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INTRODUCTION

This document is the Strategic Plan for Foundation for Community Support Services (FOCUS) for the period from 2007 August-2010 July. Situation Analysis for Malawi and the targeted districts of Karonga, Chitipa and mentorship project in Zomba

The Country Critical Profile
Geography and Demographics

Malawi is a long and narrow land locked country bordered by Tanzania to the North, Mozambique to the East, South and South East, and Zambia to the West. Malawi is 855 km long, with widths ranging from from 10 to 250kms, covering a total area of 118,484 sq. kms of which 24,000 sq. kms is fresh water lying between attitudes of 9 and 17 degrees south of the equator, Malawi is a tropical country.

The country is divided into three regions, Southern, Central and Northern and has 27 districts. Lilongwe in the central region is the capital. The official language is English. Predominant ethnic groups and languages are the Chewa, Yao, Lomwe, Tumbuka, Tonga and Sena. Added to these are Asians of Indian origins and some whites from Europe.

The population of Malawi according to the National Statistical Office (NSO) 2004 is 11.871 million with an annual growth of 1.9%. More than 85% of the population live in rural areas. Almost 45% of the population is below the age of 15 years old. The under-5 age cohort accounts for 18.8% of the total population. The under 18 years group represents 52.5% while 4% are 65 years and older. Females account for more than half of the country’s population.

Development Level

The UNDP’s 2002 Human Development Report ranked Malawi 163rd out of 173 countries. In December 2000, Malawi qualified for the Highly Indebted Poor Country (HIPC) Initiative that resulted in achieving the completion point in 2006. Malawi has therefore benefited from the debt relief of over MK15b per year. Amidst permission on how the economy has been run over the past twenty years or so, there is growing optimism that the economic performance indicators will show an improvements in people’s lives, most of whom live on less than 1USD per day.

The Economy

Malawi’s economy is largely depended on donors and this has major implications for development and poverty reduction. The agriculture sector contributes to 37% to Malawi’s Gross Domestic Product (GDP) and 85% of the export earnings.

Malawi economy largely remains prone to external shocks. Oil prices, value in Malawi Kwacha fluctuating against the American Dollar, erratic weather conditions that affect the major economic activity, agriculture etc. Donor assistance currently accounts for about 60% of the recurrent budget and 80% of the development budget.

Meaning and understanding of Poverty in Malawi.

Poverty in Malawi is widespread, deep and severe, a condition characterized by  a state of serious deprivation of basic human needs and lack of means and opportunities to fulfill such basic needs.

The poor in Malawi include female headed households, families with less than 1 ha. Of land, the HIV/AIDS infected and affected, the urban un employed, laborers on estates and subsistence farmers.

Children are also marginalized and experience poor living standards.

Human Rights

The Malawi Constitutions enshrines a wide range of human rights in line with international conventions. Laws passed since the new democratic dispensation has also addressed issued of human rights. The Malawi Laws require fundamental reformed new mechanisms for enforcement for example in child labour.

Education

The key problem facing education sector is poor quality. Free primary education was introduced in 1994. Following the abolition of school fees, school population rose from 1.8m to 3m. Classes in rural areas often have more than 100 pupils. A large number is also taught under the trees. For all pupils to be accommodated in classrooms, there would be needed about 38,000 classrooms. Over half of the teachers have no formal teaching training and other do not posse a syllabus. Retention of pupils is also difficult due to socio-economic pressures outside the school environment. This is more so with the girl child.

Food Security

Malawi has a chronic food insecurity that had worsened in the recent years but now it is improving due to the farm input subsidy programme. Malawians on the average are undernourished consequently, malnutrition is endemic with 50% of the under five children being chronically malnourished.

Health

With some of the worst health indicators in the world, Malawi’s infant mortality is 134 per 1,000 and under -5 mortality is 213 per 1,000 live births. Children under -5 make up 17% of the population but account for all 60 deaths. Life expectancy declined to 37 years over the last decade. Morbidity rates have remained high and there has been a general increase in bilharzias.

Access to health services is poorer in rural areas. The average population /doctor is about 50,000/1 and almost 98% of all doctors concentrated in urban areas. The population per clinical officer is 11,000 and 50,000 in urban and rural areas respectively. A large population of the female population does not have access to reproductive health services. Only 56% of the births were attended by a trained health worker in the year 2000.

Water and Sanitation

The 2002 HDR indicates that in 2000, 77% of Malawi’s population was using inadequate sanitation facilities while 57% were using improved water sources. In 1995, 92.2% of urban households and 43.7% of rural households reported access to safe water sources. In the area of sanitation, 72% of the households reported access to adequate sanitation facilities if pit latrines are included.

The rural-urban disparity in terms of access indicated the rural were in worse in situation.

Gender
Women, 52% of the population, are among the poorest and most disadvantaged. Literacy rates amongst women is at 44% in contrast to the male rates of 73%. Gender inequality in decision-making and political participation in Malawi is evidenced by the small proportion of women in key decision making positions and low participations in Government business. Even in the private sector, women are poorly represented. Currently, only 4.8% of administrators and Managers and 10% of MPs are women (HDR 200O). Incidences of violence against women especially rape and gender based violence are on the increase.

Political Situations and Trends

Malawi is a peaceful now in the “ third republic” with a multi party democratic government. The country attained its independence from Britain in 1964. The Late Dr. Kamuzu Banda”s Malawi Congress Party (MCP) governed Malawi with autocracy until 1994 when the United Democratic Front (UDF) took over after first multiparty elections.

A third president, Dr Bingu wa Mutharika, is now the president.

Local Government and Decentralization Process

One of the key political problems facing local governance in Malawi is lack of capacity, both human and financial. The main cause of this are the low qualifications of district staff and newness of councilors, lack of adequate revenue and reluctance of central government to transfer more funds to the districts. However, there is optimism that then District Assemblies will deliver on their promise-power to people.

NGOs and CSOs

NGOs and other CSOs continue to operate in various sectors around operational and policy work. There are over 200 registered organisations with the Council for Non Government Organisations in Malawi (CONGOMA) and possibly fourty times more with the Government The NGO bill and the Trustees Act provide direction to the orgaisations.

The role of various religious organisations and Faith Based Organisations also remain crucial especially on matters of political, human rights and development per se.

TARGETED DISTRICTS
The FOCUS targets the following districts in the Northern and Southern Region of Malawi:

ORGANISATION BACKGROUND.

Foundation for Community Support Services (FOCUS) is a non-political, non-profit making non-governmental organization that was formed in January 2000. It was established to reproductive healthy issues affecting the youth, women and other vulnerable groups Commercial Sex Workers. FOCUS registered with Trustees Incorporation Act (1962) in September 2001, with National Youth Council of Malawi under the National Youth Council (1996) Act in 2005. FOCUS is a paid up member of several networks like Council for NGOs in Malawi (CONGOMA), Malawi Network of AIDS Service Organisations (MANASO) and founding member of Forum for Non Governmental oganisations in Youth Development (FONYODE) to be registered under the Trustees soon. FOCUS is in the process of registering with the NGO Board and currently chairs the Karonga District Network of AIDS Service Organisations, Twikalirane NGO Network (Twikalirane is an umbrella of local and International NGOs based in Karonga District , deputise FONYODE and also serve in the national Governing Council of CONGOMA as a member just ratified on the 7th September in 2007.
VISION, MISSION AND CORE VALUES

FOCUS has a vision of communities in which there is openness in talking about HIV/AIDS as well as full awareness of its dangers and how to avoid these. There is hope and not despair amongst those who are HIV positive. There is also a strong sense of caring for those who are HIV positive.  One can see this in, for example, the existence of support groups, or the inclusion of those who are HIV positive in various community activities, or in the absence of a judgemental attitude towards those who are HIV positive. All this means communities that are free from HIV/AIDS stigma and discrimination as well as ones in which infection rates are falling. This goes hand in hand with a responsible attitude to sexual behaviour. At the same time communities can easily access products, services and treatments for HIV/AIDS. 

As a foundation to these shifts around HIV/AIDS we see communities that are well informed and actively debating a range of issues including cultural practices. Also,we see communities that are dealing with problems as they arise, and where each household is nutritionally secure, has good basic sanitation infrastructure and is economically viable. As part of enabling all of this, each community has a resource centre of some sort.”

MISSION STATEMENT
FOCUS is a non-governmental service providing organisation committed towards preventing HIV infection and mitigating AIDS impact, targeting men, women, girls and boys. 

CORE VALUES

Our core values determine and indicate our resolve to achieve and live the mission and vision respectively:

· Transparency and Accountability

· Love

· Compassionate

· Hard working

· Integrity

· Honesty

· Team work

KARONGA DISTRICT PROFILE

Karonga is one of the border districts of Malawi. It is one of the six districts located in the Northern Region. It shares the country’ international boundary with Tanzania to the North and district boundaries with Chitipa to the West and Rumphi to the South.

In terms of land size, Karonga is the second smallest district in the North after Likoma. It has an area of 3, 355 sq kilometers. Yet population wise, it is the second biggest after Mzimba. The 1998 Population and Housing Census put it at 194, 572 (Karonga District Assembly (KDA) with 166,761 and Town Assembly with 27,811) with a density of 58 people per sq kilometer. Again, this density is the second highest after Mzimba. The 1987-1998-growth rate was at two and half which was higher than the national growth rate of two. Tumbuka’s and Ngonde’s are the dominant tribes of the district, in the same way as their language Chitumbuka and Kyangonde are the dominant languages. Christianity, with its various denominations, is the dominant religion.
The administrative set up of the district is that there is a District Assembly, which is the ruling institution of the district. It has 23 elected members (called Members of the Assembly of Ward Councilors); five nominated members representing interest groups; five Members of Parliament representing their constituencies and six chiefs representing six Area Development Committees. Apart from the Assembly, there are Government Departments and NGOs all of which support in its development endeavors.

Agriculture provides the major source of livelihood for the district. The major food crops are maize, rice, cassava, and bananas beef, pork, milk and fish compliment that. Cash crops like rice, groundnuts, sweet potatoes (which are also food crops) and cotton provide an economic outlet besides other activities like trading, handicrafts and transport business. The informal sector is rapidly gaining ground over the formal sector.

HIV/AIDS is a serious problem in Karonga District as evidenced by the high prevalence (see prevalence of Karonga district). This fact is accepted by the communities and district leaders. In fact the district SEP for 2006/ singles it out as a development problem coming through all the planning structures in the district. The baseline study for the FOCUS conducted in it’s projects also captures it as an issue. The fact that there is a lot of activity in the area of HIV and AIDS also points to the same conclusion, that it is a serious and recognised problem. There are a number of factors that have fueled the problem ranging from culture, the unfavorable economic environment and the social-cultural set up of the district. The succeeding paragraphs are discussing the prevalence and the said factors. 

District HIV & AIDS Work Plans.

Karonga, Chitipa and Zomba have district plans covering all issues to do with development including HIV and AIDS. For instance, with the DA’s leadership these districts would like to promote preventive strategies and improve community care services and social services to orphans and the elderly and through a meaningful co-ordination. A closer look at all district aspirations shows that these districts put the health of an individual in the forefront.

In all the Districts that we are operating, HIV/AIDS service organizations who are principal stakeholder have at least HIV and AIDS work plans. Those that do not have HIV and AIDS as a core business, they are trying to incorporate HIV/AIDS in their work plans. These work plans are on annual basis though quarterly activities are extracted for quarterly work plans. During the interaction with various partners, it has been learnt that all district-based stakeholders are supposed to deposit their annual work plans with the DA so that an Integrated District Wide Annual Work Plan is produced but rather this has been tougher in reality. This is supposed to be forwarded to the NAC for a consolidated of a national work plan. It is meant to be a coordinating, planning and monitoring tool for the DA. For the fiscal year running from July, 2006 to June, 2007, the Karonga DA has come up with a work plan for HIV/AIDS mainly for key Govt. sectors to do the implementation whilst the DACC carrying out a co-ordination role. This has not fully included activities to be implemented in all the targeted areas. It was however not possible to get the amount of monetary resources going into HIV/AIDS. The key content of these DAs work plan and those of other stakeholders’ border on prevention, Care and support and Impact mitigation though not fully represented by other HIV/AIDS service providers.

The Health System and Services particularly in Karonga

Karonga district has a fully developed health system. There are three categories of health services providers. These are Malawi Government, the Christian Health Association of Malawi (CHAM) and the private sector. Karonga District Hosp. a public structure is the major service provider. There are 7 health centre (4 govt. owned and 3 owned by CHAM). In total, there are 16 health points in the district. The average travel time to the nearest facility is one hour though in some cases it is more than two hours an indication that facilities are far apart. Each of these Health Centers serves a population of not less than 15,000 people. Only 7 of these offer VCT services. These are Karonga District Hospital, Nyungwe Health Centre, Fuliwa, Chilumba, Iponga, and St Annes Health Centre, MACRO  and Sangilo Centre. The later two are CHAM owned in Karonga District

The health system has suffered considerable stress from the HIV/AIDS shock. The study reveals that there has been increased hospitalization due to AIDS related illnesses. AIDS is thus becoming a main cause of adult mortality. There is more stress as the problem doesn’t seem to be toning down. The table below shows a list of the health facilities

VCT figures for the Karonga catchment area from June to July, 2007
	
	<12 years
	12 – 24 years
	>24 years
	Total

	Pre test counseling
	M
	F
	M
	F
	M
	F
	
	

	
	
	
	
	
	
	
	
	

	Counselled and tested


	
	
	
	
	
	
	
	

	Tested and received results
	
	
	
	
	
	
	
	

	HIV positive


	
	
	
	
	
	
	
	

	HIV positive and referred
	
	
	
	
	
	
	
	


Table 11. Source; Karonga District Health Office 

According to the District Health Office out of those who accessed VCT services and tested positive and certified to be clinically eligible for ART, 887 have been accessing ART since June, 2006 and 71 died. During the HIV 2007 Testing Week, 3580 were tested, 245 were found positive. This means that many more are and will be on the waiting list very much in need of other supporting therapies.

CHITIPA DISTRICT

As a district which is the northern tip of Malawi characterized with poor roads network, poor communication facilities and with little/less modern infrastructures, NGOs have little or no interest to operate in such areas. 

In terms of issues, Karonga and Chitipa are some of the districts experiencing high maternal mortality rate as one of the critical issue especially due to teenage pregnancies (MIS 2005).       

Early and forced marriages, teenage pregnancies and early motherhood, misinformation of the youth on sexual reproductive health and HIV/AIDS issues and peer pressure amongst the youth  are some of the issues that affect sexual and maternal health .

ZOMBA DISTRICT

FOCUS has been a unique, growing, non-governmental and non-partisan organisation which focuses on the empowerment of rural communities in Malawi. It is unique in its perception of development and methodologies used to attain the goals. FOCUS’ development approach and methodology are founded on Participatory Learning Action. It believes in and uses the Participatory Community Competence Building Methodology that empowers the communities to take charge of their own developmental initiatives. The key interests in this area is to facilitate and bring about changes in attitude within their communities. This methodology critically looks at the following 3 major building blocks:

· Solidarity and willingness to serve.

· Sustainable resources.

· Skills and knowledge.

In the course of implementing its activities and mentoring CBO’s to become vibrant in their operations, a lot of organisation have admired this concept for replication.

It is in the same vein that these practice is being replicated on a pilot basis and it is hoped that it can as well be replicated in other communities in Malawi.
HIV/AIDS Situation Analysis.

Northern Region districts including Karonga and Chitipa have almost similar prevalence according to the records at KDH which stand at 14.0%. Records also show that there has been a rise in HIV/AIDS incidences. The table below shows the trend starting from 2002 to 2006.

Positive HIV tests and AIDS cases from 2002 to 2006
	Description
	2002
	2004
	2006

	HIV positive tests
	
	
	

	New AIDS cases
	
	
	

	AIDS deaths
	
	
	

	New orphans
	
	
	

	HIV +ve                     children
	
	
	


 Table 5. Source: KDH: DHO, 2006-2007.

 Major Factors fuelling the spread of HIV/AIDS in targeted Districts
There are a number of factors that are believed to be fuelling the spread of the HIV virus in the targeted areas. They relate to the whole spectrum of societal life, thus they are economic, social and cultural in nature. Some of the identifiable factors are as follows:
1
Inadequate factual information on HIV/AIDS and SRH: Awareness and general knowledge has reached the community but there is little and limited discussions of HIV/AIDS issues in families between parents and children.There is disparity in the knowledge base between women and men. Men know more than women. The youth get information through fragmented sources that are inadequate and un reliable i.e. from peers, newspapers, school, and radios. Cultural values play a big role to the effect that the elders are not supposed to speak about sex freely with the youth. This parent-child communication barrier gives chances to young people learn more from their fellow peers on HIV/AIDS information and any other sexual reproductive health issues even if it’s not the right message.                              

.
2  Gender inequalities that make women and girls vulnerable to HIV/AIDS Gender differences are clearly noticeable in communities where we operate. These are not gender differences ensuing from physiological differences between women and men but they derive from cultural constructions of what constitutes appropriate feminine or masculine behavior in heterosexual relations. This prescribes male control over their women’s bodies such that they can hardly negotiate safer sex. Yet some derive from inequalities in access to economic resources particularly during generalized crises. It is this, which is most dangerous because it leads to commoditization of sexual relations as a survival strategy especially for women. 

3 Low inconomic status of vulnerable groups like CSW, PLWHA, widows and Orphans: Low social status and economic dependence prevent many women and young people from controlling their own risk. With little negotiation power, they are often unable to insist on safe sex, disproportinately poor, they may have little choice other than to barter for sex for survival. As society’s traditional caregivers; women carry their main psychosocial burdens of AIDS care. Yet they have the least control over and access to the resources they need to cope effectively; few men share domestic responsibilities and family care with partners. Fear of violence and experiencee of violence disempower women and make them more submissive.Social status of women is generally low with major family decisions made by the man. Women do not have control over their own reproductive health rights, reproductive health problems including HIV/AIDS. Due to low status, these households have been affected by poor sanitary standards. Poor sanitory facilities/practices lead to poor health which makes their life to be at higher risk of being exposed to other infections.
4 Cultural Practices: Karonga and Chitipa communities have a number of cultural practices that are fueling the spread of HIV and AIDS. There is polygamy (mitala) where a man is allowed to have more than one wife without ascertaining or their status. Wife Inheritance is another cultural which allows the brother of the deceased to re-marry in order to protect the worth of the deceased. Though this is done with the concert of the widow now due to some sensitization but most of these is done without testing. Kupimbira, a pre arranged marriage between parents without the girls consent. The girls parents get money in advance and in return he offers the daughter instead of money but without the girls concert. Initiations (zinamwali) particularly in GVH Namasalima-Zomba District where FOCUS is providing a mentorship support project are also one of the avenue where wrong information leading to exposure to the virus is given. Here young initiates are made curious about sex and they naturally set out to explore. Other dangerous cultural practices are Polygamy, Fisi wa mbeu, Gwamula, kupitisa mwana ku mphasa and mmeto as indicated before. In order to address cultural issues, it is therefore recommended that there is need to use the cultural approach/interventions.
5 Transactional Sex (Uhule): This is related to extreme poverty in some quarters where women transact in sex to get their daily needs. Promiscous sexual behaviour by women is also commonly believed to be responsible for the heterosexual epidemic, regardless of the epidemological reality. Being boardere by Tanzania and Zambia, the tow district experience a lot of commercial sex work trading. Some have joined it at the age of 13 years which is at a very tender age. It should be understood that if they were not in the extreme, poverty situation most of them could not behave the way they behave.

6 Food insecurity in households affected by HIV/AIDS: There are some households who because of perpetual poverty never get out of food insecurity. As result women indulge in sex for food activities to support their families even if they are married. Their girl children are also used to make ends meet in the same way. In the same context, low nutritious foods for People Living with HIV (PLWH) for households with Chronically ill/PLWA’s have not been adequately providing nutritious foods to them in time of need at times. Yet, emphasis is the nutrient content of the food and enough to meet RDA. Sometimes CI/PLWA’s deny food and may go without food because the food is not appetising or some other related reasons. As a result these households experience some deaths which are directly linked to malnutrition and succumb and die before their time.. 
7 Stigma and Discrimination against PLWHA:  HIV/AIDS related Stigma and Discrimination (S & D) are most closely related to sexual stigma. This is because HIV is mainly sexually transmitted and in most areas of the world, the epidemic initially affected populations whose sexual practices or identities are different from the ‘norrm’. HIV/AIDS-related S & D has therefore appropriated and reinforced pre-existing sexual stigma associated with sexually transmitted diseases, promiscuity and prostitution. Promiscous sexual behaviour by women is also commonly believed to be responsible for the heterosexual epidemic, regardless of the epidemological reality. Prostitution is widerly perceived as non-normative female behaviour, and female sex workers are often identified as ‘vectors’ of infection who put at risk their clients and their clients sexual partners. Equally, in many settings, men are blamed for heterosexual transmission, because of assumptions about male sexual behaviour, such as men’s preference or need for multiple sexual partners. In return all these constitutes tha basis of S & D when one starts living with HIV. S & D is commonly practiced in communities causing PLWHAs die faster due to S & D effects than expected. Acase in a point; support services that are of benefit to PLWHAs such as VCT, STI clinics, support groups and commnuties where they live become ‘torture camps’ instead of being useful. It has come out very clearly that stigma is a big problem in communities where we are operating. Most people do not want to accept that the problem of HIV and AIDS has stayed among us. Because of this and due to in accessibility of friendly VCT services in the area limits people’s interests  who are ready to go for scarce VCT services and adjust their behavior. What this means is that those who have the virus transmit it in their ignorance.
8 Incompetent community capacity to fight HIV/AIDS pandemic 

Inadequate capacity of CBO’s, on HIV/AIDS prevention activities in the areas of project design and planning, reporting, monitoring and planning, community mobilisation, resource mobilisation and utilisation, leadership, conflict resolution and peace building. poses a great threat in the acceleration of HIV/AIDS interventions. It is absolutely critical that we explore opportunities for strengthening existing community based organisations’ capacities in order to help the communities effectively deliver HIV and AIDS programs. 

Impacts HIV & AIDS on the communities of Karonga, Chitipa and GVH Namasalima in Zomba.

Due to the advent of HIV and AIDS, the communities have encountered a lot of problems. Some of the impacts of HIV/AIDS on these communities are:

· Increased Poverty: Due to loss of assets during chronic illness, affected households have become poorer than they were. Their resident communities have also become poorer and can no longer provide comprehensive support.

· Increased Orphan hood: As more and more parents are dying there are more orphans being generated. Since most people are dying young, most of the orphans do not have older siblings to look after them. They are left to grand parents.  

· Increased number of chronically ill people: Although these can hardly be quantified, communities agree there has been a sharp increase of cases of chronic illness. In fact, most of those who are dying have suffered from chronic illness.

· Food Insecurity: As stated under critical HIV/AIDS issues, food insecurity is clearly an impact of HIV and AIDS in some households. They have no able bodied person to till the land and cultivate properly.

· Increased frequency of deaths: The sharp increase in chronic illness has also increased the frequency of death occurrence. This has led to loss of youthful and energetic people who would otherwise be involved in development work.

· Increased number of school dropouts: Since orphans and other vulnerable children have no access to schooling aids, they have tended to dropping out of school making themselves vulnerable for a long time. 

Social groups most infected and affected in Karonga, Chitipa and Namasalima in Zomba communities.

Focus Groups Discussions in all the areas revealed that the groups who are most or thought to be most infected are the young people and women. Among the young people it is among the female where most infections are. This information collaborates well with the situation prevailing at national level as reported by the National Aids Commission.

On the other hand, the most affected groups are women in general, Children especially orphans and the elderly people. This too is in tune with the national picture as reported by NAC.

The Scenario explained.

Young people are generally sexually active, they are under peer pressure to explore and they do not have accurate information on sexual and reproductive health issues. As they become older youths, they are already infected.

Poverty on the other hand strikes women and girls the hardest as they normally have no control over assets. As such they are easily driven into risky behavior. They are also brought up believing that they have no control over their bodies hence fail to protect themselves from harmful sexual practices.

Women also bear the burden of care when the household has a chronically ill person. Orphans are also traditionally thrust in their hands.

Children are orphaned due to HIV and AIDS deaths. Their orphan hood exposes them to lack of parental care, lack of education, food insecurity and worse still to HIV due to lack of the above.

The elderly are left with the responsibility to look after children when they are orphaned it is the elderly people that are called upon to take care of these little ones. Over and above, the elderly people loose the care they are supposed to get from their children in their old age 
CRITICAL HIV/AIDS ISSUES
The whole document is based on the following identified critical HIV/AIDS Issues which are extracted from the situation analysis:

· Inadequate information on HIV/AIDS and SRH

· Low inconomic status of vulnerable status of vulnerable groups like CSW, PLWHA, widows and Orphans

· Gender inequalities that make women and girls vulnerable to HIV/AIDS

· Stigma and discrimination against PLWHA

· Food insecurity in households affected by HIV/AIDS

· Cultural and local level policies that facilitate the spread of HIV/AIDS

· Incompetent community capacity to fight HIV/AIDS pandemic

OBJECTIVES:
1. To inspire behaviour change in all areas relating to HIV/AIDS
2. To improve nutrition and the economic status in vulnerable households as well as sanitation generally in communities in Karonga  (Chitipa and Zomba)

3. To equip communities with requisite skills in lobbying and advocating for issues related to HIV/AIDS.
4. To strengthen the organisation cohesion and effectiveness of FOCUS.
5. To strengthen networking activities with other Stakeholders.

ORGANISATION PERFORMANCE
ORGANISATIONAL REFLECTIONS AND IMPLICATIONS ON THE STRATEGIC PLAN 2004-2007 AND NEWLY DEVELOPED PLAN
1. Key Decision

In the light of the new Strategic Plan, the following decisions have been made in order to facilitate professionalism and effective implementation of the plan in the next three years

· Review the constitution in line with the new set up and challenges
· Review and redevelop the Participatory Learning Monitoring and Evaluation (PLME) system
· Currently, scale up/expand the interventions in the already existing districts
· Integrate water and Sanitation with HIV/AIDS interventions

· FOCUS should remain an HIV/AIDS service organisation
·  Hygiene in general needs to be addressed- collaborate with organisations that work on water and sanitation projects.

Implementation of the Strategic Plan
FOCUS will strengthen the operating systems, procedures and technical abilities for putting the strategy into effect. Activities such as Planning, Monitoring and Evaluation will be done in a participatory manner.
The developed strategy is subject to for review depending on the change of other factors in the working parameters of FOCUS. This process will ensure that FOCUS lives to the realities on the ground.
2004-2007 Programme Objectives

Sorry about
· No integration of water and sanitation which is crucial in HIV/AIDS. 
· Not all the beneficiaries reached due inadequate resources
· Rigid Program design that failed to accommodate such critical elements as baseline and end line surveys/setting of benchmarks.
· Oversights in programme design.
· Resistance to change.
· Culture of silence.
· Approach emphasis not placed on targeting gatekeepers.
· Evaluation not done on some of the strategies.
· Lack of realisation of appropriate activities to target groups.
· Lack of targets in some of the activities.
· Ad hoc trainings for board members.
· There has not been a very clear staff development plan.
· No reviews have been carried out on policy.
· There has been an unfilled need for more technical trainings.
Monitoring and Evaluation Framework

· The current M and E system to be reviewed.
· Quarterly work plans based on Strategic Plan
· Quarterly progress narrative reports

· Develop indicators for success

· Participatory monitoring to be strengthened

· Annual Plans and reviews to be done 4th Quarter

Resources

FOCUS will develop a Resource Mobilisation strategy based on the need in the Strategic plan
Financial Management 

FOCUS will increase and strengthen its financial resources and systems in order to accommodate the new challenges and scale up its interventions. 
Human Resources

· Realising staff full potential
· Ensure all staff are familiar with this plan

· Personal development plans for staff

· Develop and implement the staff development Policy

· Formulate and facilitate job trainings plans for Board members and staff

· Create meaningful career for staff so that they are retained with FOCUS
Weaknesses of the Organisation
· Inadequate sustainable resources.

· Lack of own office accommodation.

· Non-existence of comprehensive human resource development plan and staff maintenance mechanism.

· Inadequate existence of enforcement of policies and procedures of governance and management including M&E
· Inadequate  translation of knowledge from training into action – action planning after training.

The following elements were identified as FOCUS strengths in the implementation of the plan

Proud Of

1 Dedicated and trained staff

2. Ability to reach the intended beneficiaries

3. Transparency to themselves and Board members and donors

4. Necessary infrastructure available 
5. Understanding and collaborative partners
6. Community co-operation and support
7.  Policies developed and some implemented.
8. External auditors carried out audit.
9. Increase in external oganisations willing to support FOCUS.

Strategic Issue: Lack of behaviour change on HIV/AIDS issues.

Strategic Objective: To inspire behaviour change in all areas of HIV/AIDS.
Strategy 1: HIV Counseling and Testing 

	Activities 
	Time (yrs)
	Indicators 
	Resource (MK) 
	Responsible. 

	
	1
	2 
	3
	
	
	

	Establish 5 HCT Centres 
	X
	x
	
	# of HCT centres established
	750,000.00
	P.O.

	Train 30 HCT promoters 
	X
	x
	
	# of HCT promoters trained 
	350,000.00
	P.O.

	Recruit 10 HCT officers 
	X
	x
	
	# of HCT officers recruited 
	5,760,000.00
	ED

	Conduct 180 HCT outreach activities 
	X
	x
	x
	# of HCT outreach activities conducted

# of people reached 
	5,400,000.00
	P.O

	Conduct HCT sessions 
	X
	x
	x
	# of HCT sessions conducted 

# of people tested 

# of people receiving results 

# of people counseled
	00.00
	P.O

	Mobilise and procure HCT kits 
	X
	x
	X
	# of HCT kits mobilised and procured
	
	ED

	Establish and strengthen linkages with other HCT service providing institutions. 
	X
	x
	x
	# of institutions identified  

Type of services offered to clients 

Level of relationship

# of people referred 
	00.00
	P.O

	Facilitate post – test groups
	X
	x
	
	# of groups facilitated 

# of people joining 
	200,000.00
	P.O

	Strategy 2: HIV/AIDS / SRH awareness raising and education.



	Train 100 peer educators 
	X
	X
	
	# of peer educators trained 

# of sessions conducted 
	950,000.00
	P.O

	Conduct refresher training of 120 peer educators 
	
	x
	x
	# of peer educators refreshed.

# of sessions conducted 
	475,000.00
	P.O

	Conduct 3 HIV/AIDS world AIDS Campaign 
	X
	x
	x
	# of campaigns conducted 

# of people reached 
	1,050,000.00
	P.O

	Production and dissemination of IEC materials i.e. Newspapers, video theatre
	X
	x
	x
	# of IEC materials produced and disseminated

Type of products 
	1,500,000.00
	P.O

	Conduct 36 HIV/AIDS outreach campaigns 
	X
	x
	X
	# of outreach campaigns conducted

# of people reached out  
	10,800,000.00
	P.O

	Establish 5 community Resource centres 
	X
	x
	X
	# of Community resource centres 
	2,000,000.00
	FO

	

	Strategic objective 2: To improve nutrition and the social  economic status

Strategic Issue 2: Low Nutrition on social economic status of vulnerable groups 

Strategy 1: HIV/AIDS Nutrition and Sanitation education

	Develop criteria for identification of vulnerable groups and households
	X
	
	
	# of criteria developed

# of vulnerable groups and households identified 

Total number of people in groups 

Total number of people in households
	00.00
	M & E

	Identification of Vulnerable groups and households
	X
	X
	
	# of vulnerable groups and households identified
	00.00
	P.O

	Development of HIV/AIDS manuals on nutrition and education 
	X
	
	
	# of manuals developed
	200,000.00
	P.O

	Train 40 nutrition facilitators 
	X
	x
	
	# of facilitators trained

# of  sessions conducted
	450,000.00
	P.O

	 Establishment of backyard gardens
	X
	x
	X
	# of backyard garden established 

# of families with backyard gardens 
	250,000.00
	P.O

	Train 15 vulnerable groups and households in seed multiplication 


	X
	X
	
	# of trainings conducted 

# of participants 
	1,500,000.00
	P.O

	Conduct HIV/AIDS 12 nutrition and sanitation education campaigns 
	X
	X
	X
	# of campaigns conducted
# of people reached

# of issues addresses
	3,600,000.00
	COC

	Source and provide start –up capital (seeds) to vulnerable households and groups 
	X
	X
	
	Quantity of seeds distributed 

Type of seeds distributed
	1,500,000.00
	FO

	Strategy 3: Social – economic empowerment 

	Identification of viable & appropriate IGAs for vulnerable group and households 
	X
	
	
	# and type of IGAs identified

# of households and groups identified  

# of households and groups supported 


	3,000,000.00
	P.O

	Train vulnerable groups and households in identified business opportunities 
	X
	x
	
	# of groups and households trained 

# of training sessions conducted
	500,000.00
	P.O

	Link vulnerable groups and households to other services providers 
	X
	x
	
	# of groups and households linked 

# links established  
	00.00
	P.O

	Provide support to 300 OVCs in areas of, formal education Vocational training and life skills 
	X
	x
	X
	# of OVCs supported 

Type and Quality of services offered.
	2,000,000.00
	FO

	Strategy 4: Documentation and sharing of local knowledge on Nutrition and medicinal herbs.

Strategy 5:  Setting up demonstration on nutrition and medicinal herbs

Strategic objective 3: To increase capacities of CBO’s on HIV/AIDS prevention

Strategic Issue:  Inadequate capacity of CBO’s on HIV/AIDS prevention activities 

Strategy 1:  Capacity Building 

	Develop the CBOs capacity assessment tool 
	X
	
	
	# of tools developed 
	00.00
	M & E

	Conduct monitoring visits to CBOs.


	X
	x
	x
	# of monitoring visits conducted 

# of CBOs visited
	1,200,000.00
	M & E

	Identify CBOs capacity gaps in areas of HIV/AIDS awareness and education
	X
	x
	x
	# of gaps identified 

Type of gaps identified 
	00.00
	P.O

	Facilitate the development of CBOs programs on HIV/AIDS awareness and education 
	X
	x
	X
	# of development programs facilitated 
	
	P.O

	Strategic issue: Inadequate capacities FOCUS in areas of cohesion and service delivery.

Strategic objective: To strengthen organisation cohesion and effectiveness of FOCUS

Strategy 1: Capacity Building 

	Review constitution and other policies 
	X
	
	
	# of constitution and policies reviewed 
	
	ED

	Develop booklets, putting our values into practice.
	X
	
	
	# of booklets of developed 
	100,000.00
	PO

	Develop and implement staff policy 
	X
	
	
	# of staff policies developed 
	2,000,000.00
	ED

	Conduct Staff and Board capacity needs Assessment 
	X
	x
	
	# of needs assessments conducted  
	00.00
	ED

	Conduct Staff Appraisal exercise 
	X
	x
	x
	# of exercises  conducted 
	00.00
	ED

	Procurement of Motorbikes, Vehicles, bicycles and Computers 
	X
	x
	x
	5 motorbikes, 2 vehicles and 10 computers procured
	18,000,000.00
	FO

	Construct 1 upstairs office 
	
	x
	
	1 office constructed 
	12,000,000.00
	ED

	Reviewing Strategic Planning
	
	x
	x
	1 strategic planning reviewed 
	500,000.00
	ED

	Strategy 2: Fundraising 

	Develop fundraising / resource mobilisation strategy 
	X
	
	
	# of strategies developed 
	00.00
	ED

	Establish 9 relationships with new donors 
	X
	x
	x
	# donors relationships established 
	00.00
	ED

	Establish one screen printing 
	X
	
	
	1 screen printing established 
	550,000.00
	FO

	Organise one Charity Cup 
	
	X
	
	1 charity cup organised 
	
	FO

	Establish an Internet Café 
	
	
	
	# of internet cafés established 
	
	FO

	Strategic Issue: Inadequate learning and sharing between FOCUS and other stakeholders 

Strategic Objective : To strengthen networking with other stakeholders 

Strategy:  Networking and Collaboration



	Development of Stakeholders profile
	X
	
	
	# of stakeholders developed 
	
	M & E

	Forging and managing relationships (including stakeholders monitoring tool)
	X
	
	
	# of tools developed 
	
	AA

	Develop information exchange through websites, mailing, telecommunication, exchange visits and physical contact and sustaining them.
	X
	x
	
	# of information exchange developed 


	450,000.00
	AA

	Budget Total for 3 Years
	
	
	
	
	77,035,000.00
	


Appendix One: List of Participants
Name








Position
1. T/A Kalonga






Board Chairperson

2. W.J. Mwagomba





Board Member


3. A.S.Mwenifumbo





Board Member
4. R.Wisk






Board Member
5. K.P. Malanga





Board Member

6. Kossam Munthali





Executive Director

7. Tamiwe Mwamangwe




Finance Officer
8. Jabess Nyirenda





Program Officer

9. Piet 
Mughogho





M & E Officer
10. Esther Munthali





Program Officer

11. Thomas Mbowe





Program Officer
12. Synate Ngwira





Project Co-ordinator

13. Nia Maganga





Field Officer

14. Ruth Chaula






PLS Co-ordinator

15. Edward Kamthunzi





CRC Manager

16. Chimwemwe Mwafongo




COC

17. Ruth Mphepo





Counsellor
18. A
Kasambo





Counsellor
19. Vincent Ngwira





Admin. Assistant

20. A.C. Nawata






DAC
21. A. Mang’anda





DYO

22. H.B. Jaji






DSWO

23. Mrs M. Phiri






DADO

John Wilson





Consultant

Bougani Wilson




Trainee Facilitator

Appendix Two – Reflection on the workshop

What did I find most useful/enjoyable about this workshop?

· Talking about what one would find in a community after FOCUS activities put me in utopia about FOCUS.

· Constructive ideas for improvement and the frankness of participants.

· Everything.

· The methods kept people awake.

· The whole process was very interesting. It was not the traditional way of doing a strategic plan as I understand it.

· The facilitation methodology was participatory and practically grounded. (4)

· I learnt new ideas that will help FOCUS function better.

· Probing and thought provoking nature.

· Enjoyed the group discussions.

· Discovered a great deal about FOCUS.

· The facilitation posed many questions as opposed to spoon-feeding and made the participants think.

· Good insight into strategic planning, identifying trends and the lack of reflection and learning in the last three years.

· The topics covered gave a clear picture of what FOCUS needs to do next.

· I enjoyed the process of formulation of objectives. Very memorable.

· That I can move from one failure to another and still learn made me feel very good. I can now look back on some of the failures in the last twelve months without feeling sorry for myself.

· The contributions from participants have been very encouraging and exciting. The facilitation and participation has made the whole process wonderful.

· The contents of discussed material were relevant to the development of FOCUS and the process was very revealing.

· The process itself. The interactive sessions. The redesign of the strategic plan being in line with FOCUS’ identity.

· The revealing of achievements and failures.

What would have improved the process?

· More time (6).

· Sequential flow of workshop material.

· Adherence to time management by the hosting venue.

· More active involvement by some participants.

· Further work on a general objective/goal.

· Assistance in M & E issues.

· Greater availability of documentation on what FOCUS has done.
What burning question do you have about FOCUS?

· Is FOCUS going to commit itself to fulfill the current strategic plan? (3)

· Does FOCUS understand the reality of itself as an NGO or does it have the wrong idea of what it is?

· Without donor funding will FOCUS survive?

· Was FOCUS’ geographical extension clearly defined and justified?

· Is FOCUS going to secure enough resources to implement the strategic plan? (2)

· Is FOCUS going to meet the deadlines for the next steps we outlined here?

· Is FOCUS going to continue education in HIV/AIDS related areas only?

· Could FOCUS have a specialised post for documentation write-up?

· How effectively will FOCUS work as per activity?

· Is FOCUS able to work in a more learning/educating way?

· What is it that FOCUS would like to see after implementing the strategic plan?

· Are we going to continue with hardworking values as we did not review values in the workshop?

Any  other comments or suggestions

- An encouraging process that FOCUS should be proud of.

- Group discussions were wonderful.

- FOCUS will become much more expert if it follows the strategic plan.

- Next time better accommodation.

- FOCUS should review its constitution.

- Wonderful experience to attend a workshop that brought lots of insights into HIV/AIDS areas. Thankful for the mobile free zone.
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