploitation, harmful traditional practices).

Carry out information campaigns to ensure that all groups in the refugee community especially

children understand their entitlements and rights (food, services, repatriation etc.). This

information should not only be given to community leaders.

vi) Other Programme Initiatives

Support programmes aimed at making women, especially adolescent girls, self sufficient through

skills-training, micro-credit, small businesses.

Establish sporting and environmental activities for children in line with current initiatives being

undertaken by headquarters.

Initiate programming activities to address other forms of exploitation that affect boys particularly

e.g. exploitation in the labour market.
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vii) Staff Management

Deploy more female staff, especially at the level of direct contact with the refugees. Services

concerning girls and sexual health especially should be operated by women.

Do not establish staff residence quarters in camps. Where this is essential for operational reasons,

staff should be housed at a nearby location outside the camp. Additional safeguards should be put in

place to ensure that staff residences do not become a location for abuse e.g. close monitoring, mixing

male/female staff.

Move field staff between camps on a regular basis to ensure that entrenched patterns of behaviour

are not allowed to develop.

Impose tighter controls on the use of official vehicles especially out of office hours. In particular

there should be tighter restrictions on transporting refugees except for work-related reasons.

Deploy more field staff to address these and other protection concerns properly. Cuts at

international level and especially among sectors most directly concerned with such issues – protection

and community services – are having a detrimental effect on protection coverage on the ground.

viii) Relations with Implementing Partners

Insist that partners be accountable for the behaviour of their staff. Convene a sub-regional

meeting of all implementing and operational partners to discuss programmatic follow-up.

d) Development and Enforcement of Legal Standards

Lobby governments to implement the Convention on the Rights of the Child (CRC). The CRC

has been signed and ratified by all three countries.

Lobby governments to sign and ratify the Optional Protocols to the Convention on the Rights of

the Child.

Support concrete measures to strengthen justice system, processes, and legal standards.

Undertake measures to increase the accessibility of the legal system by refugees e.g. provision of

transport, legal advice, interpretation, mobile courts.

Institute measures to increase security in camps e.g. deployment of police officers, facilities to

arrest and detain suspects etc.

Carry out monitoring and advocacy to ensure that criminal laws are enforced where violated.

Lobby government to ensure that abuses by national police and security forces are prevented and

effectively prosecuted if they occur.

Ensure that civil laws e.g. employment legislation is used to optimal effect to prevent the sexual

exploitation of children of concern to UNHCR.

e) Preventing Future Abuses by Employees

Develop a UNHCR code of conduct/child protection policy. This should be disseminated on a

systematic basis to all current and new employees. This policy should be wide-ranging but at the same

time specific in the types of behaviours it seeks to address.

Encourage staff to speak up about abuses. Parallel mechanisms need to be put in place to ensure

that staff are not penalised for making reports and that their security is adequately protected.
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Review codes of conducts/child protection policies instituted by other organisations to facilitate

the development of an appropriate policy for UNHCR.

Apply the code of conduct to all permanent or casual employees of the organisation, including

volunteers. It should also be made applicable to refugee camp leaders who have been put in a position

of trust and authority by UNHCR.

Provide training for staff in general on appropriate behaviours and standards of care, and staff

responsibilities towards refugees.
INFORMATION SHEET 7

GLOBAL OVERVIEW

Global overview of sexual exploitation and abuse 

Facts, statistics and information

Sexual exploitation and abuse

· Violence against women is one of the crucial mechanisms by which women are forced into a subordinate position compared to men”  UN General Assembly Declaration on the Elimination of Violence against Women

· One in three women worldwide will be beaten or raped in her lifetime. UNFPA
· More than 90 million African women and girls are victims of female circumcision or other forms of genital mutilation. (Heise: 1994)

· In Canada, 62% of women murdered in 1987 died at hands of an intimate male partner. (Canadian Centre for Justice Statistics: 1988)
· In Zimbabwe, domestic violence accounts for more than 60% of murder cases that go through the high court in Harare. ZWRCN
· In the United States, it is estimated that 1 in 4 adolescent has been sexually or physically abused or forced by a date to have sex against her will. (New York Times, 10/1/97.) 

· In South Africa, it is estimated that a women is raped every 83 second: only 20 of these cases are ever reported to the police. (Vetten:1996, Tribune:1991) 

· In Addis Ababa, Ethiopia, half of the 100,000 prostitutes are under 18 years of age. Save the Children
· During the armed conflict in Bangladesh in 1971, it is estimated that 200,000 civilian women and girls were victims of rape committed by Pakistani soldiers. Human Rights Watch
· A European Community fact-finding report estimated that more than 20,000 civilian women and girls were victims of rape in Bosnia since the fighting began in April 1992. Human Rights Watch
· In a study of 475 people in prostitution from five countries (South Africa, Thailand, Turkey, USA, and Zambia):
62% reported having been raped in prostitution.
73% reported having experienced physical assault in prostitution.
92% stated that they wanted to escape prostitution immediately.
(Melissa Farley, Isin Baral, Merab Kiremire, Ufuk Sezgin, "Prostitution in Five Countries: Violence and Posttraumatic Stress Disorder" (1998) Feminism & Psychology 8 (4): 405-426

· In Peru 33% of women are abused by their partners. 
(The Prevalence and Related Factors of Domestic Violence Against Women in the Mamre Community. Epidemiology Project. Sept. 1996. Rein GE, Le Roux DM, Jaschinski J, Haines Pt, Barnes DR.) 

· In a recent survey by the Kenyan Women Rights Awareness Program, 70% of the men and women interviewed said they knew neighbors who beat their wives. Nearly 60% said women were to blame for the beatings. Just 51% said the men should be punished. (The New York Times, 10/31/97) 

· At least 60 million girls who would otherwise be expected to be alive are "missing" from various populations, mostly in Asia, as a result of sex-selective abortions, infanticide or neglect. (UN Study On The Status of Women, Year 2000) 

· In eastern and southern Africa region, it is estimated that AIDS has orphaned 6 million children. The majority of the AIDS orphans in the region are forced to earn a living on the streets through prostitution. UNICEF 2001

In Uganda HIV infection is 6 times higher among young girls than boys with the difference in rates beginning as early as 9 years old and reaching a peak for the age-12-19 years old. This is due to old men seeking young girls for sexual exploitation with the belief that they are free form HIV. Ministry of Health- Uganda
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FACTORS WHICH INFLUENCE SEXUAL EXPLOITATION

COMMON FACTORS THAT INFLUENCE SEXUAL EXPLOITATION

1.
Vulnerability
· Poverty and social inequality put women and children at an increased risk of sexual exploitation, particularly prostitution and trafficking. Children are particularly vulnerable to being trafficked for sexual exploitation given that virginity, innocence and physical immaturity may force families to initiate prostitution or trafficking in an effort to escape the desperation of their extreme poverty.

· Consumerism/Materialism: The development of a culture, which condones the commodification of individuals (particularly women and children) in an effort to acquire material wealth, increase the vulnerability of children to fall victim to sexual violence and exploitation. For example, older women and men who kidnap or coerce young children into prostitution or other sexually exploitative practices as a way of making money.

· Situations of armed conflict, natural disaster and subsequent displacement of people can create a serious disruption of societal values. This may put children at a greater risk of being targeted for sexual exploitation and assault by the military, irregular forces, other refugees, and/or those in a position of authority. This vulnerability can also be exacerbated by breakdown of the family unit, which reduces a child’s access to protection and a secure and stable environment.

· Gender: Although both boys and girls are victims of sexual violence and exploitation, a general low regard for women exists in many cultures where women and girls are viewed as property. The vast majority of sexually assaulted, abused or exploited children are girls. On the other hand, a taboo against homosexuality may lead to the exploitation of boys being masked by silence.

· Separated children living on their own, and children in foster families or institutions, are also at increased risk of sexual exploitation and violence due to the fact that they no longer have a direct access to a family member or family-like figures for physical protection and/or material and emotional support.

· Mentally and physically disabled children are particularly vulnerable to sexual assault and abuse owing to their inability to escape would-be aggressors. Children with both mental and physical disabilities require special attention when addressing issues of protection and care from sexual violence and exploitation.

· Children belonging to marginalized ethnic groups are sometimes targeted for sexual violence as a form of “ethnic cleansing”. This violence is often directly related to their ethnic affiliations and/or religious beliefs. There is also a demand within the sex trade for children of backgrounds differing from those of the “consumers”. As a result, children of different ethnic backgrounds (usually marginalized) are lured away from their communities and taken to urban centers where they may be unable to communicate in a foreign language, reducing their ability to resist and flee.

· Cultural beliefs which are tolerant of child exploitation by condoning and/or ignoring the problems of prostitution, trafficking and early marriage of children (in some instances involving girls as young as eight), also contribute to the risk of children falling victim to sexual exploitation.

2.
Perpetrators  
· Some elements in armed forces are perpetrators of sexual exploitation and rape. At times these may be random acts perpetrated by individual soldiers but also more systematically organized cases have been associated with “ethnic cleansing”. Additionally, in several well-documented cases, the presence of peacekeeping troops (and often associated with the presence of humanitarian workers), has caused an increase in child prostitution. Both power and money are used to exploit young girls for sexual relations in these situations.

· Local and foreign “consumers” and organizers of the sex industry are also perpetrators of child prostitution. Every year, tourists and locals, overwhelmingly men, create a huge demand for children and adolescents. This demand is often met by sending, abducting and/or selling local children form economically disadvantaged areas to various cities under the disguise of “work”. This prostitution is often organized and run by local men and women who profit from this exchange. Refugee children are among those particularly at risk of being subjected to exploitation due to their economic instability and physical displacement. Increasingly younger girls are particularly at risk because they are thought, by the perpetrators, to have fewer diseases (particularly HIV/AIDS) than older girls.

· Staff and caregivers in institutions, and school-teachers are also perpetrators of sexual abuse and exploitation of children. The vulnerability of displaced children in institutions or living with foster families increases the risk of such occurrences. Exercise 4.3 illustrates the vulnerability of separated children to institutional sexual abuse. Institutions can be depersonalized and dehumanizing. Children may have little opportunity to form healthy attachments and therefore may have no one to turn to in distress. Teachers and others in authority also exploit children. However, the sensitivity around recognizing and reporting such problems often allows them to be overlooked and children to remain unprotected in such circumstances.
· Neighbors, acquaintance and others in their own community also perpetuate sexual violence and rape during and after situations of armed conflict. Cases of abuse and violence by friends and neighbors, with whom the victim had previously lived in perfect harmony, illustrate the extreme societal and individual disruption caused by armed conflict. The general loss of accountability for behavior in times of upheaval, along with a breakdown of traditional and communal values, leads to a general incapacity of victims and perpetrators to separate acceptable and unacceptable behavior.

· Other Children may also be perpetrators. In situations where HIV and AIDS are prevalent, it is not uncommon to find adolescent boys seeking younger and younger sexual partners, and where coercion is used on an unwilling girl, this should be seen as a form of sexual exploitation. However, it is important not to lose sight of both the potentially traumatic effect of the victim and the needs of the perpetrator, who may himself/herself be a victim of sexual abuse or exploitation and who is entitled to help and support.

3.
Impact
Individual impact: the effects of sexual exploitation on the individual child can be profound, and can be experienced on several levels: 

· The physical consequences can include genital injury, sexually transmitted diseases and the contraction of HIV/AIDS. There is evidence that adolescent girls are more likely to contract HIV from a single sexual contact than are adult women. Unwanted pregnancy can have further consequences including, for example, stigmatization and unsafe abortions;

· Emotional consequences can include the trauma of violent exploitation (which can have effects broadly similar to other traumatic experiences). In some societies, a sense of shame at having been violated, and especially if pregnancy results, can have severe consequences for the child;

· Social consequences can include ostracism by the family or community – especially if the child is disbelieved or blamed for what has happened. In some cultures, sexual exploitation will have a negative impact on the child’s chances of marrying;

· Secondary trauma can result if the incident is handled insensitively. Examples include aggressive interviewing of the child (e.g. by the police), insensitive medical examination, or those in authority disbelieving the child or even blaming him/her for the incident. These can all inflict further trauma.

Sexual exploitation within the family, by both immediate and extended family members such as parents and step-parents, siblings and cousins, or aunts and uncles, is particularly serious. Unless either the child or the perpetrator is removed, the risk of further abuse remains, but the child may be trapped because of the difficulties in speaking out against a member of the family. Other members of the family may be disinclined to believe the child’s story, which can result in further victimization. These issues are considered separately in Topic 9.

Community and family impact: sexual exploitation can have a serious impact on relationships not only within the family but also in the wider community. Particularly where the police or judiciary systems fail to respond to allegations, or where perpetrators are not seen to be brought to justice, this can create intense social tensions.  In a broader context for communities, the threat of diseases such as HIV/AIDS and other sexually transmitted diseases being spread must also be of fundamental concern. 
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	South Africa

TRAFFICKING

Thai police are looking for an ethnic Chinese man and his accomplices who lured local women to South Africa and forced them into sex slavery. A police spokesman told Reuters at least seven Thai women had complained they had been offered jobs in South Africa as dancers or hostesses in night clubs but when they arrived found they were required to serve as unpaid prostituted women. The women said they were tricked into paying the gang a "commission" for their tickets, work permits and employment before they left Thailand. In South Africa they were forced to work day and night, they said. "Some of them have already returned home and some are in the process of repatriation," said the police spokesman. He said the operation appeared to be part of a well-organized business sending Thai women and girls to Africa but did not say how the women had managed to escape. ("Thai women lured to South Africa as sex slaves," Reuters, 24 August 1998) 

PROSTITUTION

South Africa is a transit zone for international child pornography and prostitution. (Merab Kirmire, End Child Prostitution, Pornography and Trafficking (ECPAT), August 7, 1998, Sapa African National Congress) 

Case 

In 1996, police arrested a mentally ill man, responsible for the deaths of 17 prostitutes who were found strangled in the Western Cape Peninsula. (AFP, 5 December 1997) 

PORNOGRAPHY

Policy and Law 

In April 1998, the South African Human Rights Commission said it would ask Parliament to prioritize the amendment of a law to prevent the easy circulation of child pornography on the Internet. ("Child Pornography on Internet Should be Amended," Sapa, 30 April 1998) 

South Africa has appointed a task team to protect children against pornography and to develop legislation that will place the country on a par with the international community." (Sisula Outlines Latest Child Pornography Legislation," 7 July 1998) 

New legislation is in effect in South Africa making importation, production, possession and distribution of child pornography on the Internet an offense. ("Law to Control Child Porn in Force from Monday," Sapa, 31 May 1998) 

The 1996 Films and Publications Act makes the importation, production, possession and distribution of child pornography an offence. (Sisula Outlines Latest Child Pornography Legislation," 7 July 1998) 

ORGANIZED AND INSTITUTIONALIZED
SEXUAL EXPLOITATION AND VIOLENCE

The number of violent crimes against women and children has risen dramatically since the ANC came into power in 1994, says National Party. The number of rapes in South Africa had increased by 23% since 1996. 

· In 1994, 42,429 rape cases were reported, while 52,160 cases were reported in 1997. 
· There were 105.3 rapes per 100,000 people in 1994, by 1997 the figure was 120.6 per 100,000. 
· In 1994, 3,874 cases of indecent assault were reported, in 1997, the figure rose to 5,053. 
The report only provided the figures of reported cases. The introduction to the "National Policy Guidelines for Victims of Sexual Offences" said less than one third of reported rape cases reached the courts. Only 16% of reported rape cases resulted in convictions. ("More Rapes ‘Since ANC came to power’", HURINet - The Human Rights Information Network) 
During the first three months of 1998, 5,214 South African girls under 18 were reported raped, keeping pace with 1997’s record of 21,404. (Dean E. Murphy, "Africa’s Silent Shame," Los Angeles Times, 16 August 1998) 
Health officials in South Africa say adolescent girls are twice as likely to become infected with HIV as boys, a reflection of increased sexual activity, often unwilling, with older men. Mamelato Leopeng, an AIDS counselor at the Esselen Street Health Center in Johannesburg, said about one-third of the HIV-infected men she encounters have bought into the belief that sex with a virgin will cure them, and they are further convinced that the needed "dose of purity" is rendered ineffective with a condom. (Dean E. Murphy, "Africa’s Silent Shame," Los Angeles Times, 16 August 1998) 
The desire to "get back at women" is the most common reaction among men when they are first told they are HIV-positive, says Mamelato Leopeng, an AIDS counselor at the Esselen Street Health Center in Johannesburg, says. HIV-infected men have even targeted young girls as an act of vengeance. In a case reported by South African police in May 1998, members of a gang of unemployed men in Soweto were allegedly raping schoolgirls, telling their victims that they were HIV-infected and didn't want to die alone. (Dean E. Murphy, "Africa’s Silent Shame," Los Angeles Times, 16 August 1998)

	
	
	 

	

	


ZAMBIA: Sexual abuse of young girls fuels HIV/AIDS epidemic
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Widespread sexual abuse of young girls could stall progress in HIV/AIDS prevention 


JOHANNESBURG, 28 January (PLUSNEWS) - Widespread sexual abuse of young girls could stall progress in HIV/AIDS prevention among young Zambian adults, a new report has warned.

A report by Human Rights Watch on Tuesday found that abuses of the rights of girls, particularly sexual violence and other sexual abuse, directly contributed to the disparities of HIV prevalence between men and women.

"In many countries of eastern and southern Africa, HIV prevalence among girls under age eighteen is four to seven times higher than among boys the same age," the report said.

The report titled,'Suffering in Silence: Human Rights Abuses and HIV Transmission to Girls in Zambia', documents several categories of abuse that increase girls' risk of HIV infection.

Firstly, the sexual assault of girls by family members, especially "the shocking and all too common practice of abuse of orphan girls by men who are their guardians," the report noted.

But the community and law enforcement agencies were often complicit in attempting to hide this type of abuse. 

"The reality when the breadwinner is responsible, is that families themselves seek to cover up [sexual abuse]. If the breadwinner ends up in prison, the family has to deal with all the financial implications. So its the economic realities and the shame and stigma associated with it," Janet Fleischman, director for Africa Division of Human Rights Watch and author of the report, told PlusNews.

Secondly, orphaned girls who were heads of households or were desperately poor, had few options other than trading sex for survival.

"They may have no recourse but to trade sex for survival - their own survival and sometimes that of their siblings - and they are rarely able to negotiate safer sex," Fleischman noted.

Finally, the abuse of girls who lived on the street had become a growing problem. "The number of street children is likely to increase even more, because of the growing numbers of children being orphaned due to parents dying of AIDS," the report said.

The "subordinate" social and legal status of women and girls made it difficult for them to negotiate safer sex and to take steps to protect themselves from HIV/AIDS and other sexually transmitted diseases (STDs). 

According to the report, one of the key problems in the government's response was the failure of the criminal justice system to deal with sexual abuse. Human Rights Watch called for the government to intensify training on addressing sexual abuse for police and court officials, to strengthen victim support units of the police, and to ensure rigorous prosecution
of these crimes.

Fleischman said: "The highest political level has to make it clear that it is in the national interest for such cases to be handled appropriately."

The United Nations had to engage in high-profile advocacy about the link between human rights abuses and HIV transmission to girls in Zambia, ensuring that UN Children's Fund programmes reflected the special protection needs of girls, the report suggested. 

The link between sexual abuse and HIV/AIDS had not received the attention it merited, despite a spate of media reports declaring women and young girls the faces of the epidemic," she added.

Preventing the sexual abuse of young girls now had to move "out of the realm of rhetoric and into the reality" of HIV/AIDS programming.

"Its quite do-able, if there's political will and resources to back it up," Fleischman said.


The Facts 

Sexual Abuse and Violence in Sub-Saharan Africa
Sexual abuse and violence are serious problems that transcend racial, economic, social and regional lines. Violence is frequently directed toward females and youth, who lack the economic and social status to resist or avoid it. Adolescents and young women, in particular, may experience abuses in the form of domestic violence, rape and sexual assault, sexual exploitation, and/or female genital mutilation. Accurately estimating the prevalence of sexual abuse and violence in the developing world is difficult due to the limited amount of research done on the subject. Cultural mores against reporting abuse make it difficult to assess accurately, and few adolescent health programs in sub-Saharan African address these critical issues.
Domestic Violence Is Widespread in Sub-Saharan Africa.
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	Violence against women is a widespread problem in sub-Saharan Africa. Surveys conducted in sub-Saharan Africa reveal that 46 percent of Ugandan women, 60 percent of Tanzanian women, 42 percent of Kenyan women, and 40 percent of Zambian women report regular physical abuse.(1) In a Nigerian survey, 81 percent of married women report being verbally or physically abused by their husbands. Forty-six percent report being abused in the presence of their children.2
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	Violence has a significant impact on the health and life expectancy of women. The World Bank estimates that rape and domestic abuse account for 5 percent of healthy years of life lost to women of reproductive age in developing countries.3
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	Domestic violence can have long-term psychological effects. Studies have shown that one out of every four suicide attempts by women is preceded by abuse.4
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	Children in abusive households also suffer from the effects of violence, whether or not they are physically abused. Studies have shown that children who witness violence may experience many of the same emotional and behavioral problems that physically abused children experience, such as depression, aggression, disobedience, nightmares, physical health complaints and poor school performance.3


Young People Are Vulnerable to Rape and Sexual Assault.
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	Worldwide, 40-47 percent of sexual assaults are perpetrated against girls age 15 or younger.4
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	In a study in a South African hospital of children under age 15 in whom a diagnosis of child abuse was considered, 45 percent of the children reported having been the target of sexual abuse. Thirty-one percent reported being physically abused, and sexual abuse was suspected but not confirmed in another 14 percent of the children.5 A study in Uganda revealed that 49 percent of sexually active primary school girls say they had been forced to have sexual intercourse.6
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	Abuse takes place in both urban and rural environments. A study in a rural population of South Africa found that 51 percent of children between six months and 15 years of age receiving medical treatment for sexual abuse have been abused by a neighbor, an acquaintance, a lodger or a stranger.7 Studies conducted in a city in Zimbabwe found that half of reported rape cases involve girls less than 15 years of age and that girls are most vulnerable to sexual abuse by male relatives, neighbors and school teachers.8
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	Both boys and girls can be targets for sexual abuse. In a District in Uganda, 31 percent of school girls and 15 percent of boys report having been sexually abused, many by teachers.9
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	The threat of social stigma prevents young women from speaking out about rape and abuse. In Zimbabwe, rape cases are sometimes settled out of court when the perpetrator either pays compensation to the girl's father or pays a bride price and marries the girl to avoid bringing public attention and shame to the girl and her family.8
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	All Anglophone countries have enacted laws which directly address sexual offenses against minors. The age at which young people are protected by statutory rape laws varies in these countries, from under 13 years in Nigeria to under 16 years in Zimbabwe. Only Kenya specifically criminalizes both physical and verbal sexual harassment.10


Young People Are Targets of Sexual Coercion and Exploitation.
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	Young girls frequently report that their early sexual experiences were coerced. In a study in South Africa, 30 percent of girls report that their first sexual intercourse was forced.1 In rural Malawi, 55 percent of adolescent girls surveyed report that they were often forced to have sex.8
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	Sexual exploitation of young people is frequently facilitated by their lack of economic power and job opportunities. In Addis-Ababa, Ethiopia, an estimated 30 percent (about 30,000) of prostitutes are women ranging from 12-26 years of age. The number of adolescent females engaged in informal prostitution may be far greater.11
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	Young women are vulnerable to coercion into sexual relationships with older men. "Sugar daddies" take advantage of girls' lack of economic resources by promising to help with their expenses in exchange for sex.12,13 A study of female adolescents in Kenya revealed that 50 percent of the girls admit receiving gifts in the form of money, ornaments and clothes from their partners when they engaged in sex for the first time.14 In Uganda, twenty-two percent of primary school girls anticipate receiving gifts or money in exchange for sex.6
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	In a hospital study on abortion in Tanzania, nearly one third of adolescents receiving abortion were impregnated by men 45 years or older.15
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	In villages in Ghana, 70 percent of mothers interviewed said they had encouraged young girls into premarital sexual relationships. Many older women felt that receiving gifts in exchange for sex was not regarded as prostitution but evidence of a man's love.16
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	Forced marriage of young girls to older males leaves girls with little or no economic or social power. In rural Northern Ethiopia, the mean age for first marriage is 13.5 years for girls and 19.5 years for boys.17 While the average age at marriage is rising, twelve of sixteen countries included in the Demographic Health Survey have an average age at first marriage of between 16 and 21.18



Female Genital Cutting Threatens the Health of Young Women.
	[image: image48.png]



[image: image49.png]



	Estimates suggest that between 85 and 114 million girls have been subjected to female genital cutting, also known as female genital mutilation (FGM) or female circumcision. The practice varies from cutting the external genital area to closing the genital area leaving a small opening for passage of urine and menstrual flow. As populations grow, the number of girls undergoing the procedure is increasing by about 2 million per year.19
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	Female genital cutting has severe and lifelong health consequences for girls. In Sudan, doctors estimate that 10 to 30 percent of young girls die from it, especially in areas where antibiotics are not available.4 Medical complications of FGM include pain, prolonged bleeding, hemorrhaging, urinary retention, infections, obstetric complications, and psychological trauma.20
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	Few laws protect young women from FGM. In Anglophone African nations where genital cutting is prevalent, only Ghana has passed specific laws opposing its practice.10 
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	Zimbabwe

PROSTITUTION

The number of girls entering prostitution is increasing. The men who sexually exploit girls are called "Sugar Daddies." (UNICEF 1991, Fred Katerere, "Zimbabweans Youth Warned About Early Sex With Elders," PANA, 8 October 1997) 

ORGANIZED AND INSTITUTIONALIZED
SEXUAL EXPLOITATION AND VIOLENCE

About one-fifth of female AIDS cases in Zimbabwe involve girls in their teens or younger, while the equivalent number among males is one-seventh. Imbalances in infection rates among girls and boys exist in other African countries as well, in large part because of child prostitution but also, medical workers suspect, because of sexual abuse at home. (United Nations,Dean E. Murphy, "Africa’s Silent Shame," Los Angeles Times, 16 August 1998) 

Reported rapes in Zimbabwe have increased 30% between 1993-1998 and more than half of the cases in 1997 involved children, a large number of them under 5-years-old. (Dean E. Murphy, "Africa’s Silent Shame," Los Angeles Times, 16 August 1998) 

Cases 

A 31-year-old army captain infected with HIV was convicted of raping a 4-year-old neighbor; authorities have not revealed whether the girl has contracted the virus. In April 1998, a 38-year-old Harare man, also HIV-positive, was accused of raping his 6-year-old daughter in the bathtub; the girl later tested positive for the disease, authorities said. In an earlier trial, a rapist who described himself as "King AIDS" was sentenced to life in prison for knowingly infecting an 8-year-old. (Dean E. Murphy, "Africa’s Silent Shame," Los Angeles Times, 16 August 1998)


HIV/AIDS
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Lesotho

	AIDS Programmes
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National Strategic Framework
Status
Completed (2001-2004)

National policies 

· National policy on HIV/AIDS 

· Sectoral HIV/AIDS policies in education, health and workplace. 

Ministry of Health and Social Welfare (MOHSW)
Department of Health:
Tel: +266 22 314 404 / 22 322 180
Fax: +266 310 667
Postal address: PO Box 514 Maseru 100
Contact: Nthabiseng Mabitle
Web: http://www.lesotho.gov.ls/
Lesotho AIDS Programme Coordinating Authority (LAPCA)
Contact: Mrs Monaheng, Director
PO Box 11232, Maseru 100, Lesotho 
Tel: +266 22 32 67 94 /+266 22 322180
Fax: +266 22 32 72 10 /+266 22 323010

 The national AIDS programme is an integrated approach towards the prevention and control of this devastating disease, with countrywide activities 

HIV/AIDS Organisations:
1. Care Lesotho
Contact: Gillian Forest
PO Box 682, Maseru 100, Lesotho
Tel: +266 22 314 398
Fax: +266 22 310 195
E-mail: info@caresa-lesotho.org.za / gillian.forest@care.org
Web: http://www.caresa-lesotho.org.za/
· CARE works with civil society, private sector and government partners to develop strategies for HIV/AIDS mitigation for vulnerable groups 

2. Christian Health Association of Lesotho (CHAL)
Contact person: Lois Furg/V Khadi
PO Box 1632 Maseru 140
Tel: +266 22 312500
Fax: +266 22 310314
Email: chal@lesoff.co.za
· Medical care, advice, support, exchange of information, access to resources, policy influence and advocacy, capacity building and providing technical assistance on HIV/AIDS 

3. The Green Crescent Trust
Contact person: Dr. Abdul Elgoni and Dawood Ponoane
PO Box 0838 Maseru 105, Lesotho
Tel: +266 22 866923
Fax: +266 22 310322
E-mail: elgonia@hum.unvs.ac.za
4. Lesotho Network of AIDS Service Organisations (LENASO)
Contact: Mrs Lois Sebatane
P O Box 553 Maseru, Lesotho
Tel: +266-22-322038 Ext 3971
Tel: +266-22-340474 / 213005
Fax: +266-22-340000
E-mail: lasebatane@nul.ls
Web: http://www.sanaso.org.zw/
· National network facilitating research, exchange of information, access to resources, policy influence and advocacy, capacity building and providing technical assistance to its members, thus enhancing their capacities to mitigate the spread of HIV 

5. Maseru Children's Village
Contact person: Lori Janssen-Whittet
PO Box 151 Maseru 100
Tel: +266 22 322559
E-mail: lsc@leo.co.ls
· HIV/AIDS orphanage, networking, care and support, advocacy, capacity building and providing technical assistance 

6. Positive Action - Lesotho
Contact person: Ingo Seifert
PO Box 1895 Maseru 100 
Tel: +266 22 885 0069
Email: ingo@positive-action.org
Web: http://www.positive-action.org/
· Fund-raising and income generation activities; information dissemination; self-help groups; skills building. 

7. Population Services International (PSI)
Contact: Aaron Maselwane, Programme Manager
PO Box 15863 Maseru, Lesotho
Tel: +266 22 23 68 25
Fax: +266 22 31 12 00
E-mail: progmanager@psi.co.ls
· Uses social marketing to deliver health products, services and information that enable low-income and other vulnerable people to lead healthier lives.

8. Red Cross Society - Lesotho
PO Box 366 Maseru 100
Tel: +266 22 313 911
Fax: +266 22 310 166
E-mail: lesoff@lesred.co.za
· Training; technical assistance; education; information; awareness; support; care; income generation activities; advocacy. 

9. Society of Women and AIDS in Africa (SWAA)
PO Box 200 Maseru
Tel: +266 22 311 906
Fax: +266 22 323 092
· Counselling; training; education; information; awareness; support; care; income generation activities; advocacy. 

10. Expanded UN Theme Group on HIV/AIDS, Chair
Ms. Scholastica Kimaryo
UNDP Resident Representative/UN Resident Coordinator
P.O Box 301,
Maseru, 100 Lesotho
Tel: +266 22 313 790
Fax: +266 22 310 042
E-mail: scholastica.kimaryo@undp.org
Web: http://www.undp.org/
· Supports an expanded response and policy advice on preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS 

11. UNAIDS Country Coordinator
Contact person: Tim Rwabuhemba
P.O Box 301,Maseru, 100 Lesotho
Tel: +266 22 313 790
Fax: +266 22 313 571
E-mail: rwabuhembat@unaids.org
Web: http://www.unaids.org/
· UNAIDS, leads, strengthens and supports an expanded response aimed at preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS 
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	 Epidemiological Fact Sheet


	Estimated number of adults and children living with HIV/AIDS, end of 2001

	These estimates include all people with HIV infection, whether or not they have developed symptoms of AIDS, alive at the end of 2001:

	Adults and children
	360,000
	 

	Adults (15-49)
	330,000
	Adult rate(%) 31.0

	Women (15-49)
	180,000
	 

	Children (0-15)
	27,000
	 

	Estimated number of deaths due to AIDS

	Estimated number of adults and children who died of AIDS during 2001:

	Deaths in 2001
	25,000
	 

	Estimated number of orphans

	Estimated number of children who have lost their mother or father or both parents to AIDS and who were alive and under age 15 at the end of 2001:

	Current living orphans
	73,000
	 


Assessement of the Epidemiological Situation (2002)
Information on HIV prevalence among antenatal clinic attendees is available since 1991. No ANC sentinel surveys were conducted between 1997 and 1999. In Maseru, the major urban area, HIV prevalence was fairly stable between 1991 and 1993, ranging from 5.1%-6.1%. Beginning in 1994, HIV prevalence among antenatal clinic attendees began to rise dramatically from 31.3% in 1994 to 42.2% in 2000. Outside Maseru, HIV prevalence increased from 0.7%-3.5% in 1991 to 15.8%-34.8% in 1996. In 1999, a hospital based survey found an overall HIV prevalence of 27% among ANC attendees at the four sentinel surveillance areas outside Maseru. In 2000, five sites outside Maseru (the only site in the mountainous region opened in 2000)had a median HIV prevalence of 19.3% with rates ranging from 12.29% to 26.03%.

No information is available on HIV prevalence among sex workers. HIV sentinel surveillance information is available for STI clinic patients since the late 1980s. In Maseru, HIV prevalence among STI clinic patients tested increased from 1% in 1989 to 11.1% in 1993, before sharply increasing to 39.2% in 1996 and to 65.2% in 2000. Outside of Maseru, HIV prevalence among male STI clinic patients increased from 4.8%-7.1% in 1991 to 34.9%-63.5% in 1996; in 1999 the median prevalence was 41%. In 2000, HIV prevalence among STI patients tested in 5 sites ranged from 39.4% to 50.9%.

A sociocultural survey conducted in 1998 in four districts showed the mean age at first sex for girls was 14 years and younger for boys. In 1992, a KABP survey conducted among high school students showed the mean age at first sex was 16 years

MALAWI

	AIDS Programmes
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National Strategic Framework
Status
Completed (2000-2004)

National policies
· National Health Plan and Policy incorporates HIV prevention and mitigation. 

· Strategy for Comprehensive Management of HIV/AIDS newly completed. 

· National policy on HIV/AIDS finalised June 2003 for parliament's approval by end of year. 

Ministry of Health and Population (MOHP)
P.O. Box 30377, Capital City, Lilongwe 3, Malawi
Tel: +265 1 789 400/ 1 788 849/ 1 789 195
Fax: +265 1 789 431
E-mail: health@malawi.gov.mw
National AIDS Commission of Malawi
Dr. Bizwick Mwale, Executive Director / Dr Owen Kalua, Director of Programmes
P. O. Box 30622
Lilongwe, Malawi
Tel: +265 1 727 900
Fax: +265 1 843 363 / +265 1 727 398
E-mail: okalua@aidsmalawi.org / mwaleb@aidsmalawi.org.mw
Web: http://www.aidsmalawi.org/
  Prevention work; strengthen the capacity of institutions, communities and individuals to stop the spread of the epidemic and mitigate its impact. 

HIV/AIDS Organisations:
1. Actionaid - Malawi
P.O. Box 30735, Lilongwe
Tel/Fax: +265 1 774 721/771 349
E-mail: amsfa@sdnp.org.mw
Web: http://www.actionaid.org/
· Prevention; care and support, advocacy, outreach; education; counselling. 

2. Family Health International (FHI)
Contact Person: Dr. Margaret Kaseje, Country Director
House City Center
NICO House, 1st Floor
Lilongwe 3, Malawi 
Tel: 265-1-775-106
Web: http://www.fhi.org/
· Diversified programme of research, education, and services in family health and HIV/AIDS prevention and care. 

3. Malawi AIDS Counselling & Resource Organisation (MACRO)
Contact: Katawa Hsowoya
Tel: +265 835 390
Fax: +265 624 980
E-mail: macro@malawi.net
· Prevention; outreach; education; counselling. 

4. Malawi Network of AIDS Service Organisations (MANASO)
Contact: Mrs Francina Nyirenda
P.O. Box 2916
Blantyre, Malawi
Tel: +265-1-635018-46
Cell: +265-8-844099
Fax: +265-1-621984
E-mail: manaso@malawi.net
Web: http://www.sanaso.org.zw/
· Networking; information sharing, training workshops; grants management aimed at building the capacities of community based organisations. 

5. Malawi Network of People Living with HIV/AIDS
Contact person: Victor Kamanga / George Kampango
P Bag 377
Lilongwe 3, Malawi
Tel: +265 1 781 172/265-1-773727
Fax: +265 1 781 198/265-1-770194
E-mail: manet@malawi.net / manetplus@manetplus.net
Web: http://www.sanaso.org.zw/
· Support groups; information; training programmes; conferences. 

6. National Association of People with HIV/AIDS in Malawi (NAPHAM)
Contact: Kumbakani Black
Private Bag 355
Lilongwe, Malawi
Tel: +265 791943
Fax: +265 791939
E-mail : napham@malawi.net
· Home-based care; counselling; education; condom promotion; information; support; advocacy. 

7. Partners in Hope - ABC Community Clinic
Contact: Perry A. Jansen, Medical Director
P.O. Box 1028
Lilongwe, Malawi
Tel: +265 01 761 670
Fax: +265 01 761 743
E-mail: perry.jansen@sim.org
Web: http://www.partnersinhope.info/
· Clinic with programmes for ARVs, HIV prevention; prevention of mother to child transmission; home-based care. 

8. Policy Project Office
Contact person: Shawn Aldridge or Rita Chilongozi
Amina House, 1st Fl, East, Chilambula Road, Plot 6/14
Private Bag B404
Lilongwe, Malawi 
Tel: +265-1-754-130
Cell: +265-9-222-984
Fax: +265-1-754-127
E-mail: saldridge@rti.org / ritac@eomw.net
Web: http://www.policyproject.com/
· Mobilization of government and communities to prevent HIV/AIDS 

9. Population Services International (PSI)
P.O. Box 529
16 Leslie Road
Blantyre, Malawi 
Tel: +265-1-677-345
Fax: +265-1-674-138
E-mail: chavasse@malawi.net
Web: http://www.psi.org/
· Uses social marketing to deliver health products, services and information that enable low-income and other vulnerable people to lead healthier lives 

10. Southern African AIDS Training Programme (SAT)
Contact person: Howard Kasiya, Country Programme Officer
Private Bag B 325, Lilongwe 3. Malawi
Tel: (265) 774-422 / 774-427
Fax: (265) 775-351
E-mail : sat.malawi@satregional.org / kasiya@satregional.org
Web: http://www.satregional.org/
· Supports community responses to HIV and AIDS through in-depth partnership, networking, skills exchange and lesson sharing in HIV prevention, HIV and AIDS care and support throughout the region 

11. Salima HIV-AIDS Support Organization (SASO)
Contact: George Kanyemba 
PL Bag 18 
Salima, Malawi 
Phone: +265-262-821
· Networking; information sharing, training workshops; grants management aimed at building the capacities of community-based organisations 

12. Umoyo Network
Private Bag 254
Blantyre, Malawi
Tel: +265 621022/621348
Fax: +265 624980
E-mail : umoyo@malawi.net
Web: http://www.umoyonetwork.org/
· Capacity building in reproductive health and HIV/AIDS of local NGOs in Malawi 

13. UN Theme Group on HIV/AIDS, Chair
Dr Charlotte Gardiner
UNFPA Representative
P.O. Box 30135, Lilongwe 3
MALAWI
Tel: + 265 1 771 444/474/828
Mobile: +265 8 828 154
Fax: +265 1 771 402
E-mail: charlotte@unfpa.sdnp.org.mw
Web: http://www.unfpa.org/
· Supports an expanded response and policy advice on preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS 

14. UNAIDS Country Programme Adviser
Mr Erasmus Morah
UNAIDS 
P.O. Box 30135, Lilongwe 3
MALAWI
Tel: +265 1 773 329/927
Mobile: +265 9 960 130
Fax: +265 1 773 992
E-mail: emorah@unaids.unvh.mw
Web: http://www.unaids.org/
· UNAIDS, leads, strengthens and supports an expanded response aimed at preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS 
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	 Epidemiological Fact Sheet


	Estimated number of adults and children living with HIV/AIDS, end of 2001

	These estimates include all people with HIV infection, whether or not they have developed symptoms of AIDS, alive at the end of 2001:

	Adults and children
	850,000
	 

	Adults (15-49)
	780,000
	Adult rate(%) 15.0

	Women (15-49)
	440,000
	 

	Children (0-15)
	65,000
	 

	Estimated number of deaths due to AIDS

	Estimated number of adults and children who died of AIDS during 2001:

	Deaths in 2001
	80,000
	 

	Estimated number of orphans

	Estimated number of children who have lost their mother or father or both parents to AIDS and who were alive and under age 15 at the end of 2001:

	Current living orphans
	470,000
	 


Assessment of the Epidemiological Situation(2002)
Information on HIV seroprevalence among antenatal clinic attendees is available since the mid-1980s. Lilongwe, Blantyre and Mzuzu are considered major urban areas. From 1985 to 1993, HIV seroprevalence among antenatal women in urban areas increased from 2% to 30%. In 1998, 26% of antenatal clinic attendees tested HIV positive. In 1997, 17% of the women less than 20 years of age were HIV positive; peak HIV prevalence of 32% was seen among women aged 25-29 years. Outside the major urban areas, HIV prevalence among antenatal women tested increased from 6% in 1992 to 18% in 1998. The range of HIV prevalence among antenatal women tested in 14 in 1998 was from 6% to 25%. Of these sites; 4 out of 8, considered rural, had rates between 14.5% and 20.9%. In 1998, combined age data from all 19 sites including both major urban and non-urban areas indicate that 14% of the women under 20 years were HIV positive and a peak prevalence of 28% was observed among women 25-29 years of age. An ANC sentinel surveillance survey was conducted in 2001 but results were not readily available at the time of writing this profile.

In 1986, 55.9% of sex workers tested in Blantyre were HIV positive. In 1994, 70% of sex workers tested in Lilongwe were HIV positive. Over 50% of STI clinic patients tested in the major urban areas between 1989 and 1996 were HIV positive. In 1995, 45.5% of STI clinic patients tested in 7 sites outside of the major urban areas were HIV positive.

Mozambique 

	AIDS Programmes
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National Strategic Framework
Status
Completed for 2001-2003 (and may be updated in 2003)

National policies
· Policy on ARV treatment, (currently being finalised) 

· PMTCT (currently being finalised) 

· Home-based care (currently being finalised) 

· Law on discrimination in the workplace passed in November 2001. 

Ministry of Health:
PROGRAMA NACIONAL DE CONTROLE DAS DTS/SIDA (PNC DTS/SIDA)
National STD/AIDS Control Programme
Contact: Avertino Barreto Director Nacional de Saúde Adjunto
MISAU, Av. Eduardo Mondlane/Salvador Allende 
Maputo, Mozambique
Tel: +258 1 421 095 / +258 1 431 305 / +258 1 430 970
Fax: +258 1 430970 / +258 1 431305
E-mail: avertino@dnsdee.imoz.com / mmanajte@dnsdee.imoz.com
  Statutory programme; prevention; advice; support; information. 

National Council for AIDS:
Ms. Janet Mondhlane, Executive Secretary / Cornlio Balane
Antonio Bocarro
C.P. 106/114, Maputo Mozambique
Tel: +258 1 495396
Fax: +258 1 495 395
Mobile: +258 82 385 184
E-mail: cornlio.balane@cncs.org.mz / 
  Coordinates and monitors an expanded national multisectoral response to HIV/AIDS. 

HIV/AIDS Organisations:
1. ACÇÃO SIDA AIDS Action
Contact person: Ana Novoa and Ricardo Barradas
PO Box 1253, Maputo, Mozambique
Tel: +258 1 497252
Fax: +258 1 425 255
E-mail: medico@zebra.uem.mz
· Publishes newsletter "Acção SIDA" in Portuguese, for health professionals and distributed in all Portuguese-speaking African countries (Angola, Cape Verde, Guinea-Bissau, Mozambique and São Tomé and Principe). 

2. ACTIONAID
Contact: Fernanda Bernardo
Rua Comandante Augusto Cardoso No 327/328 
CP 2608, Maputo
Mozambique
Tel: +258 1 314 342/345/604/605
Fax: +258 1 314 346
E-mail: aamozhiv@teledata.mz / fernandab@actionaidmozambique.org
Web: http://www.actionaid.org/
· Technical and financial support to help national NGOs and communities to develop their capacities to respond to HIV/AIDS, promoting the participation and the leadership of HIV+ people. 

3. African Medical Research Foundation-Mozambique (AMREF)
P.O. Box 433, Maputo
Mozambique
Tel: +258 1 30 90 25/ 42 49 13
Fax: +258 1 31 08 36
E-mail: amrefmoz@sortmoz.com
· Health Promotion; research; development of institutional capacities; training; advocacy. 

4. Associação Moçambicana para o Desenvolvimento da Família (AMODEFA)
Contact: Maria dos Anjos Machonisse
Caixa postal nº 1535, Maputo
Mozambique
Tel: +258 1 405109
Fax: +258 1 405149
E-mail: informe@amodefa.org.mz
Web: http://www.amodefa.org.mz/
· Development of family planning projects; prevention of STD/HIV; sexual education for young people; works in the provinces of Maputo, Gaza and Zambezia. 

5. Direção de Saude da Cidade de Maputo
Contact: Amelia Cunha
Av. Maguiguana 1240, 3o Maputo
Mozambique
Tel: +258 1 420033
· Education project for HIV/STD prevention aimed at sex workers and their clients; medical treatment of STDs; education activities in prevention; promotion and distribution of condoms; development of prevention projects in the community. 

6. Journalist Association Against AIDS (AJAIDS)
Tel: +258 1 405107 / 402167
Fax: +258 1 430951
· Advocacy; information; training programmes; conferences for HIV/AIDS and media. 

7. Kindlimuka - Network of People Living with HIV/AIDS
Contact person: Arlindo Fernandes/Mr Julio Mujojo
Rua Resistencia 630 Maputo
Tel: +258 1 422651 / +258-1-322651
Fax: 258-1-322651
E-mail: kindlimuka1@mail.tropical.co.mz
· Support groups; information; training programmes; conferences, networking. 

8. Kubatsirana
Contact: Faustino Manuel
C.P. 45 Chimoio, Manica Province, Mozambique
Tel: +258 5124738
E-mail: kubat_sirana@yahoo.com
· Care and support, development of counselling activities; advocacy and income raising activities. 

9. Mozambican Network of AIDS Services Organization (MONASO)
Contact: Dr. Ricardo Trindale/Ms Emilia Adriano
Tel: +258 1 425260
Fax: +258 1 425256
E-mail: mona@tropical.co.mz
Web: http://www.sanaso.org.zw/
· National network facilitating research, exchange of information, access to resources, policy influence and advocacy, capacity building and providing technical assistance to its members, thus enhancing their capacities to mitigate the spread of HIV. 

10. Muluede (Associação Mulher.Lei. Desenvolvimento)
Contact Person: GUITHERMIDA Milice
Av Paulo Samuel Kankmba 2150 MAPUTO, MOZAMBIQUE
Tel: +258 1 42 55 80
Fax: +258 1 42 55 80
· Prevention programmes against STD/HIV/AIDS; works in 10 districts of Maputo. 

11. Population Services International (PSI)
Avenida Lucas Elias Kumalo, #33
Maputo, Mozambique
Phone: +258-1-485-025; 026; 027; and 028
Fax: +258-1-485-029
E-mail: jpeters@psi.org.mz
Web: http://www.psi.org/
· Uses social marketing to deliver health products, services and information that enable low-income and other vulnerable people to lead healthier lives. 

12. Southern African AIDS Training Programme (SAT)
Contact person: Gabriel de Barros, Country Programme Officer
Av. Agostinho Neto, No. 1112, R / C Dto, C. P. 1593,
Maputo, Moçambique
Tel: +258 1 306-163 / 306-304
Fax: +258 1 302-976
E-mail: sat.mozambique@satregional.org / debarros@satregional.org
Web: http://www.satregional.org/
· Programme for communities living with the double stigma of AIDS and poverty; gives financial support to project developing, technical assistance in project management and institutional support through sustainable local mechanisms; it also includes local and community support against AIDS. 

13. University Group of Activists on HIV/AIDS (GASD)
Tel: +258 1 423061/3
Fax: +258 1 300318
E-mail: balane@health.uem.mz
· Research; development of counselling activities; advocacy. 

14. UN Theme Group on HIV/AIDS, Chair
Ms Marie-Pierre Poirier
UNICEF Representative
P.O. Box 4713
Maputo, Mozambique
Tel: +258 1 48 11 00 / 49 10 23 / 49 10 24
Fax: +258 1 49 16 79
Mobile: +258 82 30 51 99
E-mail: mppoirier@unicef.org
Web: http://www.unicef.org/
· Supports an expanded response and policy advice on preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS 

15. UNAIDS Country Programme Adviser
Ms Aida Girma
UNAIDS
P.O. Box 4595
Maputo, Mozambique
Tel: +258 1 49 17 75
Telefax: +258 1 49 23 45
Mobile: +258 82 31 45 59
E-mail: aida.girma@unaidsmz.com
Web: http://www.unaids.org/
· UNAIDS, leads, strengthens and supports an expanded response aimed at preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS.
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	 Epidemiological Fact Sheet


	Estimated number of adults and children living with HIV/AIDS, end of 2001

	These estimates include all people with HIV infection, whether or not they have developed symptoms of AIDS, alive at the end of 2001:

	Adults and children
	1,100,000
	 

	Adults (15-49)
	1,000,000
	Adult rate(%) 13.0

	Women (15-49)
	630,000
	 

	Children (0-15)
	80,000
	 

	Estimated number of deaths due to AIDS

	Estimated number of adults and children who died of AIDS during 2001:

	Deaths in 2001
	60,000
	 

	Estimated number of orphans

	Estimated number of children who have lost their mother or father or both parents to AIDS and who were alive and under age 15 at the end of 2001:

	Current living orphans
	420,000
	 


Assessment of the Epidemiological Situation (2002)
HIV prevalence among antenatal clinic attendees tested in the capital of Maputo increased from less than 1% in 1988 to 9.9% in 1998 and to 13.2% in 2000. In 1998, Manhica was added to the sentinel surveillance as a major urban site. In 1998, 13% of antenatal clinic women tested positive; HIV prevalence increased slightly to 15.7% in 2000. HIV prevalence among antenatal clinic women less than 20 years of age rose from 1% in 1988 to 9% in 1998; age-specific information was not readily available for 2000. HIV prevalence information outside of the major urban areas is available since 1992. In 1994, a median 11% of antenatal clinic attendees tested in three areas near the borders of Zambia and Zimbabwe were HIV positive. In 1998, 17% of antenatal clinic women tested in 6 sites were HIV positive; across 3 of these sites, 20% of antenatal clinic women under 20 years tested were HIV positive. In 2000, median HIV prevalence at 18 sites outside the major urban sites was 24.5% with a range of 4% in Angoche, Nampula province to 45% in Nampula cidade, also in Nampula province.

There is no information available on HIV prevalence among sex workers. HIV prevalence among STI clinic patients tested in Maputo increased from 1.6% in 1990 to 2.6% in 1995, 12.2% in 1997 and 9% in 1998; among female STI clinic patients prevalence increased from 5% in 1993 to 8% in 1997. Outside of Maputo, HIV prevalence among male STI clinic patients tested was 37% in 1998 and 26% among female STI clinic patients in 1997. HIV prevalence among military personnel tested in Tete was 3.8% in 1987 and those in Pemba had a rate of 3.7% in 1990

SOUTH AFRICA

	AIDS Programmes


	National Strategic Framework
Status
Completed for period 2000-2005. Preparations for midterm review in progress.
UNAIDS has offered to assist.

National policies 

· Cabinet statement of commitment issued 17 April 2002. 

· New guidelines: Nevirapine in PMTCT, Rape Survivor Protocol. 
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Labour Relations Act and other labour legislation protect workplace and societal discrimination. 

· National Treatment plan. 

Ministry of Health
HIV/AIDS and STDs
Private Bag X399, PRETORIA, 0001
Contact person: Dr Nono Simelani, Chief Director
Tel: +27 12 312 0713 / +27 12 312 0121
Mobile: +27 82 787 0202 / +27 82 578 1515
Email: collij@health.gov.za / simeln@health.gov.za
Website: http://www.gov.za/
South African National AIDS Council (SANAC)
Contact person: Lakela Kaunda, Chief Director of Communications
Tel: +27 82 782 2575

HIV/AIDS Organisations:
1. AIDS Consortium
Contact person: Mapule Khanye or Sharon Ekambarum
P.O. Box 31104
Braamfontein 2017
Johannesburg, South Africa
Tel: +27 11 403 0265
Email: sharone@global.co.za / info@aidsconsortium.org.za
Website: http://www.aidsconsortium.org.za/
· Networking; advocacy; lobbying; policy development; human rights; resource centre; information reference service; materials distribution. 

2. AIDS Foundation of South Africa
Contact person: Karen Guy
237 Musgrave Road
Durban Kwa Zulu-Natal 4062
South Africa
Tel: +27 31 2029520
Fax: +27 31 2029522
Email: karen@aids.org.za
Website: http://www.aids.org.za/
· Donor intermediary agency that provides funding, technical support and capacity building programmes to CBOs and NGOs working in the field of HIV/AIDS. 

3. AIDS Law Project
Contact person: Mark Heywood
Centre for Applied Legal Studies
University of the Witwatersrand
Private Bag 3
Wits 2050, South Africa
Tel: +27 11 717 8634 / 11 403 6917 / 11 717 8600
Fax: +27 11 403 2341
Email: heywoodm@law.wits.ac.za / alpadm@law.wits.ac.za
Website: http://www.alp.org.za/
· Specialist legal service for PWAs; expert research on policies issues and information; formulation of policies for Government, business etc; publications on HIV and the law, human rights, best practices, workplace policies. 

4. AIDS Training, Information & Counselling Centre (ATICC)
Contact person: Motseki Motlatla
P.O. Box 3704, Bloemfontein 9300
South Africa
Tel: +27 51 405 8816
Fax: +27 51 405 8818
Email: aticc5@civic.fs172.co.za / aticc@civic.mangaungcity.co.za
· Advocacy/rights; counselling; testing; training; safer sex information; resource centre. 

5. AIDSLINK South Africa
Contact person: Karen Stilwell
P.O. Box 31759
Braamfontein 2017, South Africa
Tel: +27 11 720 5260
Fax: +27 11 725 6209
Email: aidslink@metroweb.co.za
Website: http://www.aidslink.org.za/
· Financial grants; food parcels; counselling; support groups; care and shelter; legal support; hospital/hospice placements; training; education and awareness; home- based care training; skills training and income generation projects. 

6. Centre for AIDS Development, Research and Evaluation (CADRE)
Contact person: Warren Parker
P.O. Box 30829
Braamfontein 2001, South Africa
Tel: +27 11 339 2611
Fax: +27 11 339 2615
Email: cadrejhb@cadre.org.za
Website: http://www.cadre.org.za/
· Social Research; project development; evaluation; communications. 

7. Children's HIV/AIDS Network (CHAIN)
Contact person: Sonja Giese
Tel: +21 21 685 4103
Mobile: +27 82 870 7345
Email: sonja@rmh.uct.ac.za / sonja@rmh.uct.ac.za
· Information; education; prevention; advocacy; lobbying; counselling. 

8. HIVAN-Centre for HIV/AIDS Networking
Contact person: Andisha Maharaj
Davida Offices, McCord Hospital,
McCord Road, Overport, Kwazulu Natal,
4067, South Africa
Tel: +27 (0)31 2685809
Fax: +27 (0)31 2098883
Email: andisham@hivan.org.za or admin@hivan.org.za
Website: http://www.hivan.org.za/
· Facilitates excellence, efficiency and effectiveness in HIV/AIDS-related research, training and intervention in the province of KwaZulu-Natal. 

9. LoveLife
Tel: +27 11 771 6800
Mobile: +27 82 800 3322
Email: sonja@rmh.uct.ac.za
Website: http://www.lovelife.org.za/
· Information; education; prevention; advocacy; lobbying; counselling. 

10. National Association of People Living with HIV/AIDS (NAPWA)
Contact person: Nkululeko Nxesi
P.O. BOX 66
Germiston 1400
South Africa
Tel: +27 11 872 0975
Mobile: +27 83 478 9462
Email: napnat@sn.apc.org
Website: http://www.napwa.org.za/
· Self-help; information; education; prevention; advocacy; lobbying; counselling. 

11. National HIV/AIDS Convention of South Africa (NACOSA)
Contact person: Dawn Betteridge
Tel: +27 21 423 3277
Email: nataidc@iafrica.com 

12. Positive Women's Network
Contact person: Prudence Nobantu Mabele or Sechaba Mathinya
Suite 159, Postnet X21, Sunnyside, Pretoria 0132, South Africa
Tel: +27 12 343 0953
Fax; +27 12 341 9789
Mobile: +27 83 959 1123
Email: pmabele@mweb.co.zw 

13. South African Business Coalition on HIV/AIDS (SABCOHA)
Contact person: Tracey King
P.O. Box 950
Tel; +27 11 880 4821
Fax: +27 1 880 6084
Email: tracey@sabcoha.co.za
Website: http://www.redribbon.co.za/ 

14. Treatment Action Campaign
Contact person: Zachie Achmat
P.O. Box 74
Nonkqubela, 7793
Tel: (27) (21) 788 3507
Fax: (27) (21) 788 3726
Email: info@tac.org.za
Website: http://www.tac.org.za/
· Treatment information; campaigns for treatment access; networking; advocacy/lobbying. 

15. Vukani AIDS and Youth Development Project
Contact person: Mododa Mabuto
Box 54 Lancia 7455
Capetown 8000, South Africa
Tel: +27 021 694 3603
Fax: +27 021 694 2775
· Information; education; prevention; advocacy; lobbying; counselling. 

16. UN Theme Group on HIV/AIDS, Chair
John Ohiorhenuan
UNDP Resident Representative/UN Resident Co-ordinator
P.O. Box 6541
Pretoria 0001, South Africa
Tel: +27 12 338 5006
Fax: +27 12 320 4353
Email: john.ohiorhenuan@undp.org
Website: http://www.undp.org/
· Supports an expanded response and policy advice on preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS. 

17. UNAIDS Country Coordinator
Mbulawa Mugabe
7th Floor Metropark Building
Pretoria 0001, South Africa
Tel: +27 12 338 5182
Fax: +27 12 338 5193
E mail: mmugabe@un.org.za
Website: http://www.unaids.org/
· UNAIDS, leads, strengthens and supports an expanded response aimed at preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS. 
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	 Epidemiological Fact Sheet


	Estimated number of adults and children living with HIV/AIDS, end of 2001

	These estimates include all people with HIV infection, whether or not they have developed symptoms of AIDS, alive at the end of 2001:

	Adults and children
	5,000,000
	 

	Adults (15-49)
	4,700,000
	Adult rate(%) 20.1

	Women (15-49)
	2,700,000
	 

	Children (0-15)
	250,000
	 

	Estimated number of deaths due to AIDS

	Estimated number of adults and children who died of AIDS during 2001:

	Deaths in 2001
	360,000
	 

	Estimated number of orphans

	Estimated number of children who have lost their mother or father or both parents to AIDS and who were alive and under age 15 at the end of 2001:

	Current living orphans
	660,000
	 


Assessment of the Epidemiological Situation (2002)
National sentinel surveillance surveys of antenatal clinic attendees have been conducted in South Africa since 1990 and surveillance data is available by province and at national level. Antenatal HIV prevalence in South Africa increased rapidly from 0.7% in 1990 to 10.5% in 1995 and then 22.8% in 1998. HIV prevalence among ANC attendees was 22.4% and 24.5% in 1999 and 2000 respectively. Age specific analysis shows a modest decline in HIV infection rates among 15-19 year-old ANC attendees from 21% in 1998 to 16.5% in 1999 and continuing to decline in the year 2000. However, ANC attendees in their early 20s still exhibit HIV prevalence of over 25%. In KwaZulu-Natal, Mpumulaga and Gauteng provinces, HIV prevalence is still exhibiting an upward trend; HIV prevalence rose rapidly from 7.1% in 1990 to 36.5% in 2000. In other provinces, HIV infection trends seem to be stabilising at high rates, ranging from 11.2% to 27.9%. Results from the 2001 ANC sentinel surveillance survey were not readily available at the time of the writing of this report.

HIV prevalence among sex workers tested in Natal increased from 50% in 1997 to 61% in 1998. Among male STI clinic patients tested in Johhannesburg, HIV prevalence increased from 1% in 1988 to 19% 1994. Similarly, HIV prevalence increased among female STI patients from 2% in 1988 to 25% in 1994.

In 1999, 11 million STI episodes were reported
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National Strategic Framework
Status
Completed for the period 2000-2005.

National policies 

· HIV/AIDS policies exist for health, the military and the workplace. 

Ministry of Health and Social Welfare
National Emergency Response Committee on HIV/AIDS
Contact person: Dr. Derek Von Wissel, Director
Tel: +268 4042431 / +266 4041708
Fax: +268 404 1720
Email: dvwi@nercha.org.sz
Website: http://www.gov.sz/
Swaziland National AIDS Programme (SNAP)
Contact Ms Beatrice Dhlamini
Mbabane Public Health office
Postal Address: P.O. Box 1119, Mbabane
Tel: +268 404 8440/1 or 404 442/404 5397
Fax: +268 40 48209
Website: http://www.gov.sz/
HIV/AIDS Organisations:
1. The AIDS Information Support Centre (TASC)
Contact person: Thandi Nhlengethwa, Director or Harriet Kunene, Head of Programme
P.O. Box 1279 Manzini
Tel: +268 505 47 90
Email: tasc@realnet.co.sz
Website: http://www.tasc.org.sz/
· HIV/AIDS information, education and communication strategies; mass media HIV/AIDS information dissemination; condom promotion and distribution; voluntary walk-ins for counselling and testing (VCT); telephone helpline; training and programme support. 

2. Baphalali Swaziland Red Cross Society
Mswati 111 Headquarters, Johnstone Street, Mbabane
P.O. Box 377, Mbabane
Tel: +268 4042532/ 4046106
Fax: +268 4046108
Email: bsrcs@africaonline.co.sz
· Information; advice; care and support; training, capacity building advocacy; counselling. 

3. Family Life Association of Swaziland
Contact person: Musa Mgogo/Mr.Jerome Shongwe
P.O. Box 1051 Manzini
Tel: +268 505 3082 / 5053086
Fax: +268 505 3191
Email: flas@africaonline.co.sz
Website: http://www.flas.org.sz/
· Provision of comprehensive and holistic sexual and reproductive health (SRH) information and services with special focus on youth. 

4. FLAS Youth Team
Contact person: Mr Mcebo Mabuza
P.O. Box 1051 Manzini Swaziland
Tel: +268 5053 082 / 5053088
Fax: +268 5053 191
Email: flas@africaonline.co.sz
Website: http://www.flas.org.sz/
· Programes for prevention and reduction of unwanted pregnancies, maternal mortality, sexually transmitted infections, unsafe abortion and HIV/AIDS. 

5. Hlanganani Help Centre - working with: Municipal HIV/AIDS Team (MHI)
Contact person: Rhumelele Thwaza
P.O. Box 418 Manzini
Tel: +268 505 24 81/3
Fax: +268 505 3992
· Self help, information; advice; support; advocacy; counselling. 

6. Population Services International (PSI)
Contact person: Babazile Dhlamini, Programme Manager
Manzini M200, Swaziland
Tel: +268-505-2157/62
Fax: +268-505-2130
Email: nicole@africaonline.co.sz / psi@africaonline.co.sz
Website: http://www.psi.org/
· Uses social marketing to deliver health products, services and information that enable low-income and other vulnerable people to lead healthier lives. 

7. Schools HIV/AIDS Population Education
Contact person: Mr Desmond L N Maphanga
P.O. Box 5218 Mbabane, Swaziland
Tel: 4045066
Fax: 4045752
Email: SHAPE@realnet.co.sz
· HIV/AIDS education; Information; advice; support; advocacy; counselling. 

8. Save the Children
Contact person: DUMSANI MNISI
P.O. Box 472 MBABANE
Fax: 09268 404 77 19
Email: childsave@realnet.co.sz 

9. Swaziland Network of AIDS Service Organizations (SwaNASO)
P.O. Box 4764
Mbabane, Swaziland
SwaNASO Secretariat
Tel: 268-4047663/4221640
Fax: 268-4221640
Website: http://www.sanaso.org.zw/
· National network facilitating research, exchange of information, access to resources, policy influence and advocacy, capacity building and providing technical assistance to its members, thus enhancing their capacities to mitigate the spread of HIV. 

10. Swaziland Hospice at Home
Contact person: Thulile Dlamini-Msane
P.O. Box 23, Matsapha
Swaziland
Tel: +268 51 84485 / +268 51 86737
Fax: +268 51 86405
Email: hospice@realnet.co.sz
· Care and support; counselling; training for health professionals and the public; bereavement support. 

11. Swaziland AIDS Support Organisation (SASO)
Contact person: Hannie Dlamini or Primrose Fakudze
P.O. Box 838 Manzini
Tel: +268 4221640/4047663/4221640
Fax: +268 4220663/4221640
Email: saso@realnet.co.sz
· Self-help; information; education; prevention; advocacy; lobbying; counselling. 

12. Swaziland Positive Living for Life
Contact person: Ms Siphiwe Hlophe
P.O. Box 2030, Manzini, Swaziland
Tel: +268 605 7782
Fax: +268 5055 3791
· HIV/AIDS awareness; information; education; prevention; advocacy; lobbying; counselling. 

13. UN Theme Group on HIV/AIDS, Chair
Mr. Alan Brody
UNICEF Representative
P.O. Box 1859
Mbabane, Swaziland
Tel: +268 407 1000
Fax: +268 404 5202
Email: abrody@unicef.org
Website: http://www.unicef.org/
· Supports an expanded response and policy advice on preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS. 

14. UNAIDS Country Coordinator, a.i.
Ms Brigitte Imperial
P.O. Box 261
Mbabane, Swaziland
Tel: +268 404 8559/ 404 2301/3
Fax: +268 404 9931
Email: b.imperial@undp.org
Website: http://www.unaids.org/
· UNAIDS, leads, strengthens and supports an expanded response aimed at preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS. 
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	 Epidemiological Fact Sheet


	Estimated number of adults and children living with HIV/AIDS, end of 2001

	These estimates include all people with HIV infection, whether or not they have developed symptoms of AIDS, alive at the end of 2001:

	Adults and children
	170,000
	 

	Adults (15-49)
	150,000
	Adult rate(%) 33.4

	Women (15-49)
	89,000
	 

	Children (0-15)
	14,000
	 

	Estimated number of deaths due to AIDS

	Estimated number of adults and children who died of AIDS during 2001:

	Deaths in 2001
	12,000
	 

	Estimated number of orphans

	Estimated number of children who have lost their mother or father or both parents to AIDS and who were alive and under age 15 at the end of 2001:

	Current living orphans
	35,000
	 


Assessment of the Epidemiological Situation (2002)
HIV prevalence information among antenatal clinic attendees is available from Swaziland since 1992. Since 1996, surveys are conducted every two years. HIV prevalence increased rapidly from 3.9% in 1992 to 16.1% in 1994 and to 34.2% in 2000. The major urban region of Hhohho area had an HIV prevalence of 4% in 1992, comparable to three other regions. By 1998, 30% of antenatal women tested in Hhohho and 32% tested outside Hhohho were HIV positive. In Hhohho, 1998, 23% of 15-19 year-olds tested were HIV positive, as were 39% of 20-24 year-olds; outside of Hhohho, 24% of those under 20 years of age tested were HIV positive, compared to 37% of 20-24 year-olds.

Prevalence data for 2000 indicates HIV infection levels across the five regions of the country ranging from 27% to 41%. At the national level, peak HIV prevalence in 2000 was among the 20-24 year old ANC attendees at 42.5%. Overall national HIV prevalence in 2000 among 15-19 year olds was 25.9% with regional variations ranging from 19.7% to 31%. The next ANC sentinel surveillance round is expected to be conducted in 2002.

There is no information available on HIV prevalence among sex workers. HIV infection rates among STI patients increased from 11.1% in 1992 to 36.6% in 1996 and 50.2% in 2000. In Hhohho, HIV prevalence among male STI clinic patients tested increased from 10% in 1992 to 48.9% in 2000. Outside of Hhohho, HIV prevalence among male STI clinic patients increased from 12% in 1992 to 50.7% in 2000. Among female STI clinic patients, HIV prevalence had reached 47% of women tested in Hhohho in 1998 and 50% of women tested outside of Hhohho; HIV prevalence among female and male STI clinic patients including those in Hhohho was 51.8% and 47.9% respectively in 2000. HIV prevalence among TB patients increased from 19.4% in 1992 to 58.1% in 1998 and then to 78.6% in 2000.

Pregnant women who were screened in all the four regions in the country had a seroprevalence of syphilis of 6.1% in 2000.
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National Strategic Framework
Status
Completed. (Period 2001-2003)

National policies
· Draft National HIV/AIDS Policy 

· National AIDS Council Bill passed by Parliament in December 2002 

Ministry of Health:
Contact person: Dr. Sinyinza/Mrs Chabinga
Tel: +260 1 253040/253179
Fax: +260 1 254625

National AIDS Council:
Contact person: Dr. Golden Bolla, (Dr. R.M Musonda a.i.) Director General
P.O. Box 36718,
Lusaka, Zambia
Tel: +260 1 294005 / +260 1 255 044
Fax +260 1 253 881
Email: bollagk@zamnet.zm / aidsec@zamnet.zm / rmusonda@zamnet.zm
  Statutory programme; prevention; advice; support; information. 

HIV/AIDS Organisations:
1. Children in Distress - Kitwe Project, Zambia (CINDI)
P.O. Box 21663
Kitwe, Zambia
Tel. 260- 2-229369
Fax 260-2-229551
Email: Cindi@zamnet.zm
Website: http://www.cindi.org.zm/ 

2. Churches Medical Association of Zambia
Contact person: Dr Simon Mphuca
P.O Box 34511, Lusaka Zambia
Tel: +260 1 237328
Fax: +260 1 223297
Email: cmazm@zamnet.zm / mphuka@zamnet.zm
· Counselling; testing; training; support; prevention programmes; orphan support; research. 

3. Family Health Trust
Contact person: Mrs Elizabeth N. Mataka
P Bag 243, Lusaka, Zambia
Tel: +260-1-223589
Fax: +260-1-222834
Email: fht@zamnet.zm 

4. Homecare Services (HCS)
Contact person: Amos Nota
Plot 1419
18 Mwalula Road North Mead
Lusaka Zambia
Tel: +260 1 232349/239748 
Email: amosnota@yahoo.com
· Homecare services; family planning; children's clinic; staff development and training. 

5. Kenneth Kaunda Children of Africa Foundation
Kaunda Children of Africa Foundation
Robert A Penney CEO Finance / Admin
3447 Robinhood Road
Winston-Salem, North Carolina 27106
Tel: + 336 499-1252, 336 774-1700
Mobile: + 336 918-2336
Fax: + 336 774-1701
Email: kkfound@penn.com 

6. Network of Zambian People Living with AIDS (NZP+)
Contact person: Chela Augustine or Mr Joseph Bilali Katale
Tel: +260 1 223152
Fax: +260 1 223191
Email: napnzpa@zamnet.zm
· Counselling; training; education; information; awareness; support; advocacy. 

7. ONEWORLD.NET
Contact person: Catherine Ndashe Phiri
One World Africa
P.O. Box 34571
Lusaka Zambia
Tel: +260 1 232773
Fax: +260 1 221921
Email: catherine.phiri@oneworld.net
Website: http://www.aidschannel.org/
· Multimedia Web portal on issues relating to HIV/AIDS. 

8. Positive and Living Squad
Contact person: Winstone Zulu
P.O. Box 37559, Lusaka. Zambia
Tel: +260 1 227085/6
Fax: +260 1 227087
Email: zuluwin@zamnet.zm 

9. Planned Parenthood Association Of Zambia (PPAZ)
Contact person: Martina Shula Nondo
P.O. Box 32221
Lusaka Zambia
Tel: +260 1 228 164 / +260 1 228 178
Fax: +260 1 228 165 / +260 1 228 165
Email: ppaz@mirolink.zm
Website: http://www.ppaz.org.zm/
· Reproductive health; prevention; testing. 

10. Population Services International (PSI)
39 Central Street
Jesmondine, Lusaka
Phone: +260-1-292-443
Fax: +260-1-292-463
Email: contact@sfh.org.zm
· Uses social marketing to deliver health products, services and information that enable low-income and other vulnerable people to lead healthier lives. 

11. Project Concern International
Contact person: Jennifer Yourkavitch
P.O. Box 32320
Lusaka, Zambia
Tel: +260 1 295707
Email: Jennifer@pcizambia.org.zm
· Promotion of multisectoral response to HIV; technical support to community-based organisations. 

12. Southern African AIDS Training Programme (SAT)
Contact person: Ignatius Kayawe, Country Programme Officer
P.O. Box 30630, Lusaka, Zambia
Tel: +260-1 228-407
Fax: +260-1 234-313
Email: sat.zambia@satregional.org / kayawe@satregional.org
Website: http://www.satregional.org/
· Supports community responses to HIV and AIDS through in-depth partnership, networking, skills exchange and lesson sharing in HIV prevention, HIV and AIDS care and support throughout the region. 

13. UN Theme Group on HIV/AIDS, Chair
Mr. Aeneas C. Chuma
UNDP Resident Representative/ UN Resident Coordinator
P.O. Box 31966
Lusaka 10101, Zambia
Tel: +260 1 25 11 95 / 25 08 00
Dir.: +260 1 25 44 17
Fax: +260 1 25 12 01
Email: aeneas.c.chuma@undp.org
Website: http://www.undp.org/
· Supports an expanded response and policy advice on preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS. 

14. UNAIDS Country Coordinator, a. i.
Namposya Nampanya-Serpell, PhD.
P.O. Box 31966
Lusaka 10101, Zambia
Tel: +260 1 252 645
Fax: +260 1 261 214
Email: nnserpell@who.org.zm
Website: http://www.unaids.org/
· UNAIDS, leads, strengthens and supports an expanded response aimed at preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS. 

15. United Nations Volunteers (UNV) Support Group for People Living with HIV/AIDS
Tel: +260 1 228502
Fax: +260 1 758241 / 236949
Email: stpla@zamnet.zm 

16. Zambia AIDS Law Research and Advocacy Network (ZARAN)
5th Floor CUSA House, Western Wing, Cairo Road (South End)
P.O. Box 39088, LUSAKA, ZAMBIA
Tel/Fax: 260-1-229648
Email: zaran@zamtel.zm 

17. Zambia Business Coalition on HIV/AIDS (ZBCA)
Secretariat offices
Zambia National Commercial Bank (ZANACO)
P.O. Box 31026
Cairo Road
Tel: 260-1-220801/2
Fax: 260-1-220802
Email: zbcas@zamtel.zm 

18. Zambia National AIDS Network (ZNAN)
Contact person: Mr Listard Banda
P.O. Box 32401
Lusaka, Zambia
Tel: +260-1-224397
Fax: +260-1-229309
Email: znan@zamnet.zm
Website: http://www.sanaso.org.zw/
· National Network facilitating research, exchange of information, access to resources, policy influence and advocacy, capacity building and providing technical assistance to its members, thus enhancing their capacities to mitigate the spread of HIV. 




	 Epidemiological Fact Sheet


	Estimated number of adults and children living with HIV/AIDS, end of 2001

	These estimates include all people with HIV infection, whether or not they have developed symptoms of AIDS, alive at the end of 2001:

	Adults and children
	1,200,000
	 

	Adults (15-49)
	1,000,000
	Adult rate(%) 21.5

	Women (15-49)
	590,000
	 

	Children (0-15)
	150,000
	 

	Estimated number of deaths due to AIDS

	Estimated number of adults and children who died of AIDS during 2001:

	Deaths in 2001
	120,000
	 

	Estimated number of orphans

	Estimated number of children who have lost their mother or father or both parents to AIDS and who were alive and under age 15 at the end of 2001:

	Current living orphans
	570,000
	 


Assessment of the Epidemiological Situation (2002)
HIV seroprevalence information among antenatal clinic attendees is available since the mid-1980s from Zambia. In Zambia, Lusaka and Ndola are the major urban areas. HIV prevalence among antenatal women tested in the major urban areas increased from 5% in 1985 to 27% in 1992 and has remained stable at that rate through 1998. Although overall HIV prevalence rates have remained the same between 1992 and 1998, HIV prevalence among 15-19 old ANC attendees has declined. In 1993, 27% of antenatal clinic women under 20 years of age tested were HIV positive; by 1998, that rate had declined to 17%. HIV prevalence ranged from 5% to 31% of women tested in 1998. No ANC surveillance survey was conducted in 2000. The results of the 2001 ANC surveillance survey will be available around mid-2002.

A population based HIV seosurvey conducted in catchment areas of selected HIV sentinel sites in 1995/6 in Zambia showed that overall HIV prevalence among women aged 15-39 years in the population based sample was close to that of the ANC based HIV sentinel surveillance data (26% versus 25%.) However, the ANC based surveillance data was observed to overestimate HIV prevalence among the 15-19 year olds in the general population (17.1% versus 9.1%) and the opposite occurred after 30 years.

In 1991, 60% of male STI patients and 69% of female STI clinic patients tested in Lusaka were HIV positive. Outside of Lusaka, 41% of female STI patients tested were HIV positive.

ZIMBABWE
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	National Strategic Framework
Status
Completed. Period (2000 -2004)

National policies 

· National HIV/AIDS policy launched in 1999 covering human rights, public health, care for PLWA, gender, Information, Education and Communication (IEC) Programme and research. 

· An AIDS levy exclusively for HIV/AIDS raises about Z$20 million dollars per year. 3% of both companies and employees in Zimbabwe. 

Ministry of Health and Child Welfare:
Aids and TB Unit
Contact person: Dr. Owen Mugurungi
Tel: +263 4 72 68 03 / +263 4 703330/730011
Fax: +263 4 79 51 91

National AIDS Council (NAC):
Contact person: Dr. David Chitate, Director a.i.
P.O. Box MP 1311, Mount Pleasant
Harare, Zimbabwe
Tel: +263 4 791171/2
Email: dchitate@nac.co.zw / jsithole@nac.co.zw
  Coordinates, facilitates, sustains and monitors an expanded national multisectoral response to HIV/AIDS. 

HIV/AIDS Organisations:
1. Actionaid
Contact person: Jacqueline Bataringaya
P.O. Box 2451, Causeway
Harare, Zimbabwe
Tel: +263 4 788 122 / 23
Fax: +263 4 788 124
Email: admin@aafrica.org.zw 
· Co-ordination of HIV/AIDS programmes in African countries. 

2. AIDS Counselling Trust (ACT)
Contact person: Prisca Munonyara
P.O. Box 7225
Harare, Zimbabwe
Tel: +263 4 797039/40
Fax: +263 4 797041
Email: acthelp@mweb.co.zw
· Counselling; home-based care; training; materials development; information, education and communication. 

3. Africare
Contact person: Cary Alan Johnson, Country Representative
Tel: +263 4 745859-61
Fax: +263 4 498108
Email: africare@mweb.co.zw
Website: http://www.africare.org/
· Capacity building of communities to ensure the sustainability in the implementation and management of HIV/AIDS programmes in all Africare Zimbabwe projects. 
4. Centre, The
Contact person: Lynde Francis
P.O. Box A930, Avondale
Harare Zimbabwe
Tel: +263 4 732966
Fax: +263 4 732965
Email: centre@ecoweb.co.zw
Website: http://www.kubatana.net/centre/html
· Self-help drop-in centre; counselling; research; training project for people with HIV/AIDS. 

5. Family AIDS Caring Trust (FACT)
Contact person: Jephias Mundondo
P.O. Box 970
Mutare, Zimbabwe
Tel: +263 20 63673 / +263 20 66015
Fax: +263 20 65281
Email: director@fact.org.zw
· Education for young people, workers, churches, women, sex workers and the wider community, care; children's care; training; peer education; advocacy. 

6. Farm Orphan Support Trust (FOST)
Contact person: Lynn Walker
Agriculture House, Marlborough Drive / Adylinn Road
P.O. Box WGT 390, Westgate
Harare Zimbabwe
Tel: +263 4 309800
Fax: +263 4 309869
Email: fost@cfu.co.zw
· Orphan care and support; awareness; training; evaluation and monitoring; nutrition support; educational support; psychosocial support. 

7. Gweru Women's AIDS Prevention Association (GWAPA)
Contact person: Mrs. Govathson
Tel: +263 54 20749
Fax: +263 54 23254
Email: gwapa@zarnet.ac.zw 
· Focuses on AIDS education and prevention. Members are all disadvantaged women; living with AIDS, single, widowed, divorced. 

8. Mashambanzou Care Trust
Contact person: Sr M. McAllen, Co-ordinator, Patrick Smet, Networking Officer
Tel: +263 4 610937,610079
Fax: +263 4 610079
Email: mashamba@icon.co.zw 
· An interdenominational organisations providing care and support for people affected by HIV/AIDS in the high-density areas of Harare, and helps empower the local community to deal with the AIDS pandemic. 

9. Matabeleland AIDS Council (MAC)
Contact person: Danmore Sithole, Director; Linda Ncube, Information Officer
Tel: + 263 9 62370
Fax: + 263 9 61540
Email: dan.mac@telconet.co.zw / linda.mac@telconet.co.zw
· Supports People Living with HIV and their families to control the spread of HIV in Matabeleland; counselling, information and education. 

10. Population Services International (PSI)
30 The Chase West
Emerald Park Offices, Block E
Emerald Hill, Harare
Zimbabwe
Tel: +263-4-334631
Fax: +263-4-339632
Email: psi7@harare.iafrica.com
Website: http://www.psi.org/
· Uses social marketing to deliver health products, services and information that enable low-income and other vulnerable people to lead healthier lives. 

11. Southern African AIDS Training Programme (SAT)
Contact person: Sihle Mpofu/ Benitta Mabvira
Tel: +263 4 781123/9
Email: info@satregional.org
Website: http://www.satregional.org/
· Supports community responses to HIV and AIDS through in-depth partnership, networking, skills exchange and lesson sharing in HIV prevention, HIV and AIDS care and support throughout the region. 

12. Southern Africa AIDS Information Dissemination Service (SAfAIDS)
Contact person: Tinashe Mandava
Tel: +263 4 336193/5
Fax: +263 4 336195
Email: info@safaids.org.zw
Website: http://www.safaids.org.zw/ 
· Building capacity of its partner organisations; providing assistance to other organisations in mainstreaming HIV/AIDS into their development and workplace policies. 

13. UN Theme Group on HIV/AIDS, Chair
Mr. J. Victor Angelo
Resident Coordinator, UNDP Resident Representative
Tel: +263 4 708101
Email: j.victor.angelo@undp.org
Website: http://www.undp.org/
· Supports an expanded response and policy advice on preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS. 

14. UNAIDS Country Coordinator
Ms. Hege Waagan a.i.
Tel: + 263 4 792 681-6
Fax: + 263 4 250 691
Email: hege.waagan@undp.org
Website: http://www.unaids.org/ · UNAIDS, leads, strengthens and supports an expanded response aimed at preventing transmission of HIV, providing care and support, reducing the vulnerability of individuals and communities to HIV/AIDS. 

15. Zimbabwe AIDS Network (ZAN)
Contact person: Mrs M. Masunda, Chairperson; Kate Mhambi, National Co-ordinator
Tel: +263 4 703819/700832/700924
Fax: +263 4 700330
Email: zansec@zol.co.zw / info@zan.co.zw / kmhambi@zan.co.zw
Website: http://www.zan.co.zw/
· A National Network for NGOS with AIDS programmes. Its seeks to develop the capacity of its members, as well as lobbying and advocacy. It promotes information sharing and effective mobilisation and use of resources and provides a forum for coordination and information exchange. 

16. Zimbabwe AIDS Prevention Project- UZ (ZAPP)
Contact person: Ronald Sagonda, Acting Administrator
Tel: +263 4 770610/1
Fax: +263 4 770170/749865
Email: ronald@zappuz.co.zw
· ZAPP seeks to provide qualitative VCT services to clients and assess the acceptability of short course AZT prevention regimen by HIV infected pregnant women. 

17. Zimbabwe National Family Planning Council (ZNFPC)
Contact person: Godfrey Tinarwo, Executive Director
Tel: +263 4 620281/5, 661962/4, 661748, 668770
Fax:+263 4 661748, 668770
Email: znfpc@ecoweb.co.zw
· Coordinates the provision of sustainable, accessible family planning and selected reproductive health services and information to men, women and special needs groups. Also seeks to ensure adequate supply and effective logistics management of contraceptives and condoms for pregnancy and STI/HIV prevention. 

18. Zimbabwe National Network for People living with HIV/AIDS (ZNNP+)
Contact person: Jefter Mxotshwa, Director
Tel: +263 4 778109
Email: znnp@goldnet.co.zw
· ZNNP+ is involved in nationwide HIV/AIDS programmes, including, provision of holistic home-based care, access to affordable treatment and support, nutritional advice, pre- and post-test counselling, and advocacy and awareness. 




	 Epidemiological Fact Sheet


	Estimated number of adults and children living with HIV/AIDS, end of 2001

	These estimates include all people with HIV infection, whether or not they have developed symptoms of AIDS, alive at the end of 2001:

	Adults and children
	2,300,000
	 

	Adults (15-49)
	2,000,000
	Adult rate(%) 33.7

	Women (15-49)
	1,200,000
	 

	Children (0-15)
	240,000
	 

	Estimated number of deaths due to AIDS

	Estimated number of adults and children who died of AIDS during 2001:

	Deaths in 2001
	200,000
	 

	Estimated number of orphans

	Estimated number of children who have lost their mother or father or both parents to AIDS and who were alive and under age 15 at the end of 2001:

	Current living orphans
	780,000
	 


Assessment of the Epidemiological Situation (2002)
HIV prevalence among ANC attendees tested during the 2000 HIV sentinel surveillance survey at 19 sites distributed across the country was 35%; sixteen sites had rates exceeding 25%. HIV infection rates ranged from 25.7% to 70.7%. Comparing the HIV prevalence of 1997 and 2000 at the 10 sites used in both surveys, median HIV prevalence increased from 27.4% to 36.1%. In 2000, ANC attendees aged 15-19 years had an HIV prevalence of 27.8%, the 20-24 year-olds had a rate of 35.1%, and the 30-34 year olds had the highest rate of 43.5%. HIV prevalence was higher among women living in commercial farming areas (43.7%) and in growth points (38.3%) within rural areas. In the major urban areas, HIV prevalence among antenatal clinic attendees tested increased from 10% in 1989 to 36% in 1994. In 1997, 30% of antenatal clinic attendees tested HIV positive. Age detail is available from Harare in 1995 only: 26% of antenatal clinic attendees under 20 years of age tested positive for HIV, including 28% of women 15-17 years of age. Outside of Harare, sentinel surveillance information among antenatal clinic attendees is available since 1990. HIV prevalence among antenatal clinic attendees tested has increased from 12% in 1990 to 37% in 1995; in 1997, a median of 30% of antenatal clinic women tested in 31 sites were HIV positive. In Masvingo in 1995, where 42% of antenatal clinic attendees tested were HIV positive, 34% of women less than 20 years of age were HIV positive. Peak infection in the Masvingo site occurred among women 20 to 24 years of age with 49% testing positive for HIV. ANC surveillance survey was conducted in 2001 and the results will be available around June 2002.

There is only one study available with information on HIV prevalence among sex workers in Zimbabwe. In 1994-95, 86% of sex workers tested in Harare were HIV positive. In Harare, HIV prevalence among STI clinic patients tested increased from 52% in 1990 to 71% in 1995. Outside of Harare, HIV prevalence among STI clinic patients increased from 6% in 1987 to 72% in 1996.

Antenatal clinic women at the 19 sentinel sites were screened for syphilis with Trepanoma Pallidum Heamoagglutation test (TPHA) during the 2000 HIV sentinel surveillance survey. 5% of the women screened had a positive syphilis serology. Women in the age group 35-39 years had the highest rate of 12.8%.
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FREQUENTLY ASKED QUESTIONS

What type of virus is HIV?

HIV is part of a family or group of viruses called lentiviruses. Lentiviruses other than HIV have been found in a wide range of nonhuman primates. These other lentiviruses are known collectively as simian (monkey) viruses (SIV) where a subscript is used to denote their species of origin.

So where did HIV come from? Did HIV come from an SIV?

It is now generally accepted that HIV is a descendant of simian (monkey) immunodeficiency virus (SIV). Certain simian immunodeficiency viruses bear a very close resemblance to HIV-1 and HIV-2, the two types of HIV.

For example, HIV-2 corresponds to a simian immunodeficiency virus found in the sooty mangabey monkey (SIVsm), sometimes known as the green monkey, which is indigenous to western Africa.

The more virulent strain of HIV, namely HIV-1, was until very recently more difficult to place. Until 1999 the closest counterpart that had been identified was the simian (monkey) immunodeficiency virus that was known to infect chimpanzees (SIVcpz), but this virus had significant differences between it and HIV.

So what happened in 1999?
Are chimpanzees now known to be the source of HIV?
In February 1999 it was announced1 that a group of researchers from the University of Alabama had studied frozen tissue from a chimpanzee and found that the simian virus it carried (SIVcpz) was almost identical to HIV-1. The chimpanzee came from a sub-group of chimpanzees known as Pan troglodytes troglodytes, which were once common in west-central Africa.

It is claimed by the researchers that this shows that these chimpanzees were the source of HIV-1, and that the virus at some point crossed species from chimpanzees to human. However, it is not necessarily clear that chimpanzees are the original reservoir for HIV-1 because chimpanzees are only rarely infected with SIVcpz. It is therefore possible that both chimpanzees and humans have been infected from a third, as yet unidentified, primate species.2 In either case at least two separate transfers into the human population would have been required.

How could HIV have crossed species?

It has been known for a long time that certain viruses can pass from animals to humans, and this process is referred to as zoonosis.

The researchers from the University of Alabama have suggested that HIV could have crossed over from chimpanzees as a result of a human killing a chimp and eating it for food.

Some other rather controversial theories have contended that HIV was transferred iatrogenically i.e. via medical experiments. One particularly well publicised theory is that polio vaccines played a role in the transfer, as the vaccines were prepared using monkey kidneys.

In February 2000 it was announced that the Wistar Institute in Philadelphia had discovered in its stores a phial of polio vaccine that had been used as part of a polio vaccination programme in the Belgian Congo in the 1950s.it was planned to test this vaccine for the presence of HIV.

But crucial to the credibility of any of these alternative theories is the question of when the transfer took place

Is there any evidence of when the transfer took place?

During the last few years it has become possible not only to determine whether HIV is present in a blood or plasma sample, but also to determine the particular subtype of the virus. Studying the subtype of virus of some of the earliest known instances of HIV infection can help to provide clues about the time of origin and the subsequent evolution of HIV in humans.

Three of the earliest known instances of HIV infection are as follows:

	1. PRIVATE
A plasma sample taken in 1959 from an adult male living in what is now the Democratic Republic of Congo
2. HIV found in tissue samples from an African-American teenager who died in St. Louis in 1969.
3. HIV found in tissue samples from a Norwegian sailor who died around 1976. 


Analysis in 1998 of the plasma sample from 1959 was interpreted3 as suggesting that HIV-1 was introduced into humans around the 1940s or the early 1950s, which was earlier than had previously been suggested. Other scientists have suggested that it could have been even longer, perhaps around 100 years or more ago.

In January 2000, the results of a new study presented at the 7th Conference on Retroviruses and Opportunistic Infections, suggested that the first case of HIV infection occurred around 1930 in West Africa. The study was carried out by Dr Bette Korber of the Los Alamos National Laboratory. The estimate of 1930 (which does have a 20 year margin of error), is based on a complicated computer model of HIV's evolution.

Is it known where the emergence of HIV in humans took place?

Many people now assume that because HIV has apparently developed from a form of SIV found in a type of chimpanzee in West Africa, that is was actually in West Africa that HIV first emerged in humans. It is then presumed that HIV spread from there around the world.

However, as discussed above, chimpanzees are not necessarily the original source of HIV and it is likely that the virus crossed over to humans on more than one occasion.2 So it is quite possible that HIV emerged at the same time in say both South America and Africa, or that it even emerged in the Americas before it emerged in Africa.

We will probably never know exactly when and where the virus first emerged, but what is clear is that sometime in the middle of the 20th century, HIV infection in humans developed into the epidemic of disease around the world that we now refer to as AIDS.

What caused the epidemic to spread so suddenly?

There are a number of factors that may have contributed to the sudden spread including international travel, the blood industry, and widespread drug use.

International Travel
The role of international travel in the spread of HIV was highlighted by the case of 'Patient Zero'. Patient Zero was a Canadian flight attendant called Gaetan Dugas who travelled extensively worldwide. Analysis of several of the early cases of AIDS showed that the infected individuals were either direct or indirect sexual contacts of the flight attendant. These cases could be traced to several different American cities demonstrating the role of international travel in spreading the virus. It also suggested that the disease was probably the consequence of a single transmissible agent.

The Blood Industry
As blood transfusions became a routine part of medical practice, this led to a growth of an industry around meeting this increased demand for blood. In some countries such as the USA paid donors were used, including intravenous drug users. This blood was then sent worldwide. Also, in the late 1960's haemophiliacs began to benefit from the blood clotting properties of a product called Factor VIII. However, to produce the coagulant, blood from thousands of individual donors had to be pooled. Factor VIII was then distributed worldwide making it likely that haemophiliacs could become exposed to new infections.

Drug Use
The 1970s saw an increase in the availability of heroin following the Vietnam War and other conflicts in the Middle East, which helped stimulate a growth in intravenous drug use. This increased availability together with the development of disposable plastic syringes and the establishment of 'shooting galleries' where people could buy drugs and rent equipment provided another route through which the virus could be passed on.

PRIVATE "TYPE=PICT;ALT=[drugs]"
What other theories have there been about the origin of HIV?
Other theories put forward about the origin of HIV include a number of conspiracy theories. Some people have suggested that HIV was manufactured by the CIA whilst others believe that HIV was genetically engineered.
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The acquired immunodeficiency syndrome (AIDS) was first recognized in 1981 and has since become a major worldwide epidemic. AIDS is caused by the human immunodeficiency virus (HIV). By leading to the destruction and/or functional impairment of cells of the immune system, notably CD4+ T cells, HIV progressively destroys the body's ability to fight infections and certain cancers.

This document summarizes the abundant evidence that HIV causes AIDS. Questions and answers at the end of this document address the specific claims of those few people who still assert that HIV is not the cause of AIDS.

Definition of AIDS
The Center for Disease Control (CDC) currently defines AIDS in an adult or adolescent age 13 years or older as the presence of one of 25 conditions indicative of severe immunosuppression associated with HIV infection, such as Pneumocystis carinii pneumonia (PCP), or HIV infection in an individual with a CD4+ T cell count less than 200/cells per cubic millimeter (mm3) of blood. In children younger than 13 years, the definition of AIDS is similar to that in adolescents and adults, except that lymphoid interstitial pneumonitis and recurrent bacterial infections are included in the list of AIDS-defining conditions.

The designation "AIDS" is a surveillance tool. Surveillance definitions of AIDS have proven useful epidemiologically to track and quantify the recent epidemic of HIV-mediated immunosuppression and its manifestations. However, AIDS represents only the end stage of a continuous, progressive pathogenic process, beginning with primary infection with HIV, continuing with a chronic phase that is usually asymptomatic, and leading to progressively severe symptoms and, ultimately, profound immunodeficiency and opportunistic infections and cancers.
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	� 	Currently ST/AI/379, entitled “Procedures for dealing with sexual harassment”.
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