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ABSTRACT 

 

This research which was undertaken in Mungwi aimed at assessing the communication strategies 
which the Mungwi District AIDS Task Force has been using to combat the spread of HIV and 
AIDS in the district. The title of the research is, communication strategies used in HIV and AIDS 
prevention by the Mungwi District AIDS Task Force (DATF): A Case Study of Mungwi rural. 
The researcher intended to determine the extent to which Mungwi DATF communication on 
HIV and AIDS has impacted on people’s attitudes, beliefs and behaviour with regard to HIV and 
AIDS prevention and if possible provide further recommendations. 
 
It is evident enough that the problem of HIV and AIDS has not spared anyone and as such it 
requires collective efforts to reduce the infection rates to zero. Although both recent reports by 
UNAIDS and Zambia country report on HIV and AIDS  of 2010 indicates signs of success in the 
fight against the further progression of the HIV and AIDS epidemic as noticed in the reduction in 
the new HIV infections globally, there is still more work needed to be done because the present 
formal known HIV prevalence rate estimated at 14.3% is a high figure for  Zambia (National 
AIDS Strategic Framework, 2011-2015, Towards Improving the quality of life of the Zambian 
people, 2010, p.1). 
 
In order to obtain data the researcher used both qualitative and quantitative research methods. 
Several other methods were used such as the audience survey, staff survey, focus group 
interviews, in depth interviews, purposive sampling, cluster sampling, quota sampling and 
participant observation. The software package for social sciences was used to analyse data and 
triangulation was used. 
 
The results are that there are differences in terms of knowledge on HIV and AIDS between those 
who live in Mungwi central and those in far distant places. Due to the vastness of the district 
coupled with little financial resources, Mungwi DATF fails to cover the whole area in its 
sensitisation pragrammes. It is for this reason that many people in Mungwi rural do not know 
much about DATF and have not been involved in its programmes. On the other hand, Mungwi 
DATF staff indicated that they have sensitised some areas on HIV and AIDS through radio 
programmes, meetings, workshops, events such as world AIDS day commemoration, posters, 
brochures, pamphlets and popular theatre. 
 
Even if this may be the case, much of the information on HIV and AIDS was said to come from 
other sources like palliative care, health personnel who visit communities providing antenatal 
services to the pregnant women and during child health week vaccination campaigns. Some of it 
is tapped from ZNBC radios 1 and 2. The researcher recommends that Mungwi DATF staff 
should visit and sensitise people on HIV and AIDS. Further recommendations are that Mungwi 
DATF should make more use of the radio, train more people who in turn would train others, 
print HIV and AIDS information in the local language on many utensils, involve both traditional 
and church leadership, produce DVDs on HIV and AIDS and use the internet. 
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INTRODUCTION 

 
Many years have passed since the Human Immune Virus (HIV) and Acquired Immune 

Deficiency Syndrome (AIDS) was diagnosed in Zambia in the 1980s and yet HIV and AIDS still 

continue to pose a serious threat to humanity. The problem of HIV and AIDS has been in the 

country since the early 1980s and it is one among the other major challenges the country is 

facing. Since the outbreak of this scourging disease, the epidemic has attacked both men and 

women, young and old regardless of their social status in society and has no known cure yet. In 

2009, 14.3% of Zambia’s population estimated at 13,046,508 (www.zamstats.govt.zm, accessed 

on 10/10/2011) was said to be infected with HIV (Zambia Country Report, Monitoring the 

Declaration of Commitment on HIV and AIDS and the Universal Access, 2010, p. xiii). The 

epidemic has a gender bias with more women (16.1%) living with HIV and AIDS compared to 

men (12.3%) (National AIDS Strategic Framework 2011-2015, Towards improving the quality 

of life of the Zambian people, 2010, p. 8). However, for women above 40 years, the prevalence 

is lower than men in the same age bracket. 

Furthermore, the 2008 United Nations General Assembly Special Session (UNGASS) report, 

indicates that the number of adult HIV related deaths in the country was estimated at 97,494 in 

2007 while an estimated number of orphans stood at 1,320,026 in 2008 ( National Strategy for 

the Prevention of HIV and STI, 2009, p. 4). Zambia is seventh among the countries experiencing 

the effects of a mature and generalized hyper endemic. Demographic and ecological variables 

put certain groups of the population at greater risk of HIV and AIDS and therefore, demands 

targeted interventions (Zambia Country Report 2010, p. xiii). 

It has also been noted that there is poor monitoring of HIV prevalence in populations usually at 

high risk of HIV, such as sex workers, homosexuals (MSM), prisoners, men in uniform and 

transport workers. The available prevalence data confirms that female sex workers, sexually 

transmitted infections (STI), and tuberculosis (TB) patients, gays and prisoners are 

disproportionately infected with HIV and AIDS in Zambia (Zambia Country Report 2010, p. 

xiii). A review of the estimates of trends in HIV incidence revealed that HIV incidence in adults 

aged 15−49 years has halved  since the 1990s and was estimated to be at a stable level of 1.6% in 

2009 (2% in women and 1.2% in men). In 2009, an estimated 82,681 adults were newly infected 



 
 

2 
 

with HIV (59% women, 41% men) with 226 new adult infections and 25 new pediatric infections 

occurring each day (National AIDS Strategic Framework, 2011−2015, 2010, p. 8). 

 

It is estimated that for every two people on treatment, five more are newly infected of whom 

three are women. Although statistical modeling suggests that the rate of new infections has been 

slowing yet the number of people living with HIV and AIDS is expected to continue to increase 

as more people living with HIV access and adhere to antiretroviral therapy (ART) and live 

longer. In 2009, it was estimated that 927,693 people were living with HIV and the number is 

expected to rise to 1,039,333 by 2015 (National AIDS Strategic Framework, 2011−2015, 2010, 

p. 8). 

 

In children and adolescents aged 0−14 years, the number of new infections has declined 

dramatically since peaking at 21,189 in 1996 to 9,196 in 2009 (National AIDS Strategic 

Framework, 2011−2015, 2010, p. 8). Similarly, HIV prevalence levels in antenatal clinic (ANC) 

clients have shown signs of decline. HIV prevalence in ANC clients aged 15−19 declined from 

13.9% in 1995 to 8.5% in 2006/7. The female to male prevalence ratio for young people aged 

15−24 has dropped from 3.7% in 2004 to 1.6% in 2007, implying fewer infections in women 

than men (National AIDS Strategic Framework, 2011−2015, Towards Improving the quality of 

life of the Zambian people, 2010, p.8). There has also been a drop in the number of HIV and 

AIDS related deaths due to an increased access to treatment, care and support of infected people. 

 

 About 11% of couples living together are sero-discordant. There are significant geographical 

variations of sero-discordance with Northern Province having the highest per cent (79%) and 

Copperbelt Province with the lowest per cent (52%) of sero-discordant couples (National AIDS 

Strategic Framework, 2011−2015, Towards Improving the quality of life of the Zambian people, 

2010, p. 8). 

 

The reports on HIV and AIDS are a clear testimony that the epidemic is found everywhere both 

in urban and rural areas. The devastating effects of the epidemic of HIV and AIDS have not 

spared rural areas including Mungwi district where the HIV prevalence rate stands at 4.7% 

(Zambia HIV Prevention Response and Modes of Transmission Analysis, 2009, p.145). It is in 

view of this sad reality that the researcher decided to examine the communication strategies 
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which Mungwi District Aids Task force is currently using in order to combat the spread of this 

deadly disease. Therefore, the researcher has assessed the effectiveness of HIV communication 

campaign methods used by Mungwi District AIDS Task Force (D.A.T.F) on condom use, 

abstinence and faithfulness, one love kwasila campaign, male circumcision, mother to child 

prevention, the newly launched safe love: Think, Talk, Act campaign and the voluntary and 

counselling and testing method (V.C.T). Mungwi district Task force staff and co-workers have a 

duty to bring quality information to people living in the district on how to prevent the spread of 

HIV and AIDS. The intention of the research was to establish the effectiveness of 

communication interventions used by Mungwi DATF and if need be recommend further 

communication strategies which can be employed in order to be more effective.  

 

It is a fact that information on behavioural change aimed at combating the spread of HIV remains 

a focal point in all efforts to curb the disease. The US Agency for International Development 

(USAID) deputy mission director Ryan Washburn during the launch of ‘’Safe Love: Think, Talk, 

Act’’ campaign in Kapiri Mposhi pointed out that; “the campaign is aimed at dispensing 

accurate information and promoting dialogue to prompt Zambians to change their behaviour. 

When people work together for change, amazing things can happen. In this case, the HIV 

infection rate can decrease in Zambia” (The Post, Tuesday July 5, 2011, p. 6). 

 

There are varying regional trends in HIV and AIDS prevalence rates in the country. HIV 

prevalence is higher in urban areas (20%) than in rural areas (10%). Northern and North Western 

Provinces have the lowest prevalence levels of lower than 7%. The urban provinces of Lusaka 

and Copperbelt have high HIV prevalence at 21% and 17% respectively. Prevalence is much 

higher among residents of urban areas than rural areas (19.7% vs.10.3%). Significantly higher 

HIV prevalence was found in mobile urban educated women than women who stay at home 

(National AIDS Strategic Framework, 2011−2015, 2010, p. 8).  

 

The 2010 country report on HIV and AIDS shows that there have been no changes in prevalence 

since the last reporting period and that the last demographic health survey (DHS) is still valid 

(Zambia country report on HIV and AIDS 2010, p.5). The report further stresses that Zambia is 

among the countries in the region with the smallest prevalence drop between 2001 and 2007, and 

therefore making the change statistically insignificant. It is stated in the report that an estimated 
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14.3% of the adult population aged between 15−49 years was HIV positive dropping by 1.3%  

from the 15.6% reported in the Zambia demographic household survey (ZDHS) of 2001/2 

(Zambia Country Report on HIV and AIDS 2010, p. 5). 

 

The most recent Antenatal Clinic Sentinel Surveillance (ANCSS) of 2006, intervals shows a 

larger crude mean site prevalence (MSP) decline, similar in magnitude to the ZDHS of 2007 

prevalence decline for women (from 17.8% to 16.1%), but occurring within the two year ANCSS 

intervals of 2004−2006 instead of 5 ½ years of the ZDHS interval of 2001/2 (Zambia Country 

Report on HIV and AIDS 2010, p.5). Although these decreases in prevalence have been 

achieved, it must be noted also that the country must continue to evaluate what part of this 

measured decline is due to increased survey bias resulting from increased self knowledge of 

HIV-status and self exclusion and also that the 2001/2−2007 ZDHS decline in prevalence still 

represents an increase of approximately 300,000 to 400,000 infected persons, due to population 

growth over the same period which outweighed the prevalence (Zambia Country Report on HIV 

and AIDS 2010, p. 5). Based on the current ANCSS and the DHS, the current pattern of the HIV 

epidemic shows that unless there is drastic behavioural change, the percentage of the adult 

population (15−49 years old) newly infected with HIV will always be higher than the projected 

percentage that is likely to die from AIDS between 1984 and 2015 (Zambia Country Report on 

HIV and AIDS 2010, p. 5). 

 

The youths are the most vulnerable to HIV and AIDS. According to some other statistics, it has 

been recorded that only 43% of young people can correctly identify ways of preventing sexual 

transmission and reject major misconceptions about HIV transmission (CSO, MOH and Measure 

Evaluation, Zambia sexual behavior survey 2005, p. 133). Worse still, only 13% of Zambia’s 

youthful population aged between 15−49 years has been tested for HIV by 2005 (National 

Strategy for the Prevention of HIV and STIs 2009, p.2). 

 

What this means is that HIV and AIDS is still a very devastating disease and many deaths south 

of the Sub-Saharan Africa are a product of this epidemic. Many countries have increased 

prevention strategies such as the A.B.C formula (abstinence, be faithful and condom use), 

voluntary counselling and testing method (V.C.T), one love kwasila, prevention from mother to 

child transmission and male circumcision. Perhaps there could be further successes if the 
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prevention strategies are coupled with quality information which must be sent to the people. 

Currently, it is only UGANDA which is known to have reduced the HIV and AIDS prevalence 

rate from 30% to lower levels of about 5% in some areas (Kalyondo Stanslous, An evaluation of 

the communication strategies of the Catholic Relief Services (CRS) in mitigating the impact of 

HIV and AIDS and poverty in Zambia, masters unpublished 2010, p. 1). 

 

In spite of having many anti AIDS campaigns marked with a lot of information, some countries 

have recorded marginal successes in the fight while some other countries have experienced an 

increase in the prevalence of HIV and AIDS with many deaths that are HIV and AIDS related. 

Not only that, some people are known not to have fully utilized the known available prevention 

strategies. For instance condom use among the youths aged between 15−24 years stands at 

38.4% for males while for the female it is at 25.8% (National Strategy for the Prevention of HIV 

and STIs 2009, p.2). 

 

The high prevalence rates of HIV and AIDS in the country as a whole and particularly in 

Mungwi have led the researcher to consider undertaking a research to find out whether the 

current communication strategies used by Mungwi DATF to prevent the transmission of HIV to 

the rural populace are enough or there is need to devise some other communication strategies. 
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CHAPTER ONE: BACKGROUND 

1.1. GENERAL INFORMATION ABOUT ZAMBIA 

1.1.1. Location 

 Zambia is a landlocked country which means it has open borders with the neighbouring 

countries and hence enjoys interaction with them. The location of this country poses a high risk 

of HIV and AIDS spread. There is a lot of cross border trade, sporting activities and general 

trade within the sub region. Many people travel from one place to another for various reasons 

either temporarily or permanently. The list of such people include, truck drivers, seafarers, 

transport workers, agricultural workers, business people, traders, employees of large industries, 

miners, government officials, uniformed service officers, construction workers and sex workers. 

Some Zambians also have relatives in the sub region and this necessitates their movements. 

Even in the country there is a lot of mobility between the people living in rural and urban areas.  

Such movements open the possibility of contracting HIV because when people are mobile they 

may find themselves in various awkward situations and consequently may adopt risk behaviours 

which open doors to contracting HIV. Sometimes mobility increases chances of promiscuous 

behaviour because some people who live far away from their partners for a long time may fail to 

control themselves in terms of sex resulting in them having multiple and concurrent partners. In 

internal movements, some people opt to resettle either in rural or urban areas. Often times, there 

is trade between rural people and urban people. For instance rural people are prone to receiving 

traders from urban areas who go to buy maize, beans, soya beans, groundnuts, millet, catapillers 

and many other cash crops. It is not only the urban people who go for business to rural areas, 

also people in rural areas take their merchandise for sale to urban areas. 

 

Mungwi district is found in Northern Province and is made up of many villages which include 

Chitimukulu, Kayambi, Nseluka, Kayaya, Sokoni, Kalayafye, Kampamba, Peleti, Makasa, 

Malole, Mukuka Mfumu, Fibwenkula, Chimba, Chiwanga, Mukundi, Chimbola and many other 

villages. The people in this area do interact with others who come for agricultural business and 

other forms of trade. Some villages in Mungwi district are near to the TAZARA rail line and this 

makes the people in this area to trade with the people from the Republic of Tanzania. Some 

people who come for business in this area often times engage in casual unprotected sex and this 
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makes them more vulnerable to HIV transmission.  Mungwi has an open route to Nakonde which 

is on the border with Tunduma in Tanzania.  This border is open to trade with the people who 

live in Mungwi. The district has also high poverty levels which opens some people to risk 

behaviours. The district is also close to Zambia’s only Mpulungu port in Northern Province. 

Mpulungu port, located on the shores of Lake Tanganyika is host to many people who come for 

business from countries such as the Democratic Republic of Congo, Burundi and Tanzania. 

Mostly, people trade in fish and their interaction often times results into sexual relationships 

which open up possibilities of contracting the deadly virus that causes AIDS. 

 

The other factor is that Northern Province has been a host to many refugees who were running 

away from civil wars from other countries. Some of these people came from countries in the 

great lakes region such as Burundi, Rwanda, Uganda and the Democratic Republic of Congo. 

Following the international policy on the rights of refugees, some of the refugees were 

temporarily settled in Chilubula village near Natende in Kasama district for a while and were 

finally transferred to Mwange refugee camp in Mporokoso district where they stayed for a long 

time. The mentioned places are not far away from Mungwi and above all, many people interact 

as relatives and also on business levels. There have been a lot of intermarriages and casual sex 

with these people. This has facilitated the transmission of HIV to the rural population. 

 

Northern Province is rich in some other natural resources such as wild animals and fish that 

come from its rivers and lakes. The abundance in natural resources attracts both male and female 

business people that come from urban and rural areas to buy foods like fish and game meat and 

to buy them at reduced prices, they indulge in sexual activities especially when the demand is 

lower than supply. This opens more avenues for HIV and AIDS contraction. 

  

1.1.2. Background to HIV and AIDS Policy in Zambia 

Zambia is a country in southern Africa with one of the most devastating HIV and AIDS 

epidemics. Zambia’s first HIV infection case was reported in 1984 

(http://bwalyakafumbe.ewebsite.com accessed on 23/03/2012). Since then, infection rates have 

increased rapidly with the adult HIV prevalence peaking in mid 1990s at about 17% and then 

levelling off and stayed above 14% ever since (Zambia Country Report on HIV and AIDS, 2010, 
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p.4). The human development index (HDI), showed that life expectancy in Zambia had increased 

to 44.5 years in the last four decades (Zambia Country Report on HIV and AIDS, 2010, p.4). In 

2009, the country recorded an estimated 82,681 new adult HIV infections (59% women and 41% 

men) with 226 new adult infections and 25 new pediatric infections occurring each day. In the 

year 2009, it was estimated that 927,693 people were living with HIV and the number is 

expected to rise to 1, 039,333 by 2015 (National AIDS Strategic Framework, 2011−2015, 2010, 

p. 8). 

Writing on the beginning of HIV and AIDS in Zambia, John IIiffe reports that;  

The virus may have reached Zambia slightly earlier than Malawi, although the evidence 
is indirect. In 1983 Anne Bayley, a surgeon in Lusaka, found herself treating 
unprecedented numbers of young adults afflicted with aggressive kaposi’s sarcoma . 
When tested in 1984, 91% of these were found HIV positive. Bayley thinks that the 
first case might date to 1980 and that HIV had probably reached Zambia in the mid 
1970s initially spreading slowly. She added- a conclusion presumably reached by 
retrospective testing- that in 1981 fewer than 1% of women at Lusaka’s antenatal 
clinics were HIV infected. Many early patients in Lusaka with kaposi’s sarcoma had 
associations with the Copper-Belt, where tuberculosis cases suddenly multiplied from 
1984, and the first small HIV tests in the general population of mining communities in 
1985 showed 13.5% prevalence in males and 21% in females. Of deaths from AIDS 
reported from Zambia between March and July 1987, 46% were from the copper-belt 
and 18% from Lusaka. Yet the situation in the capital was alarming enough, for tests 
there in 1985 showed that 8% of pregnant women were infected. In February 1986 
AIDS patients were also dying in Livingstone on Zambia’s southern border with 
Zimbabwe (John ILIFFE, The African AIDS Epidemic: A History 2001, p.37).  

Within two years of the first report of AIDS in the country, the government established the 

National AIDS surveillance committee (NASC) and the National AIDS prevention control 

program (NAPCP) to look into the coordination of activities pertaining to HIV and AIDS. The 

country has received hundreds of millions of dollars for various HIV programmes from 

developed countries and yet the prevalence rates have continued being as high as 25% in some 

urban areas (http://www.bwalyakafumbe.ewebsite.com/articles/aids -history.html accessed on 

08/01/2012). 

 

In the early stages of the outbreak, much information about HIV prevalence was kept secret by 

the authorities under former president Kenneth Kaunda. Senior politicians were reluctant to 

speak about the growing epidemic and the president’s announcement in 1987 that his son had 

died of AIDS was a notable exception and the press did not mention AIDS. 
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HIV and AIDS continued to spread so much so that in the early part of the 1990s, it was 

discovered that 1 person in 5 people had HIV. This alarming situation led the World Health 

Organisation to call for the establishment of the National AIDS advisory council of Zambia 

(NAACZ). The Health Minister did not favour the idea because the government was preoccupied 

with reconstructing the bankrupt economy and paying off the country’s debt 

(http://www.bwalyakafumbe.ewebsite.com/articles/aids-history.html accessed on 08/01/2012). 

According to Stephen Lewis (2005) the UN special envoy for HIV and AIDS in Africa, 

throughout the 1990s the government was disavowing the reality of HIV and AIDS and was 

doing little to combat the problem (Africa recovery magazine, ‘famine and AIDS batter Southern 

Africa’, News release February, 2003, p. 1). Several media organisations noticed the reluctance 

of the government of the day to deal with the problem. In particular, the Post newspaper in 1999 

in their editorial wrote;‘’We feel there has been a very poor approach to the HIV/AIDS problem 

by our government especially cabinet ministers, including president Chiluba. A look at what our 

government has allocated to the HIV/AIDS fight in this year’s budget clearly reveals this 

irresponsibility’’ (The Post News Paper Zambia, 28th June 1999, p.22). 

 

However, at the beginning of the new millennium, there were some positive changes in political 

attitude and according to Stephen Lewis,’ an entirely new level of determination to confront the 

epidemic (http://www.bwalyakafumbe.ewebsite.com/articles/aids-history.html accessed on 

08/01/2012).  In 2002, the National HIV/AIDS/STI/TB council (NAC) became operational when 

parliament passed a bill recognizing it as a legal body that could apply for funding (the prospect 

of a large World Bank grant provided much of the necessary motivation). At the passing of this 

bill NAC became a single high level institution responsible for coordinating the actions of all 

segments of government and society in the fight against HIV and AIDS and it is in charge of 

guiding the implementation of the national HIV and AIDS strategic framework. 

 

The problem of HIV and AIDS was addressed with more impetus when the late former president 

Levy Patrick Mwanawasa declared HIV and AIDS a national disaster and promised to provide 

antiretroviral drugs to 10,000 people by the end of 2004. After exceeding this target in 2005, he 

set another target to provide free treatment to 100,000 people by the end of that year. Besides 

government commitment to provide free antiretroviral drugs, there has been more commitment 

and involvement by stakeholders at nearly all levels. 
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1.1.3. United Nations General Assembly Special Session (UNGASS) Declaration of Commitments 

on HIV and AIDS 

During the close of the UN special session on HIV and AIDS, in June 2001, 189 countries 

adopted the declaration of commitment on HIV and AIDS. The global commitment to halt the 

spread of HIV and AIDS by all member countries shows the commitment to achieve the 

millennium development goal of halting and beginning to reverse the HIV epidemic by 2015 

(Zambia Country Report, monitoring the Declaration of commitment on HIV and AIDS and the 

universal Access 2010, p.1). It was observed that there was a need for a multi-sectoral approach 

to HIV and AIDS which incorporates global, regional, and country level responses to prevent 

new infections, expand health care access and mitigate the epidemic’s effects (Zambia Country 

Report on HIV and AIDS 2010, p.1). This declaration also invites the collaboration of other 

partners in the fight of HIV and AIDS, such as the private sector industry, labour groups, faith 

based organizations, non- governmental organizations and other civil society organizations like 

people living with HIV (Zambia Country Report on HIV and AID 2010, p.1). 

The success of this commitment is based on the achievement of concrete, time bound targets. 

Emphasis is also placed on careful monitoring of progress in implementing the agreed on 

commitments and that the United Nations Secretary General must issue annually progressive 

reports. In these reports, problems and constraints are identified and recommended actions are 

forwarded to accelerate the process of achieving the targets. In 2002, the UNAIDS Secretariat 

collaborated with National AIDS committees, UNAIDS co-sponsors and other partners to 

develop a series of core indicators to measure the progress in implementing the Declaration of 

Commitment on HIV and AIDS. The indicators are grouped into four broad categories namely; 

i. national commitment and action 

ii. national knowledge and behaviour 

iii. national impact 

iv. global commitment and action  

(Zambia Country Report on HIV and AIDS 2010, p.1) 

In the 2002─2003 report, 103 member states (55%) submitted country progressive reports to 

UNAIDS based on the core indicators. Their reports were inclusive of other cooperating partners 

such as government ministries, civil society and people living with HIV (Zambia Country Report 

on HIV and AIDS 2010, p.1). In 2005, Zambia was among the countries that submitted a 
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progressive report from among 137 member states and the report covered a period from 2004 to 

2005, representing a 33% increase in the number of countries reporting. Among those that gave 

reports, 40 were from sub Saharan Africa, 21 from Asia and the pacific, 32 from Latin America 

and the Caribbean, 21 from Eastern Europe and Central Asia, 5 from North Africa and the 

Middle East and 18 from high income countries. 

 

Again in 2008, Zambia submitted another progressive report for the period 2006 to 2007 among 

153 member states representing 80%. Of these reports, 45 were from Sub –Saharan Africa, 20 

from Asia and the Pacific, 32 from Latin America and the Caribbean, 18 from Eastern Europe 

(Zambia Country Report on HIV and AIDS 2010, p.1). The National AIDS council in 

collaboration with the ministry of Health, Civil Society Organizations, the private sector and 

other line ministries coordinated the 2010 report process. A multi-disciplinary and multi-sectoral 

steering committee of the NAC constituted the technical team which provided technical 

oversight and validation throughout the report generation report (Zambia Country Report on HIV 

and AIDS 2010, p. 2). 

 

1.1.4. Policy and Management 

Zambia is a signatory to a number of global and regional arrangements and declarations on HIV 

and AIDS such as the Millennium Development Goals, the Paris Declaration, UNGASS 

Declaration, Universal Access, Abuja Declaration, African Union Maseru/Maputo Declaration 

and SADC protocols (Zambia Country Report on HIV and AIDS 2010, p. 17). On the country 

level, all the legal and policy frameworks have been developed, which includes, the National 

HIV and AIDS/STD/TB Act (2002), National Decentralisation Policy (2002), National HIV and 

AIDS/STI/TB Policy (2005), National HIV and AIDS Strategic Framework (2006−2010), Fifth 

National Development Plan (2006─2010), Population Policy (2007), Reproductive Health Policy 

(2008), the Zambia Decent Work Country Programme (ZDWCP) 2007−2011, the new National 

AIDS Strategic Framework 2011−2015 and the Sixth National Development Plan 2010−2015 

(Zambia Country Report On HIV and AIDS 2010, p. 18). 

Those who are supposed to implement biomedical interventions (PMTCT,CT,PEP, STI 

treatment, ART, blood safety, injection safety, Universal precautions), are provided with latest 
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updates strategies and guidelines to standardize the quality of interventions (Zambia Country 

Report On HIV and AIDS 2010, p.18). In spite of the fact that there are various policies that 

have been formulated to help prevent HIV and AIDS, there are some laws that present obstacles 

to effective HIV prevention, treatment, care and support for vulnerable population sub-groups, 

particularly laws on homosexuality, prostitution and intravenous drug use (IDU). In the current 

situation there is no legislation that overtly bans discrimination based on actual or perceived HIV 

status (Zambia Country Report on HIV and AIDS 2010, p. 18).  

 

The response to HIV and AIDS in Zambia follows a multi-sectoral approach and is designed in 

line with the ‘3 ones principle’, which requires one national AIDS strategic framework, one 

national coordinating body and one monitoring and evaluation (M&E) system. Most of the 

institutional arrangements required for a multi-sectoral national AIDS response are in place 

(Zambia Country Report on HIV and AIDS 2010, p. 18).  It is well known that HIV and AIDS is 

a cross cutting issue and the needed intervention approaches must be multi-faceted and multi- 

dimensional in nature.  It is for this reason that decentralization and mainstreaming of HIV and 

AIDS are thematic issues in the FNDP and 2006─2010 NASF (Zambia Country Report 2010, p. 

18). 

 

The Zambia Country report on HIV and AIDS of 2010, states as follows; 

in the 2006-2010 NASF significant focus was placed on building the capacity of the 
district, provincial and national planning mechanisms in multi-sectoral HIV and AIDS 
planning, monitoring and coordination, mainstreaming HIV and AIDS into private, 
public and civil society sector, development policies, strategies, plan and budget; and 
developing and implementing comprehensive workplace interventions (Zambia 
Country Report on HIV and AIDS 2010, p. 18). 

In the past, there was emphasis on the development of capacities of individual competencies, 

development of capacities through initiative to perform specific HIV and AIDS functions that 

were needed in institutions and this was done with the view that institutional collective 

capabilities will also develop. To achieve this, there were trainings that were organized for 

people to undergo. The attrition found in most partner institutions has led this approach 

unsuitable to produce the desired results where noticeable change can take place in institutions. 

The approach that National AIDS Council is currently using is capacitating institutions rather 

than individuals (Zambia Country Report on HIV and AIDS 2010, p.18). 
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Following the mainstreaming of HIV and AIDS policy, 98% of line ministries have established 

HIV and AIDS workplace policies and action plans; 85% of private sector companies have 

workplace policies; NAC collaborated with local authorities and civil society organizations to 

mainstream HIV and AIDS into the local government system; and provide technical assistance 

for HIV related institutional capacity building for 500 local led sector organizations. However, 

dissemination and implementation at all levels and especially sub-national and community levels 

is a significant challenge (Zambia Country Report on HIV and AIDS 2010, p. 18). 

 

The national response addresses issues of governance, poverty, gender, economic, social-

cultural, legal sexual violence and psychological factors that are different for men and women in 

combating the HIV and AIDS epidemic. But the rate at which the policies are implemented is 

slow. The other weakness is that most of the structures mandated to mainstream gender are 

inadequately resourced and have limited analytical skills and techniques in gender and this 

results into poor gender policy implementation. Furthermore, even if many workplaces have 

developed policies on HIV and AIDS, few are gender sensitive due to poor linkages between 

gender and HIV and AIDS (Zambia Country Report on HIV and AIDS 2010, p. 19). 

 

Indeed gender is critical in the response to HIV and AIDS, though the gender dimension and 

links to human rights remain challenges in most of the interventions in the framework. In many 

thematic areas, the objectives and their strategic interventions have been expressed in a gender 

neutral language hoping men’s and women’s concerns will be met. Consequently, this brings 

difficulties to develop gender responsive intervention strategies (Zambia Country Report on HIV 

and AIDS 2010, p.19). 

 

Above all the inequalities and power imbalance between men/boys and women/girls increases 

the chances of HIV infection among the female. In addition to this, some cultural and traditional 

practices especially those that encourage female subordination to male have been identified as 

vehicles of HIV transmission. Other causes are the succession rite and sexual cleansing after the 

death of the spouse which may create a potential source for HIV transmission. The culture of 

silence that characterizes sexual matters is a big challenge, especially to women (Zambia 

Country Report on HIV and AIDS 2010, p.19). 
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The other causes include, low economic and political status of women, poverty, limited decision 

powers, limited skills or power to negotiate safe sex; prostitution, unprotected sex, early 

marriages, concurrent and multiple sexual relations especially among men; inter-generational 

sex; peer pressure and alcohol consumption; sexual exploitation of young girls and women and 

human trafficking. Others include, multiple concurrent sexual partners, cross generational sex, 

transactional sex, polygamy, dry sex, the traditional practice of sexual cleansing and some 

practices during initiation ceremonies facilitate the transmission of HIV (Zambia Country Report 

on HIV and AIDS 2010, p.19). The social-economical and biological factors have led HIV and 

AIDS to impact more on women than men. It is also argued that the fact that females mature 

earlier than males at 15─24 years of age as opposed to males at 25─35 years of age is another 

contributing factor to high HIV and AIDS among the female. The statistical figure puts females 

below 35 years to have an infection rate at 17.8% compared to males at 12.6% (The voice of the 

church on matters of gender in Zambia, Addressing ourselves to issues of gender injustice and 

gender based violence 2009, p. 20).  Again, in the age group of 15−25 years females are five 

times more likely to be infected than the boys of the same age group. The other known biological 

facts are that, there is higher viral load of HIV in the semen than in the viginal fluids, making it 

more likely for a female to get infected by a man than vice versa. The virus remains alive longer 

in the females because of the moist and warm environment which gives the virus more time and 

fertile ground to multiply. The other fact is that the membranes in the young girls (15−24) years 

age group are not yet well formed  making them weak and easier to penetrate by the virus (The 

voice of the church on matters of gender in Zambia 2009, p. 21) . 

 

Sexual violence is the worst manifestation of gender power imbalance that particularly exposes 

women and girls to HIV infection. Forced sex is a highly undesirable behaviour in any 

circumstance, and is particularly risky in the context of the HIV and AIDS epidemic (Zambia 

Country Report on HIV and AIDS 2010, p. 19). The other notable fact is that male circumcision 

reduces chances of contracting HIV by 60% and yet only 15% of Zambia’s male are 

circumcised. The ZSBS (2009) findings suggest that women prefer circumcised men. High 

population mobility, mainly for trade and employment purposes increases vulnerability to HIV 

and AIDS contraction. Sites such as border areas and transport corridors are difficult to address, 

but are considered important ‘hot spots’ where innovative approaches are needed. Other 

marginalized or stigmatized sub-populations are also at risk because they are often living outside 
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of, or not accepted by mainstream society (Zambia Country Report on HIV and AIDS 2010, p. 

19). 

 

It is also important to involve the local communities by mobilizing them to respond to HIV and 

AIDS prevention. The local authority must draw up programs that integrate the local people into 

the programs. The plan of development is guided by the Decentralisation policy and the Ministry 

of Finance and National Planning District planning and budgeting manual and the Ministry of 

Finance must plan expenditure allocation at all levels. 

 

Sixteen local authorities out of 72 have been capacitated covering councillors and council staff 

on how to deal with HIV and AIDS internally in their workplaces and externally in their 

communities. Training materials on local government and HIV and AIDS mainstreaming, 

participatory planning and gender and human rights mainstreaming have been developed. A 

typical local government training programme produces a district HIV and AIDS directory and a 

local authority workplace policy (Zambia Country report on HIV and AIDS 2010, p. 20). There 

is need for coordinated efforts at the sub-national level in order to harmonise and build local 

capacity to manage and sustain the comprehensive response to the epidemic and create a 

conducive, enabling environment for community based initiative. Support meant to strengthen a 

coordinated sub-national HIV and AIDS structures, planning and implementation structures is 

weak. It has been observed that some stakeholders have established parallel structures at the 

community level and it becomes difficult to coordinate activities by the local authorities in 

communities. 

 

There is a weak linkage between district health management teams, district AIDS task forces, 

and local authorities (councils). This is recipe for ineffectiveness, lack of transparency, and lack 

of accountability. If districts are strengthened, there will be effective management, coordination 

and monitoring of the multi-sectoral response and mainstreaming in public and private sectors, 

civil society and faith based organizations. They should also improve on communication 

between various stakeholders at sub-national level. This would require strengthening DATFS to 

facilitate this process. Even if there is progress in mainstreaming HIV and AIDS, yet it is 

uneven. Similarly, improvements in evidence based decision making and distribution of human 
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and financial resources will greatly influence the success of the AIDS response (Zambia Country 

Report on HIV and AIDS 2010, p. 20). 

 

1.1.5. HIV and AIDS Prevalence Rates 

 

Figure 1  

Figure 2  

(Source: Zambia HIV Prevention and Modes of Transmission Analysis, 2009, p. 145) 
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Zambia is one of the countries in the world that has been greatly hit by the epidemic of HIV and 

AIDS. The map shows the different HIV prevalence rates across the country. The epidemic of 

HIV and AIDS varies according to the location of the place, the people found and the sexual 

practices that people indulge in. For instance, towns and border areas have high HIV and AIDS 

prevalence because they accommodate many people from different places and sometimes this 

opens people to risky behaviours, thereby resulting into HIV and AIDS contraction. 

 

The statistics shown on the map indicates that the country has high HIV and AIDS prevalence 

rates and it requires everyone’s efforts to prevent further progression of the disease. Although 

there are few new infections, the national HIV prevalence rate estimated at 14.3% among people 

aged between 15 and 49 years is still too high for the country (The Post, Thursday November 24, 

2011, p. 4). The nation should strive towards zero new infections. The 2011 UNAIDS report  

which was released in Berlin by UNAIDS executive director Michel Sidibe shows that the total 

number of new infections in Sub-Sahara Africa had dropped by more than 26%. According to the 

report, the figures have dropped to 1.9 million from the estimated 2.6 million at the height of the 

epidemic in 1997 (The Post, Thursday November 24, 2011, p. 4). According to the 2007 

Demographic and Health survey, the national prevalence rate reduced slightly from 15.6% in 

2001/2002 to 14.3% in 2007 (National Strategy for the Prevention of HIV and STIs, 2009, p. 3). 

However, the prevalence rates have remained significantly higher in urban areas (23.1% in 

2001/2002 and 19.7% in 2007) compared with rural areas (10.8% in 2001/2002 and 10.3% in 

2007) (National Strategy for the Prevention of HIV and STIs, 2009, p. 3). The disease has 

affected the rich, the educated class and the poor as well. 
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Figure 3 (Source: Zambia Country Report 2010, p.7) 

The figure above shows Zambia’s urban and rural epidemics significant differences in their scale 

and epidemic trend. The report shows a wide geographical differential in HIV infection in the 

country. On the average, urban adult HIV prevalence at 19.7% is twice that of the rural areas at 

10.3%. This pattern is similar to that reported in the 2001/2 ZDHS which showed the prevalence 

rate at 23% in urban areas compared to 11% in rural areas. Significantly, differences in HIV 

prevalence were reported by province ranging from 6.8% in Northern Province to 20.8% in 

Lusaka province (Zambia Country Report on HIV and AIDS 2010, p. 6). 

 

Further, three (3) provinces of the nine showed increases in the HIV prevalence with Central 

province increasing by 2.9% from 15.3% to 17.5% between 2001/2 and 2007 while Western 

province HIV prevalence increased by 2.1% from 15.2 % to 17.3 % and Luapula province which 

posted an increase of 2 % from 11.2 % to 13.2 % for the same period. With the other six 

provinces showing a reduction in HIV prevalence, Central province is now second only to 

Lusaka province surpassing Copperbelt province while Western province has moved from being 

the sixth province in 2001/2 with the most infected population to fourth in the country by 2007 

(Zambia Country Report on HIV and AIDS 2010, p. 6). The increase in HIV and AIDS in the 
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three provinces, Western province, Central province and Luapula province may be attributed to 

different factors. Western province with the provincial capital Mongu is blessed with abundant 

natural resources such as fish and rice. Above all the province is a hot spot for tourism activities 

with the famous annual Kuomboka ceremony. The presence of such natural resources and the 

annual ceremony makes the province a popular destination for trade and tourism. Sometimes a 

mixture of people from different destinations also results into sexual relationships which may be 

risky in nature and this may open possibilities of contracting HIV and AIDS. Luapula province is 

also another province endowed with fish and game. The province attracts many people who go 

for business. This often times results in sexual relationships which may be risky in nature, 

thereby opening possibilities for people to contract HIV and AIDS. The other province where 

there has been an increase in HIV and AIDS cases is Central province. Since the collapse of the 

mining industry, especially in Kabwe, the province has been experiencing high poverty levels 

due to lack of employment. The high poverty levels in the province may be a contributing factor 

to risky behaviour which may lead to contracting HIV and AIDS. 

 

However, it is difficult to get statistics on the prevalence rates on HIV and AIDS in rural areas 

because medical facilities are rarely found in such places. Most of the statistics come from 

testing pregnant women at antenatal clinics and population based surveys in some selected areas. 

This may leave some gaps in data collection. Due to this, statistics about the HIV/AIDS situation 

in Zambia are quite inaccurate, under estimated, inflated or exaggerated since few people in rural 

areas have access to medical centres and huge populations in rural areas are not adequately 

covered by the surveillance  and not all sick people in urban areas can afford to go to hospitals or 

clinics. There is need to realise that not all places have access to HIV testing facilities.  

 

To confirm the anomalies in HIV and statistics, UNAIDS and WHO have revised their global 

estimates of the number of adults living with HIV, particularly in the Sub-Saharan region. These 

new estimates are as a result of more accurate data from country surveillance, additional 

information from household surveys and steady improvements in the modelling method used by 

UNAIDS, WHO and other partners. This has led to lower global HIV estimates for 2003, as well 

as for previous years (UNAIDS, 2004 Report on global AIDS epidemic: 4th global report, 

Geneva, WHO library Cataloguing-in-Publishing Data 2004, p. 24). The same report indicates 

that even if HIV estimates have been reduced, it doesn’t mean that the epidemic is slowing down 
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but it is expanding. Some countries in Africa may increase the statistics to gain donor financial 

support while others may reduce the statistics to disguise poor leadership or not to scare away the 

perceived investors and tourists. The other problem is that the incubation for HIV is long and it 

may complicate the accurate results (UNAIDS Report on the global AIDS epidemic 2004, p. 25).  

 

Mostly HIV is transmitted through heterosexual sex and mother to child transmission.  The 

shocking statistics also include that; one in every six adults is living with HIV, many deaths, 

reduced life span and many orphans. The other reports indicate that Sub-Sahara Africa where 

Zambia belongs has just over 10% of the world’s population, but it is home to almost two-thirds 

of all people living with HIV, an estimated number of 25 million (range 23.1−27.9 million). In 

2003 alone, an estimated 3 million people in the region became newly infected, while about 2.2 

million people died of AIDS. The young generation is highly affected. In the 15−24 age group, 

6.9% of women and 2.1% of men were living with HIV by the end of 2003 (UNAIDS, 2004, 

report on the global HIV/AIDS’, July 2004, p. 31). 

 

Figure 4 shows the HIV Prevalence by Gender and Age Group in Zambia 2007-2009 (Source: 

Zambia Country Report, 2010) 
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As depicted by the graph, the HIV and AIDS epidemic in Zambia is becoming mostly feminine 

in character. A review shows that the prevalence rates in Zambia vary significantly according to 

age, sex and geographical area. Of the approximately 1 million Zambians living with HIV and 

AIDS (2006), 4% or 40,000 are children aged 0−14 years. The HIV prevalence shows a 

significant increase from 15−19 years age group (4.7%) and peaks at 23.6% for the age group of 

35−39 years and then drops to 15.1% for the 45−49 years age group (Zambia Country Report on 

HIV and AIDS 2010, p.5). The major concern is the HIV prevalence among young women. 

Young women between the ages of 15−19 years are more likely to be infected with an HIV 

prevalence of 5.7 % as compared to young men of the same age group at 4.7 %. For the age 

group 20−24 years, this gap widens with young women showing HIV prevalence of 11.8% 

which is twice that of young men of the same age group at 5.2%, reflecting their specific 

vulnerability in sexual relationships. Other indicators show the HIV prevalence for women peak 

is at 26% although this is for the age group 30−34 years while for the men the peak is at 24.1% 

although this is for the age group of 40−44 years (Zambia Country Report on HIV and AIDS 

2010, p. 5). 

 

There are various reasons why women are more at risk to contract HIV. Some reasons include 

gender inequalities, becoming sexually active at a tender age, low education compared to men 

and general poverty among them which drives them into having multiple sexual partners for 

financial support.  Most importantly, the median age at first sex among young people aged 15 to 

24 years old has continued to show a steady increase from an average of 16 years (1998) to 

16.5% (2003) to 18.5 years in 2005 for both men and women (CSO, MOH and Measure 

Evaluation, Zambia Sexual Behaviour survey 2005, p. 36). 
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Figure 5 (Source: Zambia Country Report, 2010). 

The graph shows the antenatal clinic sentinel surveillance comparative data from 1994 to 

(ANCSS) 2006. The nation also uses the Antenatal Sentinel Surveillance Survey to estimate the 

HIV prevalence among the general population. The country has been using HIV prevalence in 

women aged 15−19 years as a proxy for incidence. In Antenatal Clinic clients aged 15−19, HIV 

mean site prevalence (based on 21 sites) was 13.9% in 1994, dropped to 12.0% in 2002, and 

8.5% in 2006−2007 (Zambia Country Report on HIV and AIDS 2010, p. 7). This suggests that 

HIV incidence is falling. A less pronounced downward trend in HIV prevalence of women aged 

15−19 was observed in DHS data (all women aged 15−19 years, regardless of sexual activity). In 

the 2001−2002 DHS, the HIV prevalence was 6.6 % in this age group and 5.7 % in the 2007 

DHS (P=0.48) (Zambia Country Report on HIV and AIDS 2010, p. 7). The figure also shows 

that although overall HIV prevalence among antenatal attendees has remained relatively 

unchanged during the period, there was a drop in HIV Mean Site Prevalence (MSP) in the year 

2006. The HIV MSP dropped from 11.5 % in 2004 to 8.5 % in 2006 among women aged 15−19 

years and from 18.6 % to 16.6 % among women aged 15-39 years (Zambia Country Report on 

HIV and AIDS 2010, p. 8). 
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Further review of the report revealed that for each ANCSS survey in the HIV MSP was 

consistently the lowest in the 15−19 year’s age group and highest in the 25−29 years age group. 

HIV MSP was lower in 2006 as compared in 2004 in every age group. However, for the same 

age group 30−39 year’s age group, a reversal in trends was reported showing that the HIV MSP 

increased with each survey for the years 1994 to 2004 and then dropping in 2006. Actual 

indicators showed an increase in the HIV MSP for the age group 30−39 years from 17.4 % in 

1994 and 1998 to 2.0 % in 2002 and then 21.2 % in 2004 before achieving a drop to 20.6 % in 

2006 (Zambia Country Report on HIV and AIDS 2010, p. 8). 

 

1.1.6. Key Drivers of HIV and AIDS in Zambia 

The HIV and AIDS epidemic in Zambia is driven by at least six factors namely; Multiple and 

concurrent partners (MCP), low and inconsistent use of condoms, low rates of male circumcision 

in some provinces,  mobility and labour migration, vulnerability and marginalized groups and 

through mother to child HIV transmission. These six key drivers were identified by the cabinet 

Committee of Ministers on AIDS, the National HIV/AIDS/TB/STI council and were an 

epidemiological synthesis of the latest findings on the concentration of new HIV infections 

occurring in the general population. The government with collaborating partners has developed 

the national AIDS strategic framework covering the period 2011− 2015, a document in which 

they have outlined the strategies that are going to be used to combat the spread of HIV in 

Zambia. A look at these factors can help to understand how they contribute to the spread of HIV 

and AIDS in Zambia (National AIDS Strategic Framework 2011-2015, Towards improving the 

quality of life of the Zambian people 2010, pp. 9-10). 

1.1.7. Multiple Concurrent Partners 

The first driver is multiple and concurrent partners. This is one of the main driving factors of 

HIV because many people have several sexual partners. Mostly HIV positive people are 

infectious in the first weeks and months after infection and this means having more than one 

sexual partner at a time, or having long term relationships that overlap over time constitute a 

serious HIV risk (National HIV Prevention Convention Report 2009, p.15). Furthermore, many 

people trust their sexual partners and perceive them as free from HIV. It has been reported that 
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there is always a close relationship between the number of reported sexual partners and HIV 

infection. 

In Africa and particularly sub Saharan Africa, couples have been reported to be on the largest 

risk group. Many people perceive having more than one partner as a norm, only 12% of women 

surveyed and 24% of men believe that most married men have sex with their wives only. A 

significant number, 21% of new infections are estimated to occur in people who report that they 

have only one sexual partner suggesting that even individuals in a couple who practice faithful  

monogamy  face a significant risk of HIV(National HIV Prevention Convention Report 2009, 

p.15). 

 

The reasons why some people resort to having multiple and concurrent partner behaviours are 

many. Some are due to lack of satisfaction in relationships. Above all else, there is gender 

inequality which makes women unable to negotiate for safer sex practices such as condom use 

and testing. Women with low levels of education and are unemployed have little leverage in 

partnerships, leaving them trapped in sexually unsafe marriage or partnership situations either as 

a faithful spouse or as a casual or concurrent extramarital partner. For some women, it is the 

desire for a better lifestyle or possessions, or the search for a suitable partner that fuels the MCP 

(National HIV Prevention Convention Report 2009, p. 15). However on the overall, there is a 

myriad of factors that encourages MCP behaviours such as; Mobility, providing opportunities for 

both partners to have other sexual partners, peer influence, upbringing, luxury and material 

obsession, safeguard in case a partner terminates a relationship, poverty and disintegration of the 

family safety net, traditional norms such as girl’s initiation ceremonies and men having more 

than one sexual partner (polygamous system), cultural norms that expect women to be passive 

sexual partners contribute to the sexual dissatisfaction (in couples) and lack of communication, 

beliefs surrounding circumcision where one feels is more protected against HIV, mistrust, 

suspicion, misunderstandings and mistreatment in relationships, married men and women to have 

a child in cases when couples struggle to conceive, those forced into marriages as a result of 

parental pressure or premarital pregnancies and unhappy with their partner (Zambia HIV 

Prevention Response and Modes of Transmission Analysis 2009, p.43). 
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Another factor linked to MCP is alcohol abuse because abuse of this substance results into poor 

decision making like engaging in unprotected and casual sex. All these factors contribute to 

MCP and people must be made aware that these fuels HIV and their behaviour must change to 

accommodate only one partner. The other hindrances in the fight against HIV in the country is 

that few couples undergo counselling and testing, barely an estimate of 3%. Even in the case of 

discordant couples, counselling lessens transmission by more than 60% and reduces sexually 

transmitted infections and unplanned pregnancies in all couples. 

 

Not only that, CHCT encourages reducing risk behaviour with as much as 70% increase in 

condom use. The challenges in testing couples is that there are few couple friendly testing sites 

because many take place in antenatal clinics, there is also lack of specifically trained couples 

counsellors. The other challenge is that CHCT has not been institutionalized as a government 

policy like HIV counselling and testing in antenatal health services. To discourage MCP, they 

have been using television and radio by embarking on programs like the ‘‘one love kwasila’’ 

(enough) which is an ‘edu-tainment’ that tells the story of MCP and the dangers of MCP  

(National HIV Prevention Convention Report 2009, p.16).   

 

1.1.8. Low and Inconsistent Condom Use 

This is another HIV driving factor. While there is a great improvement in condom use in sex, the 

usage has not increased enough to impact significantly on HIV transmission. Many people in 

steady relationships stop using condoms in their relationships. There is gender imbalance to 

negotiate sex and the decision of the man in this matter is considered superior to that of the 

woman. The man is perceived to be the one who has to initiate a condom in a relationship while 

if a woman initiates it, she will face self stigma or external stigma. Some reasons for little 

condom use are centred on mixed messages on HIV prevention such as abstinence versus 

condom use, the importance of VCT, the stress on male circumcision, the conflict between the 

Church and some secular organizations on this topic, where the Church has been negative 

(National HIV Prevention Convention Report 2009, p. 20). High education levels and sound 

income opportunities have led many people to use condoms. The female condom is not popularly 

used among women. Some people view the condom as a barrier to sexual gratification and 
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impacts on fertility. People who practice dry sex are uncomfortable with the use of condoms 

(Zambia HIV Prevention Response and Modes of Transmission Analysis 2009, p. 49).  

1.1.9. Low rates of Male Circumcision 

Male circumcision has been scientifically proven to be efficacious in reducing the spread of HIV. 

It gives protection up to 60% against transmission among those who engage in heterosexual 

behaviours with an HIV positive partner. In many parts of Africa where circumcision is 

practiced, there are low levels of HIV. In Zambia circumcision is mostly practiced in North 

Western province among the Luvale and the Kaonde speaking people for reasons of identity, 

hygiene and as a mark of transition into adulthood. The challenges of male circumcision lie in 

the perception by the people. Some perceive it as damaging to the penis and that it is 

emasculating. Some are concerned about the pain and the period of time it takes for healing. The 

other challenge is the myth that circumcision offers a 100% protection. There is inadequate 

health personnel and some workers perceive it to be a low priority. Some people consider it 

expensive (at $300 in some parts of Lusaka) and that the age of consent at 21 years is high.  

Currently, there are many service outlets with some being functional and some not. However, 

there are some success stories on male circumcision reported by the Society for Family Health 

working in collaboration with the Ministry of Health. Society for Family Health began practicing 

male circumcision in 2007 and today, they perform 1,400 circumcisions per month. Jhpiego an 

international health organization affiliated to John Hopkins University in the USA has trained 

over 200 providers and provides static services in all nine provinces. The organization is 

planning to scale up further in larger districts and to establish a presence in facilities run by the 

military and by the Churches Health Association of Zambia. Jhpiego has also made a first 

attempt at providing a mobile outreach service (150 youths were circumcised in Kabompo in a 5 

day period). The organization has also developed training and support materials. The target is to 

circumcise 2.5 million males in Zambia by 2020 (National HIV Prevention Convention Report 

2009, pp. 23-24). 

1.1.10. Mobility and Migrant Labour 

There is migration both within and outside Zambia. These movements can disturb regular, long 

term relationships and facilitate multiple and concurrent partners and a possible engagement of 
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sex workers. The nation’s migrant population is heterogenous and includes those who move 

within and outside the country for work and other businesses. Among the internal migrants, there 

are mine workers, seasonal agricultural workers, transport, construction and communication 

workers; fishfolk and fish traders (mostly women), sex workers, health workers and government 

employees. Cross border migrants include; long distance truck drivers and traders. At each 

sending and receiving entry point, there are men and women who are vulnerable. Some people 

are forced to migrate due to natural disasters or are displaced because of conflicts like the 

refugees and other internally displaced people. Students are also vulnerable to HIV through their 

movements and lack of school necessities and young professionals in search of employment 

(National HIV Prevention Convention Report 2009, p. 28). 

1.1.11. Vulnerability and Marginalised Groups 

People who are vulnerable and marginalized in society stand many chances of contracting HIV 

quickly. How to help them, their human rights must be upheld, the stakeholders must promote 

their access to information on condom use and male circumcision as well as multiple and 

concurrent partners’ issues must be addressed. Vulnerable groups are those who can easily be 

attacked or hurt and they include people with disabilities. Marginalised people are those who are 

excluded from services and include uniformed personnel, truck drivers, commercial sex workers, 

youth and men who have sex with men and prisoners (National HIV Prevention Convention 

Report 2009, p. 32). 

However, it is difficult to find clear data on HIV/AIDS among these groups because somehow 

some of them are involved in illicit sexual activities like homosexuality and paid sex work.  

These acts are stigmatised and have prison sentences attached to them. Although there is no clear 

information on statistics on men who have sex with men, it is extrapolated from the international 

statistics to estimate that the numbers of people involved in the act to be at 600,000 in Zambia. 

Since homosexuality is stigmatized in the country, those who practice it also end up sleeping 

with women to cover up. The other area where there are people found practicing homosexuality 

is in prisons. The normal capacity of prisons in Zambia is that they can only accommodate 5,500 

people and yet there is a population of 15,350 people in prison. The huge number of people 

congested in prisons simply entails that HIV will continue to increase. There are also many cases 
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of sodomy in prisons and they facilitate transmission of HIV (National HIV Prevention 

Convention Report 2009, p. 32). 

 

The penal code through the sodomy law describes homosexuality as unnatural and outlaws it 

making it punishable. The sodomy law makes it difficult for homosexuals to seek and access 

relevant services, facilities and products related to HIV prevention, treatment care and support. 

Prison inmates who are known for homosexual arrangements are not able to access condoms as 

this may be perceived  as encouraging the practice of homosexuality which is illegal (Zambia 

Country Report on HIV and AIDS 2010, p. 33). On the same level, the law on prostitution 

doesn’t favour prevention services offered to commercial sex workers. Elements of commercial 

sex work attract retribution under the statutory laws of Zambia. This hinders provision of HIV 

prevention services to this population. However, civil society has been trying on the small level 

to help out without showing signs of promoting prostitution (Zambia Country Report on HIV and 

AIDS 2010, p. 33). The other group which is considered marginalised are the school going 

children. While the Ministry of Education has allowed sex education in schools, it has not 

allowed distribution of condoms in such schools. Now considering the fact that some pupils are 

sexually active and engage in risky sexual encounters, sex education outside condom distribution 

will remain ineffective especially for the sexually active pupil.  

 

Generally, there have been improvements in access to treatment, blood safety and injection 

safety. But the country still faces a new challenge arising from new infections which have 

increased from an estimated 67,602 adults in 2006 and it is estimated that in 2015 it will increase 

to 72,019 of which almost 55% are females and 45% are males. This translates into 

approximately 185 new infections every day. The cause of many infections is due to unprotected 

sex and multiple-concurrent partners. Unfortunately only 15% of sexually active adults know 

their HIV status. This situation may be rectified through the provision of testing and counselling 

services (Zambia Country Report on HIV and AIDS 2010, p. 44). 

1.1.12. Mother to Child Verticle Transmission 

Transmission of HIV from the mother to the child occurs in the uterus during delivery and post-

partum during breastfeeding. One of the key strategies of national HIV prevention is prevention 
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from mother to child transmission (PMTCT). This program has been implemented since 1999 

(Zambia HIV Prevention Response and Modes of Transmission Analysis 2009, p. 65). 

However, in the absence of any preventive measures, infants born to and breastfed by HIV 

infected women have roughly a one in three chances of getting infected themselves. It can 

happen during pregnancy, labour and delivery or after delivery through breast feeding. Mother to 

child transmission accounts for over 10% of new infections, yet with effective treatment and 

follow up, Zambia could virtually eliminate paediatric HIV. The use of drugs starting in early 

pregnancy and ARVs for either mother or infant continued throughout breastfeeding can reduce 

transmission risk to 1−2%. Infections among children have been gradually declining from 13,733 

in 2006 to 10,306 in 2008 (Zambia Country Report on HIV and AIDS 2010, p. 49). 

 

There is also an increased care and treatment for babies. Currently there are about 30,000 babies 

who are HIV positive in Zambia and two thirds are on treatment. Deaths due to HIV among 

babies have decreased from 11,404 in 2006, to 8,144 in 2008, but the burden and  lifelong and 

costs and suffering of children from this preventable disease is increasing. Pregnant and lactating 

women are at high risk of HIV infection; 2% to 3% will acquire HIV infection during each 

pregnancy. 11% of married couples are discordant for HIV (i.e. one is positive and one is 

negative), with men and women equally likely to be the infected partner. Many partners do not 

know the HIV status of their partners and often times there is low level use of condoms in stable 

relationships and this becomes the fertile ground for HIV transmission. Given this situation, 

pregnancy care is important because through it, 80% of women are tested for HIV in antenatal 

clinics. The risk of mother to child transmission can be significantly reduced through the 

complimentary approaches of antiretroviral regimens for the mother and prophylaxis to the 

infant, implementation of safe delivery practices and use of safer infant feeding practices 

(Zambia Country Report on HIV and AIDS 2010, p. 49).    

1.1.13. The Impact of HIV and AIDS 

The epidemic of HIV and AIDS has its devastating toll on individuals and families.  It has 

attacked the most productive age group leaving many families disintegrated and many children 

living in destitution. Many deaths related to HIV and AIDS have been recorded, resulting in 

many orphans. The situation has led many children to congregate in big cities, begging, stealing 
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and some involved in prostitution. Many children have remained abandoned because of stigma, 

lack of resources and many others run away from homes where they are mistreated and abused 

by their foster families. Many of those who have full blown AIDS are in their productive years 

and have many people who entirely depend on them for their survival. When the breadwinner 

gets ill, other family members, particularly children are kept home from school and must try to 

raise money or grow crops as well as taking care of their patient. Much of the money they raise 

sometimes is spent on the patient and in case of death the funeral costs are very high. The higher 

the number of HIV and AIDS related deaths, the more it becomes burdensome to take care of the 

widows and orphans. There is also the problem of social stigma which excludes the people 

infected with HIV. Many widows also experience property grabbing from relatives especially 

when the male parent dies (Shikaputo 2007, p. 224). Above all women are more impacted by 

AIDS as reported: 

The epidemic’s impact on women and girls is especially marked. Most women in the 
hardest-hit countries face heavy economic, legal, cultural and social disadvantages 
which increase their vulnerability to the epidemic’s impact. In many countries women 
are the carers, producers and guardians of the family life. This means they bear the 
largest AIDS burden. Families may withdraw young girls from school to care for ill 
family members with HIV. Older women often shoulder the burden of care when their 
adult children fall ill. Young women widowed by AIDS may lose their land and 
property after their husbands die-whether or not inheritance laws are designed to protect 
them. Widows are often responsible for producing their families’ food and may be 
unable to manage alone. As a result, some are driven to transactional sex in exchange 
for food and other commodities (UNAIDS Report on the global AIDS epidemic 2004, 
p. 43).  

The impact of HIV and AIDS spreads far beyond the community and house hold levels. The 

entire public sector and the economy have been weakened and national development has been 

stifled. The Zambia poverty strategy reduction paper acknowledges that the epidemic is as much 

likely to affect economic growth as it is affected by it. 

(http://www.bwalyakafumbe.ewebsite.com/articles/aids-history.html Accessed on 08/01/2012). 

Indeed human development can only come about when all the favourable conditions are in place. 

 

The UNDP correctly reports that: 

 human development is about creating an environment in which people can develop 
their full potential and lead productive, create lives in accord with their needs and 
interests.The most basic capabilities for human development are to lead long and health 
lives, to be knowledgeable, to have access to the resources needed for a decent living 
and to be able to participate in the life of the community. Without these, many choices 
are simply not available, and many opportunities in life remain inaccessible (UNAIDS, 
Report on the global AIDS epidemic 2004, p. 41). 
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Many communities in rural areas survive on agriculture. The impact of HIV and AIDS has 

lessened food production. The food and Agriculture organization reports that all dimensions of 

food security, that is the availability, stability, access to and utilization of food are affected 

particularly where the prevalence of HIV is high. The loss of workers at the crucial times of 

planting and harvesting can reduce the size of the harvest. AIDS is said to have been a major 

contributing factor to food shortages that hit the country in 2002−2003. In households where 

there were chronically ill adults, recent deaths and orphans suffered marked reductions in 

agricultural production and income generation (UNAIDS, Report on global AIDS epidemic 

2004, pp. 45-46). 

James Morris, the World Food Programme’s Executive Director reported as follows; 

“throughout the region people are walking a thin tight rope between life and death. The 

combination of wide spread hunger, chronic poverty and the HIV/AIDS pandemic is devastating 

and may soon lead to a catastrophe. Policy failures and mismanagement have only exacerbated 

an already serious situation” (UNAIDS, Report on global AIDS epidemic 2004, p.46). The 

epidemic has hit individuals, families and the whole society. It has negatively affected health, 

education, economic and social sectors by reducing life expectancy, slowing economic growth, 

deepening poverty and contributing to food shortages. 

 

The epidemic of HIV and AIDS has also affected the informal institutions and culture. This is 

because the disease has killed the traditional way of caring for the orphans, the elderly and the 

weak. This is creating a crisis on the informal rural institutions especially in extended families 

and kinship systems. Loss of elders retards society’s ability to reproduce itself. HIV and AIDS 

also has upset the known traditional methods of transferring knowledge, traditional practices, 

norms and values thereby disrupting social organization. 

 

HIV and AIDS has reduced the workforce because some workers have died from HIV related 

sicknesses. Many families have to care for their sick relatives and remain with little time for 

work. The many funerals which are a product of the disease also reduce the working hours. Since 

the disease affects the qualified personnel, their capacity to provide adequate services to the HIV 

and AIDS population is minimized. 
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1.2. HIV AND AIDS RESPONSE THROUGH INSTITUTIONAL ARRANGEMENTS  

 

  

 

 

 

 

 

 
  

 

 

 

 

 
 
 

 
 
 
 
 

 

 

 

 

 

Figure 6: Revised Institutional Structure with Expanded View of the Consultative Groups 

(Source: Zambia Country Report 2010, p. 22) 

 

The institutional arrangements for the national HIV and AIDS response comprises of various 

actors and organizations, the public and private sectors, civil society, faith based organizations 

and cooperating partners. All these entities are organized into self coordinating groups or 

platforms or fora that represent key constituencies like the public service employees, people 

living with HIV and AIDS, the youths, people with disabilities and other special interest groups. 

The national HIV and AIDS/STI/TB policy (2002), current National HIV and AIDS Strategic 

Framework and National HIV and AIDS operation plan provide guidance and direction to 
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harmonizing multiple actors and multiple interests into a cohesive and focused national response 

(Zambia Country Report on HIV and AIDS 2010, p. 20). 

 

The cabinet committee of ministers on HIV and AIDS established in 2000 works closely with 

MoH and NAC to provide policy direction, supervision and monitoring of the implementation of 

HIV and AIDS programmes especially in the public sector. NAC was established as a statutory 

corporation through an Act of parliament in 2002 and operates as the sole national AIDS 

coordinating authority. NAC is a semi-autonomous statutory body administratively found in the 

MoH, and the MoH Minister chairs the cabinet committee on HIV and AIDS, which appoints the 

NAC Board Chairperson and supervises council initiatives. The Ministry of Health Permanent 

Secretary is the controlling officer for NAC’s income and expenditures and the minister 

represents NAC in parliament when the national budget is approved (Zambia Country Report on 

HIV and AIDS 2010, p. 20). 

 

There are also theme groups that provide technical expertise on the various aspects of HIV and 

AIDS response. Members of this group are drawn from sectoral institutions based on mandates, 

interests and technical expertise. Under the 2006−2010 NASF, six theme groups operate; 

namely, prevention, treatment, care and support; impact mitigation; decentralisation and 

mainstreaming; monitoring and evaluation, advocacy and coordination. The structure of the 

theme groups may change in the 2011−2015 NASF (Zambia Country Report on HIV and AIDS 

2010, p. 21). 
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Figure 7 

 

 

 

 

 

 

 

 

  

 

 

 

National HIV/AIDS Coordination Framework (Source: National AIDS Strategic FrameWork, 

2011-2015, 2010, p.52) 

 

The National HIV and AIDS/ STI/TB council NAC has the mandate to coordinate, monitor and 

evaluate inputs, activities, outputs and the impact of HIV and AIDS programmes in Zambia. The 

National HIV and AIDS Council have worked out an outlined strategy for support to decentralise 

coordination, monitoring and evaluation at provincial and district levels. NAC communicates to 

all groups within the context of the existing framework of Provincial Development Coordinating 

Committees (PDCCs) and District Development Coordinating Committees (DDCCs). There is a 

weak link between NAC and decentralized structures and the inherent weaknesses of the PDCCs 

and the DDCCs have reduced the effectiveness of the HIV and AIDS response at the local level 

(Zambia Country Report on HIV and AIDS 2010, p. 21). 

 

All the various entities, such as civil society, private sector and faith based organizations are at 

liberty to come up with their own strategic plans and mobilize resources to support their 

programs and activities. However, they are encouraged to draw their work plans in line with the 

national framework and participate in the national monitoring and evaluation system. 

Cooperating partners support the national response by working and coordinating their activities 

with the mother body. It is the duty of NAC to organize quarterly meetings with cooperating 
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partners, civil society organizations (CSO), private sector, and faith based organizations (FBO) 

self coordinating groups/ fora to facilitate partnership building, consultation, participation and 

information exchange (Zambia Country Report on HIV and AIDS 2010, p.21). 

 

The partnership forum provides room for all representation of all partners; government, private 

sector, cooperating partners, civil society, international NGOs, people living with HIV (PLHIV) 

and organizations involved in the decentralized response to support the national response to HIV 

and AIDS. Through it there is information sharing, technical leadership and direction. This 

approach promotes transparency and accountability in the utilization of all resources earmarked 

for HIV and AIDS (Zambia Country Report on HIV and AIDS 2010, p. 21). The partnership 

forum that meets once a year is co-chaired by the chairperson of the cabinet committee of 

ministers on HIV and AIDS and the UN resident coordinator. 

 

The Sector Advisory Groups (SAGs) have also been formed under the Ministry of Finance to 

provide technical support to the preparations of the National Development Plans. Members of the 

SAG are drawn from chairpersons of theme groups, self-coordinating groups, provincial AIDS 

coordinating advisors (PACAs), selected council committee members, cooperating partners and 

other selected advisors and stakeholders. The NAC secretariat has the duty to convene meetings 

of the SAG on a twice yearly basis (in advance of meetings of the committees of the council). 

The SAG meetings are important because they are aimed at providing the secretariat with 

programmatic information that will inform the deliberations of the council committees (Zambia 

Country Report on HIV and AIDS 2010, p. 21). 
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1.2.1. Institutional Profile of DATF 

 

 

 

 

 

 

 

 

 

 

Figure 8.HIV/AIDS District Coordination Structure (Source: Global HIV/AIDS Initiatives in 

Zambia: Issues of scale up and health systems capacity 2008, p. 26) 

In every district, there is an AIDS task force (DATF) institutional profile that has been sketched. 

The DATFs were an initiative of the government and were formed countrywide in all the 

districts in 1997 as a response to combat the escalating HIV.  HIV prevalence rate in Mungwi 

stands at 4.7% (Zambia HIV prevention Response and Modes of Transmission Analysis: 2009 

p.145). In 1997, the government of the Republic of Zambia began transferring the national 

HIV/AIDS, STD, TB and Leprosy program (NASTLP) from the government health sector to the 

multi-sectoral National HIV/AIDS council and secretariat (NHA/S). The mandate was to 

mobilise a multi-sectoral capacity building in districts in planning, implementation and 

monitoring and evaluation. Limited support was included for national policy and for the 

transition to the NHAC/S. http://www.fhi.org/en/HIVAIDS/pub/guide/ecrhndbk/mod3.htm 

21/10/10). District partners from government health sector and NGOs expressed the need for 

improved collaboration as a priority for strengthening HIV/AIDS programmes. The goals were 

to develop models for inter-sectoral collaboration in programming and resource mobilization and 

to support the emergent collaboration bodies such as DATFs to become self managing and self 

sustaining. 
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Three steps were involved in building inter-sectoral DATFs in Zambia. 

Step 1: forming and organizing the inter-sectoral DATFs including increasing DATF group 

member skills for organizational management systems development. 

Step 2: Increasing technical capacity of DATF member groups to plan, implement, monitor and 

evaluate HIV/AIDS interventions developed through the DATF approach. 

Step 3: Making improvements in the social and policy environment supporting DATF initiatives. 

The role of DATF is to provide coordination, monitoring and supervision of HIV and AIDS 

services within the district.   

 

1.2.2. Organisation Structure 

Both provincial AIDS task force (PATF) and district AIDS task force (DATF) structures are 

designed to enhance the multi-sectoral approach of the national response to HIV/AIDS as 

membership is not drawn from government line ministries, but a wide range of both private and 

NGOs actors. 

The general composition of DATF and PATF is based on the following: 

i. HIV/AIDS focal point persons from at least four line ministries 

ii. At least one member from the group of people living with HIV/AIDS 

iii. Local government representation 

iv. At least four NGOs 

v. One female and one male youth representative 

vi. Representation from faith based organisations 

vii. Representation from traditional healers 

viii. Media representation 

ix. Private sector representation 

x. Legal representation where possible 

xi. Representation from the health boards 

(http://www.zambia.jhuccp.org/about/patf-datf.php 21/10/10) 
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1.2.3. Functions of DATF 

DATF is a sub- committee of the district development coordinating committee (DDCC) which is 

the highest organ that oversees the overall development of the district. The DACA provides the 

necessary secretarial and logistic support to the DATF but on a day to day basis report to the 

District Health director. The functions of DATF are as follows: 

i. Interpreting the national policies to guide the district response 

ii. Developing district level strategic action and implementation plans 

iii. Documenting and maintaining a data base of HIV/AIDS activities in the district 

iv. Facilitation of training, resource mobilization, research activities, advocacy, 

information collection and dissemination.  

v.  Monitoring and documenting activities in the district  

vi. Compiling reports for submission to the DDCC 

vii. Facilitating the formation of village/ community AIDS task force (CATF). 

viii. Building capacity for community AIDS task forces. 

ix. Foster linkages between the CATF,DATF and PATF 

x. Adapt IEC materials and guidelines to suit needs, language and geographical 

location (e.g. cross border trading, fishing, and tourism)  

xi. Resource mobilization (human, material and financial) to support technical 

Interventions (e.g. VCT, PMTCT, HBC, ARVs and STI/TB treatment). 

xii. Identifying and disseminating examples of best prices. 

xiii. Promoting basic and operational research (http://zambia.jhuccp.org/about/patf-

datf.php 21/10/10). 
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1.2.4. Networking and Collaboration 

Mungwi district Aids task force works in close collaboration with other organizations such as 

Non Governmental Organizations, faith based organizations and all government ministries. Some 

of the organizations and government ministries are as follows: Chinci wababili, SNV, all 

Churches, community task forces in Kayambi and Malole, St. Andrews Twafwane children’s 

home, Chibusa home based care, the Ministry of Health, Ministry of Home Affairs, Ministry of 

Education and network of HIV positive people of Zambia (NZP+). All these organisations are 

there to provide support in the fight against HIV and AIDS. 

1.3. STATEMENT OF THE PROBLEM 

There have been a lot of debate surrounding methods of dealing with the HIV and AIDS 

epidemic. Some people have been looking at this pandemic as a biomedical issue. According to 

Kalyondo quoting Rogers and Singhal (2003), the world has underestimated the role of 

communication in reducing HIV infection in developing countries, which is a social, cultural and 

gender related problem and not just a medical one (Kalyondo 2009, p. 24). Zambia has high 

levels of HIV and AIDS prevalence rates and it is important to evaluate objectively the available 

strategies that are used to combat the spread of HIV and AIDS. Since many people viewed the 

pandemic as a biomedical problem, they overlooked the aspect of communication in combating 

HIV and AIDS. That is why the researcher has critically analysed the effectiveness of the 

communication strategies that Mungwi district Aids task force has been using to lessen the 

transmission of this deadly virus to the people. Communication plays a pivotal role in changing 

people’s attitudes, values and behaviour and thus communication has been identified as a crucial 

tool in the fight against HIV and AIDS. The importance is to look for communication methods 

that properly delivers the messages and consequently helps in reducing HIV and AIDS 

transmission.  

 

1.4. RATIONALE 

Since there is no known cure and no known vaccine for HIV and AIDS yet, information can help 

people to reduce the spread of this disease. When people acquire information about HIV and 

AIDS they will be in a better position to respond properly to the challenges which the disease 

poses to people. Hence, communication is a vehicle to fight this disease. In the absence of 
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communication, people will not know how to avoid the virus, how to live with the virus and how 

to help out those who are infected with the virus. It is important to continue sensitizing people 

through different programmes. Unfortunately, the disease has mostly affected the productive age 

group and this contributed to worsening poverty among the people. The district AIDS task force 

remains in a better position to influence change in attitudes, beliefs, values and behaviour of the 

people in Mungwi. 

1.5. RESEARCH OBJECTIVES 

The main objective is to examine the communication strategies used by Mungwi District AIDS 

task force to empower the people of Mungwi with quality information on the effective means 

used to prevent the transmission of HIV and AIDS such as the A.B.C formula, V.C.T and Male 

circumcision. 

 

The following are the objectives: 

i. To assess the current communication strategies that DATF is using to sensitise the 

people on HIV and AIDS prevention. 

ii. To examine what DATF is doing to provide the people with quality information on 

the prevention strategies such as the ABC (abstinence, be faithful and Condom) 

formula, Voluntary Counselling and Testing (VCT), Male Circumcision, Mother to 

Child Transmission Prevention. 

iii. To evaluate the knowledge base of the people in this area on HIV and AIDS 

prevention 

iv. To assess their response towards HIV and AIDS prevention messages 

v. To evaluate their involvement in HIV and AIDS prevention programmes 

vi. To assess the impact of HIV and AIDS programmes on the people 

vii. To provide alternative means to effective communication in the prevention of HIV 

and AIDS 
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1.6. RESEARCH QUESTIONS 

i. Are the current messages on HIV and AIDS by DATF impacting on the population to 

bring about change in attitudes, values and behaviour that may put people at risk to 

contract HIV? 

ii. What are the strategic programmes DATF is employing to disseminate information 

on prevention strategies such as the ABC formula, VCT, Male circumcision, 

prevention from mother to child, one love kwasila, voluntary and counselling? 

iii. Do the people have knowledge on the prevention methods that are recommended to 

use? 

iv. To what extent has been their response to the available prevention means? 

v. What is the source of people’s information on modes of prevention? 

vi. Have these programmes impacted on reducing the HIV prevalence rate? 

vii. What else needs to be done to provide quality information to the people on the means 

of prevention? 
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CHAPTER TWO: METHODOLOGY 

2. METHODOLOGY 

This chapter gives the research methodology where various research techniques and approaches 

have been explored and used in assessing the communication strategies used by Mungwi DATF 

(District AIDS Task force) to prevent the transmission of HIV and AIDS. In this chapter, the 

sampling procedures that have been used to collect data have been highlighted and also how data 

has been collected. The chapter also gives some of the limitations that the researcher has 

encountered during the research. The researcher has used both the qualitative and quantitative 

research methodologies.  

2.1. QUALITATIVE AND PARTICIPATORY RESEARCH METHODS 

 
The importance of using the qualitative methods in this research is that the method answers the 

question why something is happening in a certain manner. Qualitative research seeks to describe 

and analyse culture and behaviour of humans and their groups from the point of view of those 

being studied. In qualitative research feelings and insights are considered important (Donald 

Kisulu Kombo and Delno L.A. Tromp 2009, p. 9). On the other hand quantitative research relies 

on the principle of verifiability. That means confirmation, proof, corroboration or substantiation. 

The method focuses on measurement, that is, the assignment of numerical events according to 

rules (Donald Kisulu Kombo and Delno L.A. Tromp 2009, p. 11). 

When the researcher began the work, some of the participatory techniques used included transect 

walks, community mapping, listing of health problems, timelines which were done to maximize 

rapport and to have a broader understanding of the community layout and structure. In the 

research, various techniques in data collection were used which facilitated triangulation and thus 

ensured the validation of the results. There was need to use various techniques in data collection 

in order to arrive at objective results. Above all, the methods used emphasise the important role 

of communication in addressing HIV and AIDS prevention in Mungwi district.  
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2.2. CASE STUDY  

The researcher has used the case study where various activities under the program of study have 

been explored in depth and the events in the community. In this way the researcher has collected 

detailed data using various procedures such as focus group discussions, in-depth interviews and 

questionnaires.  

2.3. FOCUS GROUP DISCUSSION 

This method has been used to collect data which has revealed the perceptions, views, feelings, 

beliefs, emotions and attitudes of the respondents on communication strategies that DATF is 

using to supply quality information in the prevention of HIV and AIDS to the community 

(Chama 2007, p.17). The researcher has conducted five FGDs with five groups and each group 

had ten members representing the targeted community. Selection was done on the basis of their 

knowledge, representation and shared characteristics on the topic of research. The researcher had 

organized the venue, set time, date and encouraged participation through health and professional 

moderation. The researcher gave the topic of discussion to the participants before the discussion 

with open ended questions. Among the other things that were of great consideration for those 

who were the participants were the age, education level, gender, and profession. 

2.4. IN-DEPTH INTERVIEWS 

The researcher also arranged five in depth interviews. Two interviews were done with DATF 

staff while three with the targeted population. The participants were chosen on merit that they 

know about HIV and AIDS and the available known methods of preventing the spread of this 

disease. The researcher organized a semi-structured form of interviewing where there was a 

guide to obtain accurate responses. The researcher also organized the time, the venue for this 

interview and ensured moderation during the interview. Later the researcher evaluated the data 

and summarized the findings.  

2.5. PARTICIPANT OBSERVATION 

The first Data was collected through this method. The researcher availed himself in the daily 

activities of Mungwi District AIDS Task force. The method allowed the researcher to be able to 
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efficiently assess through observation the communication methods that are used by this 

organization. This was followed by intensive taking of notes, analysis and summarizing it. It is 

also important to note that the researcher used various participatory techniques like transect 

walks, community mapping, listing health problems and timelines in the community to facilitate 

a rapport and have knowledge about the community layout and structure. 

2.6. QUANTITATIVE SURVEY METHODS 

This was done by giving out 40 questionnaires to a sample that was carefully selected from the 

targeted population. Those who were given questionnaires are the staff and the target population. 

The use of questionnaires helped in obtaining numerical and statistical information which 

allowed direct comparison between DATF communication strategies in use and the impact on 

the general public awareness.  The questionnaires have helped in measuring the beliefs, attitudes, 

opinions and behaviour towards communication strategies used by DATF. Twenty 

questionnaires were administered to the staff and twenty questionnaires were given to the general 

public. The researcher used both closed and open ended questionnaires (Chama 2007, pp. 17-18). 

2.7. SAMPLING PROCEDURE 

People who use statistics use different methods to choose the sample from the population. The 

purpose of sampling is to enable one to select samples which represent the population where they 

come from and to ensure that all samples have a chance of being selected (Chama 2007, p. 19).  

In random sampling the researcher has used the lottery methods to select the general public and 

communities from different areas where the research has been carried out. The researcher has 

used the following methods.  

2.7.1. Purposive Sampling 

The researcher has picked on Mungwi district a rural area where to conduct his research from. 

This is the place where DATF has some programs on HIV and AIDS sensitization. The 

researcher has drawn information from the staff and the community  



 
 

45 
 

2.7.2. Cluster Sampling 

This sample method has also been used because Mungwi district has a dispersed population. This 

is because a small number of the population lives in the district while others live in far flung 

areas. The use of this method has allowed the researcher to randomly select sub sections of the 

clusters which are remote in nature.  

2.7.3. Quota Sampling 

The researcher has done stratified sampling where the strata was identified in the targeted 

population and later conducted a convenience sampling. In quota sampling the population was 

divided into relevant strata such as age, gender, and geographical region. When people to be 

studied were identified, the researcher used haphazard or accidental sampling. In the 

convenience sampling method the respondents were people who were walking by or showed 

interest in the research being undertaken. 

2.8. DATA COLLECTION 

Data was collected from both the primary and secondary sources. Primary data was sourced from 

structured questionnaires and secondary data came from available literature. Some literature 

came from books, periodicals and other government records. The researcher also ensured 

confidentiality and anonymity of the participants under study. Furthermore, consent was sought 

before engaging in any interview.  

2.9. DATA ANALYSIS 

The researcher used both the qualitative and the quantitative methods in data analysis. Data was 

sorted out according to the numbers collected from the field. Cross checking was done to ensure 

information completeness and consistency for good interpretation and facilitation process. The 

researcher used the manual method and the computer, especially the statistical package of social 

sciences (SPSS) in data processing. Later data was coded according to essential variables and 

coded according to responses. The data obtained was analysed and interpreted using frequency 

tables and bar charts. 
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2.10. LIMITATIONS 

The researcher experienced some difficulties when conducting the research. When organizing the 

focus group discussions some respondents exhibited little interest for reasons best known to 

themselves.  It often times happens this way because people in rural areas are mostly interested 

in meetings where they will be able to generate something materially. Many people wanted to 

concentrate on their daily farming activities than getting involved in the study. The other 

difficulty was on how to organize the people who live apart in far distant areas. Sometimes, some 

people didn’t cooperate well. The poor literacy level in the area was a challenge to the research 

because some people were not able to understand the questions properly. It was also difficult to 

coordinate data because of too much data on HIV and AIDS.  

  



 
 

47 
 

CHAPTER THREE: CONCEPTUAL AND THEORETICAL FRAMEWORK 

In this chapter, the researcher will give the conceptual and theoretical framework where different 

concepts and theories that are related to the field of study will be evaluated. The main concepts 

will be defined and applied to the topic of study. 

3.1. CONCEPTUAL AND OPERATIONAL DEFINITIONS 

3.1.1. Participatory Communication 

There are various definitions of communication. Some view it as a symbolic social process 

action in response to something people have heard or seen.  Communication has its place in 

human behaviours and the structures of society. It involves the transfer, exchange, transmission 

and dissemination of information from one source to another. According to Kalyondo quoting 

White (1994) participatory communication, is a kind of communication where all the 

interlocutors are free and have equal access to the means to express their points of view, feelings 

and emotions (kalyondo 2009, p. 33).  

In this case, participatory communication will be operationalised to measure the extent to which 

members of the target communities can access HIV and AIDS prevention strategy messages 

from DATF. When people participate, they are allowed to share ideas, opinions, values and 

concerns in development projects. It is important for people to share in an activity. Participation 

involves dialogue, renewal of cultural aspects, sharing of knowledge and meaning together. If 

development goals and objectives are to be achieved, participation is a necessity. 

  

White (1994, p.17) differentiates between genuine participation and pseudo participation in the 

following words: 

People’s participation in development in which the control of the project and decision 
making power rests with the planners, administrators and community’s elites is pseudo 
participation. The level of participation of the people is that of being present to listen to 
what is being planned for them and what would be done unto them. When the 
development bureaucracy, the local elites and the people are working co-operatively 
throughout the decision making process and when the people are empowered to control 

the action to be taken, only then can there be genuine participation.  

That is why it becomes important to involve people in disseminating messages and planning 

strategies if the people may own the messages. 
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3.1.2. Planning 

Planning is a way of adapting a system to its environment with a purpose of attaining the 

system’s goals. This conscious effort has no beginning or end. Planning recognizes the 

importance of both the sender and receiver and a feedback mechanism. The planners have an 

important duty to ensure adapting their system to the environment. In planning rationality and 

knowledge are important to creating a system (Chama 2007, p. 22). In order to send quality 

messages to people on HIV and AIDS prevention, there is need for planning. 

3.1.3. Development 

Development is defined as a process directed at outcomes encapsulating improved standards of 

living and greater capacity for self reliance in economies that are technically more complex and 

more dependent on global integration than before.  The underlying reality is that development 

brings about positive change for the better from conditions (social, economic, political, cultural 

and human) that are no longer considered good enough for the goals and aspirations of a society 

to those that are most likely to meet those goals and aspirations. As such development is a social 

condition within a nation in which the authentic needs of its population are satisfied by the 

rational and sustainable use of natural resources. The general definition of development includes 

the specifications that social groups have access to organizations, basic services such as 

education, housing, health services, nutrition and above all else that their cultures and traditions 

are respected within the social framework of a particular country (Bwalya 2010, p. 4). The 

problem of HIV and AIDS hinders social development and economic growth and it results into 

poverty in people because it stifles full realization of human life. 

3.1.4. Communication 

Initially communication was regarded as information transmission from the sender to the 

receiver. The earliest model of communication assumes a relatively linear process whereby 

someone sends a message to another person via a channel and then gets a response called 

feedback. Although the exchange process may occur on a more or less equal basis, the initiative 

and ability is undertaken by the sender. The linear system of communication is in reality 

involved in economic and political processes of society (Bwalya 2010, p. 3). Communication 
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opens the doors of social change and is key to human development. It could, therefore, be said 

that Communication is important in HIV and AIDS prevention awareness campaigns. 

3.1.5. Social Change Campaign 

Social change campaigns are organized efforts done by some groups of people to bring about 

positive change. Social campaigns have been used since time immemorial. In the Greek and the 

Roman empires, these campaigns were used to free slaves (Chama 2007, p. 55). In Zambia social 

campaigns are used to promote vaccination campaigns against polio and the prevention of HIV 

and AIDS through the use of the available strategies. This is often done by persuading others to 

adopt change by modifying or abandoning some ideas, attitudes, practices and behaviours 

(Chama 2007, p. 55). 

3.1.6. Participatory Communication for Development 

The theory has similarities with participatory communication. The concept participatory 

communication for development entails the use of different modes of communication such as 

mass media, interpersonal, group and traditional means to enable communities attain their 

potential and discover answers to their problems related to development (Uphoff 1985, pp. 369-

378). 

Uphoff presents four different ways of participation observable in the different projects which 

are participatory in nature: 

 

• Participation in implementation: The people are encouraged and mobilized to take part in 

the actualization of the projects. Some of the responsibilities are given to them, tasks and 

other forms of contributions which they have to make. 

• Participation in evaluation: As soon as the project is complete, people are given the 

platform to analyse the project’s successes and failures. 

• Participation in benefit: People must profit from the goodness of the project. There are 

different projects that are carried out for people such as water and borehole sinking, 

medical care from newly built hospitals, vehicles for transportation of goods and other 

produce to the market and meetings in a new community hall. 
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• Participation in decision making: People should be able to initiate, discuss, conceptualise 

and plan activities they will do as a community. Some of this work may be related with 

communal development projects such as building schools, clinics or a bridge. There may 

also be political responsibilities such as removing corrupt officials or supporting a 

parliamentary candidate while others may be cultural or religious in nature like 

organizing a traditional ceremony or prayers for an end to drought. The importance of 

people’s participation in decision making cannot be over emphasized because this 

component is critical in the success of any developmental project. The significance of 

decision making is that it enables people to be masters of their own lives and 

environment. Furthermore, when people are involved in decision making, they develop 

problem solving skills and consequently own the project. The other concepts like 

implementation, evaluation and benefit may be manipulative because people may only 

participate in a pseudo way and people get coerced to accept other people’s plans 

especially those who are perceived influential (Uphoff 1985, pp. 369-378). 

3.2. CONDITIONS FAVOURING SOCIAL CHANGE CAMPAIGNS 

There are some factors that favour the success of social change campaigns such as the following; 

i. Monopolisation: This is a situation where some social change campaign messages 

enjoy dominance without other contrary objective campaign messages. 

ii. Canalisation:  Social change messages depend on the favourable public attitude base. 

Commercial advert messages are quickly absorbed because they mainly have nothing 

to do with change of attitudes and behaviour. 

iii. Supplementation: Social change campaigns work well when an aspect of face to face 

communication is included. When people discuss what they hear, they are able to 

process the information well (Chama 2007, p. 57). 

iv. Opinion leaders are also important in social change campaigns. Opinion leaders are 

gate keepers and standard setters who informally but importantly govern which new 

ideas, beliefs, norms, policies and technologies come to be accepted and normalized 

within a social system. The construct of opinion leadership is central to the process of 
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how consequential innovations diffuse through populations of people, organizations, 

and communities.  

v. The influence of opinion leaders is communicated to followers through social 

modelling, active and passive attention and other communication behaviour such as 

talking (http://research-practice.org/tools/measures/opinion%20leadership accessed 

on 24/01/2012). 

vi. The type of the media is equally important in social change campaigns. Media plays a 

very important role in social change. Both the print and electronic media has a huge 

influence on the thinking pattern of people on many issues of life. The usefulness of 

the media can also be seen from its accessibility to the intended audience and its 

capacity to articulate issues that appeal to a certain group of people 

(http://www.rhrc.org/resources/sti/hivaids manual/hiv_pdf, accessed on 24/01/2012). 

The elements of social change campaigns are; 

i. Cause; may be a social objective that change agents believe will provide desirable 

answers to social problems 

ii. Change agent; is any group that attempts to bring change 

iii. Target adopters; audience to whom the change messages are intended 

iv. Channels; communication distribution pathways that are used to send messages to 

and fro, and more importantly between change agents and target adopters 

v. Change strategy; this is a direction used by the change agents to effect change of 

attitudes and behaviour. 

It is important to be aware of these limitations if social change campaigns may be effective 

(Chama 2007, pp. 25-26). 
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3.2.1. The Catalysts in Social Change Campaign 

The social scientists have discovered that the use of mass communication to change public 

behaviour and attitudes is limited. This often times results in little impact on people due to the 

following reasons; 

i. Audience factors: Sometimes there is apathy and this happens when people to whom 

change is intended do not like change or the change agents. People become defensive 

and end up appreciating their attitudes and behaviour.  

ii. The other situation is cognitive ineptness where people fail to understand the message 

that is being put across to them no matter the explanation. 

iii. Message factors: Some messages cannot have any bearing on people because of the 

way people keep communicating. This is because some messages have no beneficial 

meaning to people and are not appealing in nature. It can be due to language, noise or 

other factors that block the message from reaching the intended audience. 

iv. Media factors: Improper use of the media at times leads to inefficient communication. 

v. Response-Mechanism factors: There are also moments when people are not provided 

with a convenient way to respond positively to campaign objective and to carry the 

campaign’s attention (Chama 2007, p. 24). 

vi. Time is another important factor in social change campaign because it is important to 

communicate at the appropriate time otherwise people may not comprehend the 

message. 

3.3. COMMUNICATION STRATEGY 

Communication strategy is defined as a well planned series of action aimed at achieving certain 

objectives of change through the use of communication methods, techniques and approaches 

(Kalyondo 2009, p. 36). The researcher tried to evaluate if Mungwi DATF has achieved their 

objectives in their communication strategies on HIV and AIDS to the people in the district. 
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3.4. INTENDED COMMUNITY 

The intended community in this case is the specific group or demographic group in a defined 

geographical area where DATF personnel carries their sensitization on HIV and AIDS in 

Mungwi district. 

3.5. THEORIES APPLICABLE TO THE STUDY 

3.5.1. Interpersonal Communication Theory 

This refers to the interaction process that exists between people on a one to one basis or through 

mediated forms and feedback is immediate. This happens between DATF staff and the 

community when they are interacting to send messages on HIV and AIDS prevention. Some 

topics on HIV and AIDS are not easy to transmit especially to rural people because they involve 

sexual issues which are considered private by some people. For this reason the social penetration 

theory may also be used. This theory states that as relationships develop, communication moves 

from relatively shallow, non-intimate levels to deeper personal ones (Altman, I, & Taylor, D.L 

172, p. 10). The theory has been used because there are various relationships that exist among 

people and this has some impact on message sending, receiving and its interiorisation.  

3.5.2. Social Marketing Approach to Social Change 

This is a systematic application of marketing along with other concepts and techniques to 

achieve specific behavoural goals for social goods (Chama 2007, p. 26). This campaign method 

may be used to promote merit goods and make society to avoid demerit goods and promote 

society’s well being. Adverts such as ‘do not smoke in public places’ and other social good 

adverts are important. 

Kotler and Roberto in their book entitled ‘‘social marketing: Strategies for changing public 

behavior,’’ analyses social marketing as a tool to social change management technology.  This 

involves design, implementation and control of programmes aimed at increasing accessibility of 

a social idea or practice in the targeted groups (Kalyondo 2009, p. 39). The purpose of social 

marketing is social good while in commercial marketing the aim is purely commercial. In social 
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change campaigns this method is used to design prevention and awareness messages to prevent 

the spread of HIV and AIDS (Kalyondo 2009, p. 39). 

 

3.5.3. Health Behaviour Theories 

There are many different health behavioural theories that are a product of an investigation 

between health information communication and behavioural change (Kalyondo 2009, p. 40). 

This may include explanatory theories and change theories. 

Explanatory theories address the questions on why certain problems exist and investigate the 

underlying variables that contribute to the problem (Kalyondo 2009, p. 40). Examples of such 

theories include the health belief model, the theory of planned behaviour and the precaution 

adoption process model. 

 

Change theories bring into perspective the development of health interventions by finding 

important concepts that may be incorporated into information and communication messages and 

strategies. The importance of such theories is that they need identification and analysis of 

assumptions prior to the design and implementation of any intervention programmes. Examples 

of such theories are the diffusion of innovations and community organization (Kalyondo 2009, p. 

40). 

 

Health behavioural theories are grouped according to their characteristics. There are message 

based theories that investigate how individuals or audiences respond to messages. Fear based 

theories are designed to bring about change through instilling fear responses. Belief based 

theories are those that examine the sets of beliefs and perceptions of individuals about health. It 

is true that when one knows that change in behaviour will result in improved health, one will 

change ultimately. The intervention based theories focus on behaviour change by way of 

prevention. Behaviour change theories that use information campaigns are done knowing the 

impact of information on changing human behaviour especially when exposed to such messages 

(Kalyondo 2009, p. 41). 
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 3.6 MEDIA THEORIES 

3.6.1. Agenda Setting Theory 

The media has a big influence on setting the agenda about important issues. The proponents of 

this theory, Maxwell McCombs and Donald Shaw in 1972 stated that when people are exposed 

to media agenda for a sufficiently long time, they internalize that agenda and prioritise media 

issues (Mccombs, M & Shaw, D 1972, pp. 176-187). The proponents of the theory claim that 

there is a relationship between the way mass media treats events and the way the people form 

ideas about such issues. The media sets the agenda and the policy makers set the agenda. The 

news media is the source of people’s information on public affairs. The media has the capacity to 

create an image for the public on what they must adhere to. In this way, the public may be 

influenced on what they should think about. 

This theory is important to policy change campaigns. This method may help to influence policy 

makers to adopt certain policy alternatives. The NGO may use this theory to strengthen advocacy 

to support certain courses of action or policy recommendations. Agenda setting may contribute 

to alliance building and raising awareness on some issues. This theory may work to bring 

awareness campaigns to policy makers for them to respond to the effects of HIV and AIDS. 

 

3.6.2. Cultivation Theory 

According to this theory, George Gabner explains that the heavy viewers of television end up 

having perceptions that are influenced by the programs they view. The continuous exposure to 

television shapes their perception of social reality and culture as a whole. Gabner asserts that 

mass media cultivates attitudes and values which are already present in a culture (Gerbner, G, 

Gross, L, Morgan, M, & Signorielli, N 1986, pp.17-40). 

Further, entertainment─education programmes may help to promote prevention of HIV and 

AIDS. If one keeps watching listening or watching a soap opera, one may identify with certain 

characters in an entertaining way that is not preachy or didactic. Even when the show is over, 

people continue talking about it and in this way the message keeps spreading. Consequently, this 

stimulates their action. 
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The theory may be useful when disseminating information on HIV and AIDS using radio and 

television. According to Rogers and Singhal, HIV infections were greatly reduced in Thailand by 

using this method of communication. He reports that new infection cases dropped from 143,000 

in 1991 to 29,000 in 2000 due in part to a US $48 million dollars education and public health 

campaigns. The Thai president, Mechai Viravaidya, at that time, asked the nation’s 488 radio 

stations to air HIV and AIDS prevention messages every hour. A combination of this method 

with other techniques helped to combat HIV and AIDS in that country. Both agenda setting and 

cultivation theories may be used simultaneously in communication to emphasise different points 

in various degrees.   

 

3.6.3. Multi Step Flow Theory 

This theory shows how consumers pass on information on innovations to other consumers 

sharing the same social networks. This theory describes the theory of diffusion of innovations 

which look at the conditions that increase or decrease the likelihood that a new idea, product or 

practice will be adopted by members of a given culture or society (Lazersfeld, P.F., Berlelson, B 

& Gaudet, H 1944, p.20). The theory is called multi-step since the communication process 

between the media and the point of decision making by the target population passes through 

many hands. 

In rural areas where people live in clusters, opinion leaders are important because they are clo se 

to people and have a lot in common with them. DATF staff works with these opinion leaders to 

diffuse information to the community on HIV and AIDS prevention. 
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CHAPTER FOUR: HIV AND AIDS GLOBAL VIEW AND COMMUNICATION 

STRATEGIES 

4. INTRODUCTION 

This chapter looks at the spread of HIV and AIDS globally and the communication strategies 

that have been used this far and the current ones in use to prevent the spread of HIV and AIDS 

around the world and especially in Zambia. 

4.1. LITERATURE REVIEW 

According to the 2004 report on the global AIDS epidemic, it is stated that in 2003, there was an 

estimated world population numbering 4.8 million people (range: 4.2−6.3 million) who were 

newly infected with HIV. Since then, the numbers have continued to increase such that by 2004, 

some 37.8 million people (range: 34.6−42.3 million) were living with HIV. In 2003, HIV and 

AIDS killed 2.9 million people (range: 2.6 −3.3 million) and over 20 million since the first cases 

of AIDS were identified in 1981 (UNAIDS 2004 Report on the global AIDS epidemic, 2004, p. 

23). 

4.2. GLOBAL UNAIDS EPIDEMIC UPDATE OF 2010 

Figure 9 
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The map shows declining HIV and AIDS prevalence globally as captured by UNAIDS report of 

2010. The current UNAIDS (United Nations Acquired Immune Disease Syndrome) report of 

2010 presents some new trends in HIV and AIDS globally. The epidemic of HIV and AIDS has 

stabilized due to the declining new infections being experienced. The changes can be attributed 

to HIV awareness campaigns and that a lot of money has been pumped into the HIV and AIDS 

prevention programmes available since the late 1990s. There are also few AIDS related deaths 

because many HIV infected people are on antiretroviral therapy. There have been many HIV 

awareness campaigns globally and it has contributed to behavioural change among people. 

 

However, even if there is a small number of new infections, on the over all, new infections are 

still high. Since there is a reduction in mortality rates, there are many people living with HIV and 

AIDS globally (UNAIDS 2010 Global AIDS Report 2010, p.16). 

Figure 10. Changes in the incidence rate of HIV infection, 2001 to 2009, selected countries 

.Source: UNAIDS 2010 Report 

 

 

 

                                

In the absence of a reliable diagnostic test that can directly measure the level of new HIV infections in a 
population, estimates of HIV incidence have been produced through modeling. The map includes 60 countries for 
which reliable estimates of new HIV infections over time were available from the 2010 round of country-specific 
estimation using the EPP/Spectrum tools, and 3 countries for which peer-reviewed publications with incidence 
trends were available. The EPP/Spectrum methods estimate HIV incidence trends from HIV prevalence over time 
combined with the changing level of antiretroviral therapy. The criteria for including countries in this analysis were 
as follows. EPP files were available and trends in EPP were not derived from workbook prevalence estimates; 
prevalence data were available up to at least 2007; there were at least four time points between 2001 and 2009 for 

Increasing >25% Stable Decreasing >25% Not Included in analysis 
>25% 
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which prevalence data were available for concentrated epidemics and at least three data points in the same period for 
generalized epidemics; for the majority of epidemic curves for a given country, EPP did not produce an artificial 
increase in HIV prevalence in recent years due to scarcity of prevalence data points; data were representative of the 
country; the EPP/Spectrum–derived incidence trend was not in conflict with the trend in case reports of new HIV 
diagnoses; and the EPP/Spectrum–derived incidence trend was not in conflict with modelled incidence trends 
derived from age-specific prevalence in national survey results. For some countries with complex epidemics 
including multiple populations groups with different risk behaviours as well as major geographic differences, such 
as Brazil, China and the Russian Federation, this type of assessment is highly complex and it could not be concluded 
in the 2010 estimation round. UNAIDS will continue to work with countries and partners to improve the quality of 
available information and modeling methodologies to include HIV incidence data for additional countries in future 
reports. 

 

Figure 11. Number of people newly infected with HIV. Source: UNAIDS 2010 Report. 
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In 2009, about 2.6 million (2.3 million−2.8 million) people were newly infected with HIV. When 

compared this information to the previous infection rates, it is nearly one fifth (19%) fewer than 

the 3.1 million (2.9 million−3.4 million) people infected in 1999 and more than one fifth (21%) 

fewer than the estimated 3.2 million (3.0 million−3.5 million) in 1997 a year when infections 

peaked (UNAIDS 2010 Report on the global AIDS epidemic 2010, p. 16). 

 

In 33 countries, the HIV incidence has fallen by more than 25% between 2001 and 2009 as 

shown by the figure and 22 of these countries are in the sub-Saharan Africa. Sub-Saharan Africa 

in the past had more HIV infections with many AIDS related deaths. The situation has somehow 

improved because in this region only an estimated 1.8 million (1.6 million−2.0 million) people 

became infected in 2009, a number lower than an estimated 2.2 million (1.9 million−2.4 million) 

people in sub- Saharan Africa newly infected with HIV in 2001. The changes are due to the 
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impact of HIV prevention efforts and the natural course of HIV epidemics. The change is not 

taking in all countries though in seven countries, the HIV trends increased by more than 25% 

between 2001 and 2009.  

 

There is also evidence that the young people are leading in HIV infection reductions due to their 

adherence to safer sexual behaviour. Seven countries showed a decline of 25% or more in HIV 

prevalence (the people living with HIV) by 2008 among young pregnant women attending 

antenatal clinics. The five countries where HIV prevalence rates have reduced among young men 

and women are Botswana, South Africa, United Republic of Tanzania, Zambia and Zimbabwe. 

The sexual behaviour has also changed in many countries. HIV and AIDS prevalence rates have 

not only declined among young men and women, yet there are noticeable reductions in children 

too. The decline is because many countries have scaled up prevention services of mother to child 

transmission of HIV. Consequently, the number of people born with HIV has decreased. 

According to the 2009 statistics, about 370,000 (230,000−510,000) were newly infected with 

HIV, a drop of 24% from five years earlier (UNAIDS 2010 Report on the global AIDS epidemic 

2010, p. 19). 

The number of AIDS related deaths has also drastically reduced annually from the peak of 2.1 

million (1.9 million−2.3 million) in 2004 to an estimated 1.8 million (1.6 million – 2.1 million) 

in 2009. The decline has been necessitated by an increased availability of antiretroviral therapy, 

care and support to people living with HIV, especially in low and middle income countries and 

decreasing of the incidence since the late 1990 (UNAIDS 2010 Report on the global AIDS 

epidemic 2010, p.19). 

 

The results of the impact of antiretroviral drugs is evidence of few deaths in sub-Saharan Africa 

where the number of deaths recorded was about 320,000 (or 20%) compared to 2004. This trend 

is in many countries except in Asia, Central and South America where deaths stability is 

experienced, yet without indications of the decline. Currently Eastern Europe is experiencing an 

increase in deaths (UNAIDS 2010 Report on the global AIDS epidemic 2010, p.19). 

 

The number of children younger than 15 years of age dying from AIDS is low. In 2009, there 

were about 260,000 (150,000−360,000) children who died from AIDS related illnesses fewer 
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than 320,000 (210,000−430,000) who died in 2004. The decrease has come about due to 

improved services in prevention of HIV transmission to infants and access to treatment for 

children (UNAIDS Report on the global AIDS epidemic 2010, p.23).  

 

The UNAIDS estimates that there were 33.3 million (31.4 million−35.3 million) people living 

with HIV at the end of 2009 compared with 26.2 million (24.6 million−27.8 million) in 1999-a 

27% increase. The estimated number of children living with HIV increased to 2.5 million (1.7 

million−3.4 million) in 2009. The number of women living with HIV globally has become stable  

at less than 25%. However, sub-Saharan Africa still bears an inordinate share of the global HIV 

burden. Even if infections have reduced, the number of people living with HIV continues to rise. 

In 2009 the numbers of people living with HIV in sub-Saharan Africa reached 22.5 million (20.9 

million−24.2 million), 68% of the global total. The number of women living with HIV in this 

region outnumbers that of men. The largest epidemics in sub-Saharan Africa are in Ethiopia, 

Nigeria, South Africa, Zimbabwe and Zambia. The prevalence is either showing signs of 

stabilization or decline. The estimated 1.3 million (1.1 million−1.5 million) people who died of 

HIV related illnesses in sub-Saharan Africa in 2009 comprised of the global total of 1.8 million 

(1.6 million-2.0 million) deaths attributable to the epidemic (UNAIDS 2010 Report on the global 

AIDS epidemic 2010, p. 25). The gravity of the epidemic varies within sub-Saharan Africa with 

southern Africa still the most severely affected.  

In all the countries where there is HIV and AIDS, the epidemic has come about due to many 

different factors. Many countries have been using various communication channels to curb the 

spread of this disease. Some have been using the radio, television, news papers, with the aim of 

sending some messages to the intended audience. Therefore, both the print and electronic media 

play an important role in the fight against HIV and AIDS. 

4.3. HIV AND AIDS PREVENTION STRATEGIES 

 
One of the most useful ways essential in combating the HIV and AIDS epidemic used in some 

countries is the stress on communication by focusing on prevention programs. There has been 

awareness campaigns launched aimed at combating the spread of HIV and AIDS using many 

different communication means and techniques. When emphasizing the importance of 

communication in the fight of HIV and AIDS, it is pointed out that, it is a serious mistake to 
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underestimate the role of communication when 14 thousand individuals become HIV positive 

daily, an alarming rate that underscores the failure of current prevention programmes and the 

burden of unaffordable pricing of HIV and AIDS medicines (Kalyondo 2009, p. 46). 

 

In Africa, Uganda has been a good example in the fight against HIV and AIDS. The government 

and the non−governmental organizations worked together by sending quality information on 

HIV prevention. The HIV prevalence report of 1995 indicates that HIV cases dropped from 

18.5% to 6.7% in 2005 (Kalyondo 2009, p. 51). Kalyondo explains that it is in view of this 

reality that Bessinger, Katendeb and Gupta recommends that Uganda provides a good example 

of the synergy between information science and communications for HIV and AIDS prevention 

programmes (Kalyondo 2009, p. 52). 

 

Mostly in sub Saharan Africa information on HIV and AIDS is done in a formal way, through 

education and communication strategy (IEC). Many institutions are involved in the fight against 

HIV and AIDS, such as all government wings, NGOs, faith based organisations (FBOs), 

community based organizations (CBOs), bilateral and multilateral agencies and private 

companies. The communication strategies that are used take into consideration the different 

cultural contexts of people. While these interventions receive much support from the civil and 

political point of view within countries, there is no guarantee that AIDS information campaigns 

and messages will be beneficial to specific cultures particularly among organizations that come 

from outside the region (kalyondo 2009, p. 52). In Uganda, they used mass communication to 

promote safe sex campaigns and this increased the knowledge of the people. There were also 

behavioural change messages in the media on radio, television, bill boards, and other print 

materials. In Uganda the organizations that are involved in the fight against HIV and AIDS focus 

on information about AIDS the disease, reducing the number of sexual partners called zero 

grazing and caring for people with AIDS using emphathy (Kalyondo 2009, pp. 52−53). 

 

The youths have also been involved in the HIV and AIDS sensitization programs in Zambia. 

Through some special funding from Johns Hopkins University Centre for communication 

programs and population services international and society for family health, they launched a 

two phase national mass media campaign in the year 2000. The program promoted safe sex for 

young people through leadership and participation in planning, design, implementation, 
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monitoring and evaluation of the campaign. The results were positive and many youths absorbed 

the messages and ensured discussions between peers and parents. Many youths resorted to 

abstinence and use of condoms. The youths also developed their analytical and communication 

skills and their networks of youths serving in NGOs got strengthened (Kalyondo 2009, p. 61). 

 

Till 2011, the government of the Republic of Zambia had continued to provide life skills HIV 

Education in schools. The Country Report of 2010 on HIV and AIDS, (2010, pp. 61−63), states 

that, ‘‘life skills based education is an effective methodology that uses participatory exercises to 

teach behaviours that help young people deal with challenges and demands of everyday life’’. 

The program is enriching because it comprises of decision making and problem solving skills, 

creative and critical thinking, self awareness, communication and interpersonal relations. When 

the program is adapted in schools specifically for HIV education, the program helps young 

people to understand and assess the individual, social and environmental factors that raise and 

lower the risk of HIV transmission. If properly implemented, it can have positive effects on the 

behaviour, including delays in sexual debut and reduction in the number of sexual partners. At 

the time of reporting, Zambia had a total number of 7,611 basic and high schools of which 7,256 

were basic while 355 were high schools. The MoE had a target of reaching 60% of schools by 

providing them with life skills based HIV and AIDS education. However, the general 

observation is that although Zambia targets 60% of schools to have teachers trained to teach life 

skills based HIV and AIDS education, yet fewer youths are being reached. According to focus 

group discussions with DATF members in several districts, life skills based HIV and AIDS 

education was not taught in a number of schools as it was considered as an extra-curricular 

activity that calls for extra incentives. There is need to enforce the teaching of life skills in 

schools as well as to devise the other strategies to reach out to school youths. It is necessary also 

to provide youths (aged 15-24 years) with skills that will eventually lead to employment to deter 

them from alcohol abuse and risk sexual behaviour (Zambia Country Report on HIV and AIDS 

2010, pp. 61─63). 

 

The 2010 UNAIDS report also shows that the international community has been highly involved 

in the fight against the spread of HIV and AIDS through the use of the media. The UNFPA and 

Population Services International (PSI) have supported governments in Botswana, Lesotho, 

Malawi, Swaziland, Zambia and Zimbabwe to widely promote the female condom. In 
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Zimbabwe, bill boards, radio and TV spots were used to help break taboos around talking about 

condoms. Zimbabwe increased female condom distribution from 2.2 million (2006) to 5.2 

million (2008). Barbers and hair dressers have also been trained to promote female condoms in 

the region. In Malawi, some 2,400 hair dressers promote and sell female condoms and a similar 

campaign is being held in Zambia. UNFPA in Malawi is providing training in condom 

programming to some 35 international and local non-governmental organizations working on 

HIV prevention in the country. Over the past year, the price of female condoms has dropped by 

25% and unprecedented 50 million female condoms were distributed in 2009 (36.2 million in 

sub-Saharan Africa), compared to 21.1 million in 2008 (UNAIDS Annual Report 2009, p. 14). 

 

There have also been more efforts invested in HIV and AIDS prevention in Malawi. The country 

is known for its vast tea estates and there are many workers in such estates. Satemwa is one of 

the oldest and biggest tea estates in the southern region of Malawi and has a workforce of 2,900 

men and women. Since multiple and unprotected sexual partnerships are common and HIV 

related absenteeism is high, the company’s management was keen to sensitise staff about HIV. In 

collaboration with the International Labour Organisation (ILO), the company put in place an 

HIV workplace policy with a comprehensive peer education programme in partnership with 

neighbouring clinics. The peer educators found good opportunities to talk to fellow workers 

about HIV issues without interfering with production by utilizing mobile shades commonly used 

for tea breaks in tea estates. The mobile shade sessions proved to be popular and attendance 

increased from 26% to 74%. This resulted in a higher demand for HIV related health services (an 

increase from 6% to 18%). Condom use increased to the extent that the estate clinic ran short of 

supplies for the first time since it started a condom distribution programme (UNAIDS Annual 

Report 2009, p.14). 

Sporting games such as football have also been used to sensitise people on HIV and AIDS. 

Football stars like Emmanuel Adebayor and Micheal Ballack teamed up to star in UNAIDS 

successful AIDS awareness campaigns, ‘Uniting the World against AIDS’, in which the players 

feature in a public service announcement and print campaign to raise awareness about HIV 

among young people. In the week leading up to World AIDS Day, the lights were turned off in 

Manchester City’s stadium before Chealsea and Manchester City players entered the stadium as  

Uniting the World against AIDS public service announcement played on the stadium’s two large 
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billboard screens in Times Square ahead of New Year’s Eve ( UNAIDS Annual Report 2009, 

p.14). 

 

The Postal Services Worldwide HIV prevention campaign was also globally launched. The 

UNAIDS secretariat and the Universal Postal Union (UPU) partnered with ILO and the UNI 

Global Union to launch an HIV prevention campaign in 660,000 post offices worldwide. The 

first phase was launched in July 2009, with a roll out to postal customers in seven countries, 

Brazil, Burkina Faso, Cameroon, China, Estonia, Mali and Nigeria. During this phase, nearly 

24,000 post offices displayed and distributed information material and more UPU member 

countries are expected to join (UNAIDS Annual Report 2009, p. 14). 

 

Following the practicality of the use of the mass media in HIV and AIDS sensitization 

campaigns, many people have encouraged the governments and health practitioners not to 

overlook this communication instrument if they are to combat the spread of diseases in their 

nations (Kalyondo 2009, p. 62). It suffices to say that strategic communication is important 

because it includes a wide range of interventions that are significant to HIV and AIDS control. 

The interventions include, voluntary counselling and testing, treatment of opportunistic 

infections, antiretroviral drug provision, abstinence, be faithful and condom formula, preventing 

mother to child transmission, male circumcision, community based care and support for people 

living with HIV and AIDS. The gathered information translates into the fact that communication 

plays a pivotal role in educating the public, reforming attitudes and perceptions, creating demand 

for services and strengthening provider client interaction among them (Kalyondo 2009, p. 62). 

As mainly heterosexual epidemics evolve, the numbers of discordant couples (only one person is 

infected with HIV) increase and HIV transmission within long term relationships increases. 

According to the research that was done in 12 countries in Eastern and Southern Africa shows 

that prevalence of discordant couples is high ranging between 36% and 85% (Epidemic update 

2010 global report, p.30). 

The other urban data collected in Zambia shows that 60% of the newly infected through hetero 

sexual transmission are infected within marriage or cohabitation compared with more than half 

in Swaziland (50%−65%), 35%−62% in Lesotho and an estimated 44% in Kenya. The limitation 
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is that prevention strategies do not adequately address the patterns of HIV transmission. Couples 

testing and other prevention services for serodiscordant couples receive inadequate support. 

 

Some other studies also reveal that unprotected sex, sex between men and use of contaminated 

drug injecting equipment by two or more people on the same occasion contribute to the rise in 

HIV cases. These account for 33% of new infections in Kenya and 40% in Ghana. Unfortunately, 

there is comparatively little funding meant for prevention for populations at higher risk. Paid sex 

remains an important factor in HIV epidemics in Western, Central and Eastern Africa. The 

seriousness of paid sex in the transmission of HIV is that for instance in Ghana it is estimated 

that almost one third (32%) of new infections are a product of the same, 14% in Kenya and 10% 

in Uganda. The practice of sex between men also contributes to the rise in HIV cases. For 

instance, Senegal accounts for 20% of new infections and 15% in Rwanda. In some situations, 

some of those who have sex with their men are often times found cohabiting with a woman 

(Epidemic update 2010 global report, p. 30).  
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CHAPTER FIVE: FINDINGS 

5. PRESENTATION OF FINDINGS 

Chapter five was developed after much intensive field work was done in the research. The 

research was conducted following the laid down procedures outlined in chapter two and all the 

information gathered was codified and interpreted in the right manner. The information that was 

gathered during the research has helped to highlight the communication strategies which 

Mungwi District Aids Task Force is using to combat the spread of HIV and AIDS in the district. 

The results thus presented focus on the outcome of those who participated in the audience survey 

to whom questionnaires were administered and those who took part in the in-depth interviews 

and the focus group discussions. The researcher had 342 people in total who contributed to the 

research findings. Due to variations in literacy levels, many people who live in villages too far 

away from the district were involved in focus group discussions and in-depth interview. 

In carrying out this research, 20 questionnaires were given out to those who comprise the staff. 

The District Aids Task Force is made up of people from different government ministries and 

faith based organizations that coordinate HIV and AIDS activities in the district. All the 20 

questionnaires which were administered to the staff were brought back. Then, the other 20 

questionnaires were administered to the youths and elderly people who were sampled from 

selected areas and occupations. From these 20 questionnaires, 19 of them were returned. The 

researcher then decided to capture those who live in villages far away from the district. In all 

these villages, the researcher conducted in-depth interviews and focus group discussions. The 

total number of people in villages far away from the district who participated in the research was 

303 people. The data collected was analysed properly using the SPSS while qualitative data 

didn’t involve the use of SPSS. Following quantitative methods, the researcher has graphically 

represented the findings using bar charts, and frequency tables that illustrate the nature of the 

responses from the respondents.  
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5.2. RESPONSES FROM THE GENERAL PUBLIC IN TARGET COMMUNITIES 

Table 1. Respondents by Gender  

Sex 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Male 10 52.6 52.6 52.6 

Female 9 47.4 47.4 100.0 

Total 19 100.0 100.0  

 

The table above shows that many respondents were male having a share of 52.6% while the 

female were 47.6%. 

 

Table 2. Respondents by Age 

Age 

  Frequency Percent Valid Percent Cumulative Percent 

Valid between 10-20 years 4 21.1 21.1 21.1 

between 21-30 years 14 73.7 73.7 94.7 

between 31-40 years 1 5.3 5.3 100.0 

Total 19 100.0 100.0  

 

The chart shows that many of those who participated in the general audience research survey 

were aged between 21−30 years represented by 73.7%, followed by those who were aged 

between 10−20 years, 21.1% and finally those aged between 31−40 years were 5.3%. 

 

5.2.1. The Education Levels of the Respondents 

Table 3. Educational Level 

education level 

  Frequency Percent Valid Percent Cumulative Percent 

Valid senior secondary 6 31.6 31.6 31.6 

tertiary 1 5.3 5.3 36.9 

none of the above 12 63.1 63.1 100.0 

Total 19 100.0 100.0  
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Many people who participated in the general audience survey marked by 63.1% were neither at 

secondary nor tertiary levels of education. This was followed by the students at secondary school 

level with 31.6% and those who were at tertiary level were only 5.3%. This shows how majority 

of the respondents have not been to high school. This may affect communication strategies about 

HIV. 

 

Table 4. Respondents by Occupation 

Occupation 

  Frequency Percent Valid Percent Cumulative Percent 

Valid employed 3 15.8 15.8 15.8 

self-employed 4 21.1 21.1 36.8 

unemployed 7 36.8 36.8 73.7 

in school 5 26.3 26.3 100.0 

Total 19 100.0 100.0  

The results from the table and the chart are that many of the respondents were unemployed, at 

36.8%, those who are still at school came second in numbers at 26.3%, then the self employed 

were 21.1% and the least were those who are employed who were represented by 15.8%. This 

shows how this area is ravaged by poverty. The majority are not employed. Therefore, poverty 

can force them into risk behaviour thereby aggravating high HIV levels. 

 

5.2.2. Respondents Levels of Knowledge about HIV and AIDS 

Table 5. Knowledge about HIV/AIDS 

           knowledge about /HIVAIDS 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very good 8 42.1 42.1 42.1 

fairly good 4 21.1 21.1 63.2 

good 7 36.8 36.8 100.0 

Total 19 100.0 100.0  

 

The level of knowledge about HIV and AIDS has greatly improved in many areas which include 

rural places. 42.1% respondents have very good knowledge, then 36.8% have good knowledge 

and the last in the slot have fairly good knowledge and they are at 21.1%.  
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Figure 12. 

 

 

 

Table 6. 

 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very severe 6 31.6 31.6 31.6 

fairly severe 8 42.1 42.1 73.7 

Severe 5 26.3 26.3 100.0 

Total 19 100.0 100.0  

 

Table 6 shows the knowledge of the general audience on the levels of HIV in the area. Many 

people representing 42.1% know that HIV in the area is fairly severe, while some good 

percentage representing 31.6 acknowledge that HIV in the area is very severe and 26.3 recognise 

the fact that HIV is severe.  
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5.2.3. Knowledge about the Difference between HIV and AIDS 

Table 7. 

HIV/ADS difference 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 18 94.7 94.7 94.7 

No 1 5.3 5.3 100.0 

Total 19 100.0 100.0  

 

94.7% of the respondents knew the difference between HIV and AIDS while 5.3 percent of the 

respondents did not know the difference. 

 

Figure 13. HIV/AIDS Difference 
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5.2.4. The Importance of HIV and AIDS Awareness Campaigns 

 
Table 8 

HIV/AIDS awareness campaigns 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 19 100.0 100.0 100.0 

 

All the respondents affirmed that HIV and AIDS awareness campaigns are very important. 

 

Figure 14. 

 

 

5.2.5. Knowledge about DATF (District Aids Task Force) Mungwi 

Table 9. 

DATF/MUNGWI 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 14 73.7 73.7 73.7 

No 3 15.8 15.8 89.5 

not sure 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

 

The table demonstrates that 73.7% in the district know the organization DATF, while 15.8 % 

didn’t know anything about it and 10.5% were not sure.  
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5.2.6. Awareness Campaigns Conducted by DATF on HIV and AIDS in the Area 

Table 10. 

HIV/AIDS campaigns by DATF awareness 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 10 52.6 52.6 52.6 

No 6 31.6 31.6 84.2 

not sure 3 15.8 15.8 100.0 

Total 19 100.0 100.0  

 

Many people were aware about the activities DATF personnel are undertaking in the district to 

help prevent the spread of HIV and AIDS. 52.6% said they know such activities, 31.6% were not 

aware and 15.8% were not sure.  

 

Figure 15. 
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5.2.7. Awareness of the Activities Undertaken by Mungwi DATF to Combat HIV and AIDS 

Table 11. 

Combat HIV/AIDS 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very aware 1 5.3 5.3 5.3 

Aware 5 26.3 26.3 31.6 

moderately aware 2 10.5 10.5 42.1 

not aware 11 57.9 57.9 100.0 

Total 19 100.0 100.0  

 

The results indicate that many people are not aware about the activities that Mungwi DATF has 

organized to sensitise the people on HIV and AIDS prevention in the district. 57.9% confirmed 

that they are not aware, 26.3% are aware, 10.5% are moderately aware and 5.3% are very aware 

about the HIV and AIDS prevention activities. 

 

Figure 16. 
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5.2.7. Description of the Information received from Mungwi DATF 

Table 12. 

Quality of information 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Excellent 3 15.8 15.8 15.8 

very adequate 2 10.5 10.5 26.3 

Adequate 5 26.3 26.3 52.6 

fairly adequate 4 21.1 21.1 73.7 

very inadequate 5 26.3 26.3 100.0 

Total 19 100.0 100.0  

 

When asked about the quality of information they receive from Mungwi DATF, the results were 

that the words adequate and very inadequate had the same percentage of 26.3%, then those who 

responded that it was fairly adequate were 21.1%, the excellent position was 15.8% and very 

adequate was 10.5%.  

 

Figure 17. 
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5.2.8. The Usefulness of information on HIV and AIDS to combat the Disease from DATF 

Mungwi 

Table 13. 

Combating HIV/AIDS 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 9 47.4 47.4 47.4 

No 3 15.8 15.8 63.2 

not sure 6 31.6 31.6 94.7 

No Response 1 5.3 5.3 100.0 

Total 19 100.0 100.0  

 

 47.4% of the respondents agreed that the information derived from DATF helps to prevent the 

spread of HIV and AIDS. However, many others expressed lack of conviction on the results of 

HIV and AIDS prevention messages from DATF. 31.6% were not sure about the intended results 

of such messages, then, 15.8% categorically stated that there were no positive results from 

DATF HIV and AIDS prevention messages. 5.3% never responded to this question.  

5.2.9. Simplicity of HIV and AIDS Information from DATF Mungwi 

Table 14. 

information nature 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very easy 4 21.1 21.1 21.1 

Easy 7 36.8 36.8 57.9 

moderately easy 3 15.8 15.8 73.7 

Difficult 4 21.1 21.1 94.7 

very difficult 1 5.3 5.3 100.0 

Total 19 100.0 100.0  

 

The table shows that the information is easy to understand, 36.8%. Then those who responded 

that the information was very easy and difficult had a similar percentage and were 21.1%. This 

implies that those who found the information very easy and difficult had the same percentage. 



 
 

77 
 

15.8% found the information to be moderately easy and those who found it very difficult were 

very few, 5.3%. This may affect the usage of this information by the people.  

 

5.2.10. The Cultural Acceptability of the Information on HIV and AIDS provided by 

Mungwi DATF 

Table 15. 

Cultural acceptability 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 12 63.2 63.2 63.2 

No 1 5.3 5.3 68.4 

not sure 6 31.6 31.6 100.0 

Total 19 100.0 100.0  

 

Culture has an important role in people’s perception of reality. The information that reaches 

people’s ears must be within the confinement of a particular linguistic-ethinic grouping and 

consequently must appeal to their world view. The results indicate that information thus 

presented by Mungwi DATF is culturally acceptable and is marked by 63.2% of the respondents. 

At the same time many other respondents, 31.6% were not sure about it and 5.3% said it was not 

culturally acceptable. This could mean that while the majority could interiorize the message, 

there is a small portion of people who could be aversive and may be slow to interiorize the 

message. 
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5.2.11. Participation in the Programs Organised by DATF by the Targeted Beneficiaries 

Table 16. 

Adequate participation 

  Frequency Percent Valid Percent Cumulative Percent 

 Valid very adequate 2 10.5 10.5 10.5 

Adequate 6 31.6 31.6 42.1 

moderately adequate 4 21.1 21.1 63.2 

Inadequate 4 21.1 21.1 84.2 

very inadequate 3 15.8 15.8 100.0 

Total 19 100.0 100.0  

 

The success of any program depends on local participation because with it comes some sense of 

ownership. Many respondents said that there was adequate participation, 31.6%. Those who said 

there was moderate adequate and inadequate participation were 21.1% respectively. Still, others 

said there was very inadequate participation, 15.8% and 10.5% said there was very adequate 

participation in the programs. 

 

Table 17. 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very good 3 15.8 15.8 15.8 

good 5 26.3 26.3 42.1 

fairly good 5 26.3 26.3 68.4 

poor 4 21.1 21.1 89.5 

very poor 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

 

Many respondents rated the communication strategies by DATF to be fairly good and good, 

marked by 26.3% respectively.  21.1% said that the communication strategies were poor, 15.8% 

said they were very good and 10.5% said they were very poor. 
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Figure 18.  

5.2.12. Preferred Media for Message Dissemination 

Table 18. 

Preferred media 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Radio 5 26.3 26.3 26.3 

TV 3 15.8 15.8 42.1 

Newspapers 2 10.5 10.5 52.6 

public address systems 4 21.1 21.1 73.7 

Others 5 26.3 26.3 100.0 

Total 19 100.0 100.0  

 

Both the table and the chart represent information which shows that radio and other media 

channels are preferred by the people, represented by 26.3%. 21.1% prefer the public address 

system, 15.8% prefer TV and lastly, the newspaper, 10.5%. Perhaps due to poverty and illiteracy, 

radio especially community radio Mano is more useful and drama as people can buy or listen 

from neighbours. Besides it is portable and they use the local language. Newspapers are lowest 

due to English usage and price as many people are poor and illiterate. 
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Figure 19.  

5.2.13. Access to the Media used by DATF 

Table 19. 

Accessed media Radio 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Regularly 9 47.4 47.4 47.4 

Sometimes 4 21.1 21.1 68.4 

Rarely 4 21.1 21.1 89.5 

No Response 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

 

The majority of the respondents declared that regularly they had access to the radio, 47.4%. 

Those who said they had access to the radio rarely and sometimes were 21.1% respectively. 

Finally, 10.5% did not respond. So message awareness about HIV could be affected. 
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Table 20. 

Accessed media TV 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Regularly 1 5.3 5.3 5.3 

Sometimes 1 5.3 5.3 68.4 

Rarely 4 21.1 21.1 89.5 

Never 9 47.4 47.4 94.7 

No Response 4 21.1 21.1 100.0 

Total 19 100.0 100.0  

 

The table shows that 47.4% never had access to the TV. 21.1% did not respond and 21.1% rarely 

had access to the TV. 5.3% had access regularly and 5.3% sometimes had access. Visual HIV 

awareness is affected. 

 

Table 21. 

         Media Group and Individual 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Regularly 1 5.3 5.3 5.3 

Sometimes 8 42.1 42.1 47.4 

Rarely 6 31.6 31.6 78.9 

Never 4 21.1 21.1 100.0 

Total 19 100.0 100.0  

 

Table 21 indicates that 42.1% sometimes preferred the media and individual approach, 31.6% 

said rarely do they have access to it 21.1% said, they never had access to it and 5.3% said they 

regularly had access to it. 
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Table 22. 

Accessed Media Internet 

 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Regularly 2 10.5 10.5 10.5 

Rarely 4 21.1 21.1 31.6 

Never 11 57.9 57.9 89.5 

No Response 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

 

The digital divide that is experienced in some parts of the country is also manifested in Mungwi 

where many respondents acknowledged the fact that they mostly do not have access to the 

internet. 57.9% responded that they never had access to the internet, 21.1% rarely had access and 

10.5% represent those who regularly had access and those who did not respond respectively. 

This could delay information relay on HIV. 

 

Table 23. 

Accessed Media Public Address System 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Regularly 4 21.1 21.1 21.1 

Sometimes 5 26.3 26.3 47.4 

Rarely 5 26.3 26.3 73.7 

Never 3 15.8 15.8 89.5 

No Response 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

 

The public address system is also one of the communication tools. Table  23  shows that 26.3% 

of respondents sometimes had access to it and in the same measure 26.3% rarely had access, 

21.1% regularly have access, 15.8% never had access to it and 10.5% did  not respond.  
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Table 24. 

Accessed Media Magazines 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Regularly 2 10.5 10.5 10.5 

Sometimes 3 15.8 15.8 52.6 

Rarely 2 10.5 10.5 63.2 

Never 8 42.1 42.1 78.9 

No Response 4 21.1 21.1 100.0 

Total 19 100.0 100.0  

 

According to the responses, 42.1% said they never had access to the magazines, those who had 

regularly and rarely access to the magazine had the same percentage of response pattern 

represented by 10.5%, then 15.8% sometimes had access and 21.1% did not respond. 

 

Table 25. 

 Accessed media Newspapers 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Regularly 1 5.3 5.3 5.3 

Sometimes 2 10.5 10.5 52.6 

Rarely 5 26.3 26.3 78.9 

Never 9 47.4 47.4 89.5 

No Response 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

 

The respondents indicated that 47.4% never had access to the news papers, 26.3% rarely had 

access, 10.5% said sometimes, 10.5% gave no response and 5.3% said regularly they had access. 

Price, poverty and illiteracy are factors here.  
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Table 26. 

Accessed media Brochures, Pamphlets and Posters 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Regularly 3 15.8 15.8 15.8 

Sometimes 9 47.4 47.4 63.2 

Rarely 3 15.8 15.8 78.9 

Never 2 10.5 10.5 89.5 

No Response 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

 

The results are that 47.4% sometimes had access to brochures, pamphlets and posters, those who 

regularly had access to them were 15.8% and those who rarely had access to them were 15.8%. 

Respondents who never had access to them were 10.5% and those who never responded were 

10.5%. This shows that illiteracy militates against HIV messages in print. Hence, there is need 

for other methods for the awareness of the people. For example theatre. 

5.2.14. Recommending DATF to Provide Information on HIV and AIDS 

 Table 27 

Recommendation to provide information 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 15 78.9 78.9 78.9 

No 2 10.5 10.5 89.5 

not sure 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

 

78.9% respondents said they do recommend DATF to provide information. 10.5% did not 

recommend it and another 10.5% were not sure.  
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5.3. RESPONSES FROM THE AUDIENCE SURVEY FOR MUNGWI DATF STAFF 

AND OTHER COLLABORATING PARTNERS 

Table 28. Respondents by Gender: 

Sex 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Male 11 55.0 55.0 55.0 

Female 9 45.0 45.0 100.0 

Total 20 100.0 100.0  

 

In this survey, the male dominated by (55%) and the female who participated were 45%. 

 

Table 29.  Respondents by Age 

Age 

  Frequency Percent Valid Percent Cumulative Percent 

Valid 25-34 years 6 30.0 30.0 30.0 

35-44 years 7 35.0 35.0 65.0 

45-54 years 4 20.0 20.0 85.0 

above 55 years 3 15.0 15.0 100.0 

Total 20 100.0 100.0  

 

There was fair representation among the staff and other collaborating partners in DATF. Those 

who were aged 35−44 years were the majority represented by 35%, then came second those who 

were in the range 25−34 years, with 30%, in the third position were those in the range 45−54 

years and finally those who were above 55 years were 15%. 
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5.3.1. The Marital Status of Mungwi DATF Personnel 

Table 30. 

marital status 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Single 4 20.0 20.0 20.0 

Married 11 55.0 55.0 75.0 

Divorced 3 15.0 15.0 90.0 

widow/widower 2 10.0 10.0 100.0 

Total 20 100.0 100.0  

 

Many respondents were married and had a percentage of 55%. Then 20% of the respondents 

were single, the divorced respondents were 15% and finally the widow/widower were10%. 

5.3.2. Length of Work with DATF 

Table 31. 

period/duration 

  Frequency Percent Valid Percent Cumulative Percent 

Valid less than 1 year 7 35.0 35.0 35.0 

2-5 years 7 35.0 35.0 70.0 

6-9 years 5 25.0 25.0 95.0 

No Response 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

Many respondents said that they had worked for DATF for less than 1 year and many were 

between 2-5 years. The respondents found in these two categories both had the same percentage 

of 35% respectively. Those who had worked between 6-9 years were 25% and those who did not 

respond were 5%.  
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5.3.3. The Level of knowledge about HIV and AIDS Prevention Methods 

Table 32 

Knowledge level 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very good 12 60.0 60.0 60.0 

fairy good 3 15.0 15.0 75.0 

Good 5 25.0 25.0 100.0 

Total 20 100.0 100.0  

 

The Staff that form DATF were very knowledgeable about the methods on HIV and AIDS 

prevention. 60% said they had very good knowledge on prevention, 20% said their knowledge 

was good and 15% said their knowledge was fairly good on HIV and AIDS prevention.  

 

Figure 20. 
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5.3.4. Knowledge about the Difference between HIV and AIDS 

Table 33. 

HIV/AIDS difference 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 19 95.0 95.0 95.0 

No 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

The level of knowledge about the difference between HIV and AIDS was perfect with 95% 

confirming that they knew while those who didn’t know were 5%.  

5.3.5. Knowledge about the Programs DATF supports to Mitigate the Impact of HIV and 

AIDS in the area 

Table 34. 

Programmes to mitigate HIV/AIDS 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 20 100.0 100.0 100.0 

 

All the respondents were aware of the programs DATF supports to mitigate the spread of HIV 

and AIDS in the area. 

5.3.6. Communication Strategies used by DATF to Disseminate HIV and AIDS Prevention 

Messages 

 

Table 35. 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Frequently 1 5.0 5.0 5.0 

Often 1 5.0 5.0 10.0 

Never 16 80.0 80.0 90.0 

No Response 2 10.0 10.0 100.0 

Total 20 100.0 100.0  
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TV: The information gathered is that many respondents confirmed that they never used TV for 

message dissemination, marked by 80%. Then 5% responded that they often used TV and 10% 

did not respond. This entails that the use of TV for HIV and AIDS message dissemination is not 

popular in the area. 

 

Table 36. 

Radio 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Frequently 12 60.0 60.0 25.0 

Often 5 25.0 25.0 85.0 

Never 3 15.0 15.0 100.0 

Total 20 100.0 100.0  

 

Radio is popular and is used most of the time. 60% responded by saying that they frequently 

used it, then, 25% said they often used it and 15% said they never used it. 

 

Table 37. 

Newspaper 

  Frequency Percent Valid Percent Cumulative Percent 

Valid frequently 1 5.0 5.0 5.0 

Often 8 40.0 40.0 45.0 

Never 11 55.0 55.0 100.0 

Total 20 100.0 100.0  

 

The newspaper is not used most of the time. Many respondents, 55%, said they never used the 

newspaper and 40% of the respondents said they often used the newspaper. 5% said they 

frequently used the newspaper.  
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Table 38. 

Magazines 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Frequently 3 15.0 15.0 15.0 

Often 5 25.0 25.0 40.0 

Never 9 45.0 45.0 85.0 

No Response 3 15.0 15.0 100.0 

Total 20 100.0 100.0  

 

45% responded that they never used the magazines, 25% affirmed that they often times used the 

newspaper, 15% said they frequently used them and 15% did not give any answer. The magazine 

is not popular among the staff. 

 

Table 39. 

Internet 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Frequently 3 15.0 15.0 15.0 

Never 16 80.0 80.0 95.0 

No Response 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

The use of internet when sending HIV and AIDS messages was not common. 80% said they 

never used it, 15% said they frequently used it and 5% did not respond. 

 

Table 40. 

Brochures, Pamphlets and Posters 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very frequently 7 35.0 35.0 35.0 

Frequently 6 30.0 30.0 65.0 

Often 5 25.0 25.0 90.0 

Never 2 10.0 10.0 100.0 

Total 20 100.0 100.0  
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The brochures, pamphlets and poster were used very frequently, marked by 35%. 30% of the 

respondents said they were frequently used, 25% said they were often used and 10% said that 

they were never used. 

 

Table 41. 

Community Action Theatre 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very frequently 12 60.0 60.0 60.0 

Frequently 6 30.0 30.0 90.0 

Often 1 5.0 5.0 95.0 

Never 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

In many societies people use drums, songs and drama to send messages. 60% of the respondents 

confirmed the use of such communication means very frequently, 30% said they used them 

frequently, 5% said often times and 5% said never. 

 

Table 42. 

Testimonies such as Success Stories 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very frequently 11 55.0 55.0 55.0 

Frequently 5 25.0 25.0 80.0 

Often 2 10.0 10.0 90.0 

No Response 2 10.0 10.0 100.0 

Total 20 100.0 100.0  

 

The respondents were also asked if they used testimonies such as success stories. 55% said that 

they used them very frequently and 25% said they used them frequently. 10% responded that 

they often used them while 10% did not respond.  
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Figure 21. 

 

 

Table 43. 

Workshops 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very frequently 5 25.0 25.0 25.0 

frequently 7 35.0 35.0 60.0 

Often 5 25.0 25.0 85.0 

Never 2 10.0 10.0 95.0 

No Response 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

The workshops are a common feature used in message dissemination marked with 35% of the 

respondents saying they frequently used them, 25% said they used workshops very frequently, 

25% said they often used them, 10% said they never used workshops and 5% did not respond. 
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Table 44 

Talks 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very frequently 12 60.0 60.0 60.0 

frequently 5 25.0 25.0 85.0 

Often 1 5.0 5.0 90.0 

No Response 2 10.0 10.0 100.0 

Total 20 100.0 100.0  

 

Top on the list of responses, 60% of the respondents confirmed the use of talks very frequently to 

disseminate HIV and AIDS messages. 25% responded that they frequently used talks, 10% did 

not respond and 5% responded that they often used talks.  

 

Table 45. 

Dialogue 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very frequently 7 35.0 35.0 35.0 

frequently 6 30.0 30.0 65.0 

Often 4 20.0 20.0 85.0 

Never 2 10.0 10.0 95.0 

No Response 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

Dialogue is also very important in sending HIV and AIDS messages. 35% responded that they 

used it very frequently, 30% responded that they frequently used it, 20% said they used it often, 

10% said they never used it and 5% said they never used it. 
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Table 46. 

School debates 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very frequently 5 25.0 25.0 25.0 

frequently 3 15.0 15.0 40.0 

Often 8 40.0 40.0 80.0 

Never 3 15.0 15.0 95.0 

No Response 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

School debates can be a source of passing information from one person to another on HIV and 

AIDS. When people are engaged in debate on HIV and AIDS, they share knowledge and acquire 

new ideas. Interesting enough many respondents, comprising 40% said they often used school 

debates, 25% said they very frequently used school debates, 15% said they frequently used them, 

15% said they never used them and 5% did not respond. 

 

Table 47. 

 Meetings 

  Frequency Percent Valid Percent Cumulative Percent 

Valid very frequently 11 55.0 55.0 55.0 

Frequently 6 30.0 30.0 85.0 

Often 2 10.0 10.0 95.0 

No Response 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

Whenever people want to converse with each other and allow the flow of information, meetings 

help a lot and ease the process of sending and receiving information. 55% of the respondents 

confirmed that they used meetings very frequently, 30% said they used meetings frequently, 10% 

said they often used meetings and 5% gave no response.  
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Table 48. 

Others specify 

  Frequency Percent Valid Percent Cumulative Percent 

Valid No Response 20 100.0 100.0 100.0 

 

The respondents never gave any response on other forms of communication as shown by the 

table. 

 

Table 49. 

5.3.7. The Fastness of the Media Channels in Communicating on HIV and AIDS Prevention Messages 

Medium Rate Frequency Percent Valid 

Percent 

Cumulative  

Percent 

 

Television 

 
 
 
 
 
 

 
Very  fast 
Fast 
Not sure 
Slow 
Very slow 
Total 

 
       4 
       6 
       2 
       5 
       3 
      20   

 
    20.0 
    30.0 
    10.0 
    25.0 
    15.0 
   100.0 

 
      20.0 
      30.0 
      10.0 
      25.0 
       15.0 
     100.0 

 
      20.0 
      50.0 
      60.0 
      85.0 
     100.0 
        

 
Radio 

 
 

 
Very Fast 
Fast 
Total 

      
     15 
       5 
      20 

     
    75.0 
     25.0 
   100.0 

       
     75.0 
     25.0 
    100.0 

        
       75.0 
     100.0 

 
 
News paper  

 
Very Fast 
Fast  
Not Sure 
Slow 
Very Slow 
Total 

 
        1 
        6 
        4 
        5 
        4 
       20 

 
       5.0 
     30.0 
     20.0 
     25.0 
     20.0 
    100.0 

 
        5.0 
      30.0 
      20.0 
      25.0 
      20.0 
      100.0     

 
        5.0 
      35.0 
      55.0 
      80.0 
    100.0 

 

 

Magazines 

 
Very Fast 
Fast 
Not Sure 
Slow 
Very Slow 
Total 

 

 
         1 
         5 
         4 
         8 
         2 
        20 

 
       5.0 
     25.0 
     20.0 
     40.0 
     10.0 
   100.0 

 
         5.0 
       25.0 
       20.0 
       40.0 
       10.0 
     100.0 

 
        5.0 
      30.0 
      50.0 
      90.0 
    100.0 
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Internet 

 

 
Very Fast 
Fast 
Not Sure 
Slow 
Very Slow 
Total 

 

 
         2 
         3 
         2 
         3 
       10 
       20 

 
     10.0 
     15.0 
     10.0 
     15.0 
     50.0 
   100.0 

 
      10.0 
      50.0 
      10.0 
      15.0 
      50.0 
    100.0 

 

 
        10.0 
        25.0 
        35.0 
        50.0 
      100.5 

 
Pamphlets, 

Brochures, 

Posters 

 
Very Fast 
Fast  
Slow 
Very Slow 
Total 

 
          9 
          6 
          4 
          1 
         20 

 
   45.0 
   30.0 
   20.0 
     5.0 
 100.0 

 
      45.0 
      30.0 
      20.0 
        5.0 
    100.0       

 

 
       45.0 
       75.0 
       95.0 
     100.0 
 
 

 

Public Address 

 
Very Fast 

 
         20 

 
 100.0  

 
      100.0 

 
      100.0 

 

According to the respondents, 30% said TV was fast, 25% said it was slow, 20% said it was very 

fast and 15% said it was slow and finally 10% said they were not sure. 

 

75% responded that radio was very fast when sending HIV and AIDS messages. 25% said it was 

fast. 

 

Many respondents represented by 30% said newspaper was fast, 25% said it was slow, 20% said 

it was very slow, 20% were not sure and 5% said it was very fast. 

 

Magazines are perceived slow represented by 40%, 25% said they were fast, 20% were not sure, 

10% said they were very slow and 5% said they were very fast. 

 

50% said it was very slow, 15% said it was fast and another 15% said it was slow. 10% said it 

was very fast. 

 

The majority, 45% said brochures, pamphlets and posters were very fast, 30% said they were 

fast, 20% said they were slow and 5% said they were very slow. All the respondents said the 

public address system was very fast, 100%. 
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5.3.8. The Impact of the Communication strategies by DATF on change in the 

Community’s Attitudes, Beliefs and Behaviour with regard to HIV and AIDS Prevention 

 

Table 50. 

Change in target community, attitudes, beliefs and behavior 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 15 75.0 75.0 75.0 

No Response 5 25.0 25.0 100.0 

Total 20 100.0 100.0  

 

The strength of the communication strategies must translate into positive change of attitudes, 

beliefs and behavior. 75% responded that there had been change and 25% did not give any 

response. 

 

Figure 23. 
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5.3.8. Reduction in HIV Prevalence Levels in the Community due to DATF 

Communication Strategies 

 
Table 51. 

Reduction in HIV prevalence levels 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 10 50.0 50.0 50.0 

No 2 10.0 10.0 60.0 

not sure 3 15.0 15.0 75.0 

No Response 5 25.0 25.0 100.0 

Total 20 100.0 100.0  

 

The practical implication of sending messages and receiving it, must translate into reduction of 

HIV in the community. 50% said, yes there was a reduction, 15% were not sure and 10% said 

there was no reduction. 

 

Figure 22. 
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5.3.9. The Target Community in HIV and AIDS Prevention Communication by DATF 

 

Table 52 

Main group target 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Youth 5 25.0 25.0 25.0 

Women 2 10.0 10.0 35.0 

All the above 13 65.0 65.0 100.0 

Total 20 100.0 100.0  

 

DATF has interest in children, the youths, men and women in their communication on HIV and 

AIDS. 65% said all human beings were in the interest of DATF, 25% said the youths and 10% 

said the women were their target in HIV and AIDS communication.  

5.3.10. The Benefits of the Communication Strategies to the Reduction in the HIV 

Prevalence Rates in the Country 

 

Table 53. 

Strategies help to reduce HIV 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 13 65.0 65.0 65.0 

No 2 10.0 10.0 75.0 

No Response 5 25.0 25.0 100.0 

Total 20 100.0 100.0  

 

The majority of respondents totaling 65% responded that it had helped to reduce country HIV 

rates, 25% did not respond and 10% refused.  
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Figure 23 

 

5.3.11. Effectivity of the Communication Methods 

Table 54. 

  FREQUENCY PERCENT VALID   

PERCENT 

CUMULATIVE 

PERCENT 

EFFECTIVENESS 

OF  MASS 

APPROACH 

very effective 

Effective 

Less effective 

Not effective 

 Total 

3 

8 

8 

1 

20 

15.0 

40.0 

40.0 

5.0 

100.0 

15.0 

40.0 

40.0 

5.0 

100.0 

15.0 

55.0 

95.0 

100.0 

EFFECTIVENESS  

OF GROUP 

APPROACH 

Very effective 

Effective 

Less effective 

Total 

14 

5 

1 

20 

70.0 

25.0 

5.0 

100.0 

70.0 

25.0 

5.0 

100.0 

70.0 

95.0 

100.0 

EFFECTIVENESS 

OF INDIVIDUAL  

APPROACH 

Very effective 

Effective 

Less effective 

Total 

12 

7 

1 

20 

60.0 

35.0 

5.0 

100.0 

60.0 

35.0 

5.0 

100.0 

60.0 

95.0 

100.0 

EFFECTIVENESS 

OF SCHOOL 

APPROACH 

Very  effective 

Effective 

Less effective 

9 

9 

2 

45.0 

45.0 

10.0 

45.0 

45.0 

10.0 

45.0 

90.0 

100.0 



 
 

101 
 

Total 20 100.0 100.0  

EFFECTIVENESS 

OF DOOR TO 

CAMPAIGNS 

Very  effective 

Effective 

Total 

14 

6 

20 

70.0 

30.0 

100.0 

70.0 

30.0 

100.0 

70.0 

100.0 

EFFECTIVENESS 

OF NGOS 

APPROACH 

Very  effective 

Effective 

Less effective 

Total 

13 

4 

3 

20 

65.0 

20.0 

15.0 

100.0 

65.0 

20.0 

15.0 

100.0 

65.0 

85.0 

100.0 

 

 

Many respondents said the mass approach was both less effective and effective at the same time. 

40% said it was less, another 40% said it was effective, 15% said it was very effective and 5% 

said it was not effective. 

 

The group approach was highly recommended with 70% confirming that it was very effective, 

25% said it was effective and 5% said it was less effective. 

 

The individual approach was very effective and is represented by 60%. Second in the category 

were 35% who responded that it was effective and 5% said it was less effective.  

 

Targeting schools can bring positive results in HIV and AIDS communication. 45% responded 

that it was very effective; another 45% responded that it was effective and 10% said it was not 

effective.  

 

Targeting people as individuals for HIV and AIDS communication is an effective tool. 70% said, 

it was very effective and 30% said it was effective. 

 

Many NGOs are involved in HIV and AIDS awareness campaigns. 65% said their method was 

very effective, 20% said it was effective and 15% said it was less effective. 
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Figure 26. 
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5.3.11. The Challenges Faced by DATF 

Table 55. 

 

Challenges 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Cultural beliefs 9 45.0 45.0 45.0 

People's attitudes to change 10 50.0 50.0 95.0 

Not sure 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

According to the responses, 50% cited people’s inability to change as the main challenge. 45% 

indicated cultural beliefs as a hindrance and 5% were not sure. 

 

5.3.12. Differences in Urban and Rural Strategic Communication on HIV 

Table 56. 

Communication Strategies difference 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 14 70.0 70.0 70.0 

No 6 30.0 30.0 100.0 

Total 20 100.0 100.0  

 

70% said there were differences and 30% responded that there were no differences.  
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5.3.13. Receiving Feed Back Information on HIV and AIDS Dissemination 

Table 57. 

 feedback on information 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Often 12 60.0 60.0 60.0 

Rarely 5 25.0 25.0 85.0 

Very rarely 3 15.0 15.0 100.0 

Total 20 100.0 100.0  

 

There is some good feedback on the information which is disseminated to the community. 60% 

said they often received feedback, 25% said they rarely received feedback and 15% said they 

received feedback very rarely. 

5.3.14. Ownership of DATF Programs by People 

Table 58. 

Ownership of DATF programs by the community 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 14 70.0 70.0 70.0 

No 6 30.0 30.0 100.0 

Total 20 100.0 100.0  

 

The success of any program depends on community ownership of such programs. 70% of the 

respondents confirmed that people owned the programs and 30% said people do not own the 

programs. 
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5.3.15. Materials DATF Produces for their Target Communities 

Table 59. 

Materials provided 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Brochures and Posters 3 15.0 15.0 15.0 

Newsletters 4 20.0 20.0 35.0 

Magazines 6 30.0 30.0 65.0 

All the above 6 30.0 30.0 95.0 

None 1 5.0 5.0 100.0 

Total 20 100.0 100.0  

 

DATF staff said that they used all materials such as brochures, posters, newsletters, and 

magazines. 30% said they used all, another 30% recommended magazines, 20% confirmed 

newsletters, 15% said brochures and posters and 5% said none is used. 

 

Figure 25. 
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5.3.16. Resource Centre for Information, Education and Communication Materials 

Table 60. 

Resource centre 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Yes 14 70.0 70.0 70.0 

No 6 30.0 30.0 100.0 

Total 20 100.0 100.0  

 

For communication to be effective there must be some communication materials available. 70% 

agreed that such material is in the resource centre, and 30% refused that they do not have such 

materials. 

 

5.4. FOCUS GROUP DISUSSION AND IN-DEPTH INTERVIEW 

As earlier alluded to in chapter two of the research, the researcher conducted five focus group 

discussions with the targeted community. The participants were picked on merit because they 

were knowledgeable about HIV and AIDS. In this study the researcher used purposive sampling. 

The interview was done in villages far away from the district and part of it was done in the 

district itself. Those who participated in this interview were drawn from various sectors of 

society. The focus group discussion was comprised of 60 people. The researcher also did 5 in-

depth interviews with each interview comprising of five people. 

The responses were divided between two groups, those who reside in the central district and 

those who reside in villages far away from the central district. Even the responses were different 

depending on the location of a particular group of people. The researcher wanted to know how 

the people in the central district and those who live far away from the district are involved in the 

activities organized by DATF staff. Those who live far away from the central district, 93% of 

them expressed their ignorance about the existence of such an organization in the district, 2% 

were aware about it and 5% of the people who live in the central district were also aware about 

the existence of the organization. The community in the central district represented by 5% also 

acknowledged that they participate in most of the programs that are organized by DATF, while 

the 2% in rural Mungwi who knew something about the organization agreed that from time to 
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time they participated in the programs. The community that lives in the central district responded 

that they participated in the programs organized by DATF by participating in the planning of 

sensitization programs. Many times they participate in poems, drama, sketches and in the actual 

designing of such programs. 

 

Secondly, the researcher was keen to know for how long they had been involved in such 

programs organized in collaboration with DATF staff. The responses from the rural part of the 

district were that since many of them never knew about the existence of such an organization, it 

equally means that they have not been involved in any way. The 93% of the respondents have 

never participated in any program, then, the 2% who live in villages far away from the district 

said they have been participating in such programs for five years and the 5% who live in the 

central district have participated in the programs for three years. The reason why the number of 

years of participating in DATF programs by those who live in the district is small is that many of 

them are government workers and they are transferred after working for some time in the district 

to some other parts of Zambia. 

 

When planning for anything, it is important that the parties concerned meet regularly in order to 

strategise. The researcher wanted to know if the communities have attended meetings organized 

by DATF. The responses were that 93% of the respondents who knew nothing about the 

organization said they have never attended any meeting, from the 2% of those who live in rural 

Mungwi, 1% accepted to have attended while the other 1% said they have not attended any 

meeting. The other community represented by 3% in the central district responded that they have 

attended while the other 2% have not attended. In such meetings, there is a lot of deliberation on 

many issues. When asked how they found such discussions, from the 3% of the community in 

the central district, 2 % responded that such discussions were interesting and exciting while the 

other 2% responded that the discussions were boring. 

 

Workshops can be used as a forum to address issues of HIV and AIDS prevention in the 

community. The researcher also wanted to know if the community has been accorded an 

opportunity to attend them. From the usual pattern of responses, 93% have never attended any, 

7% have attended. The responses indicate that many people have not attended any workshop on 

HIV and AIDS aimed at sensitizing the people on the epidemic. 
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During the research, the researcher wanted to establish if the community knew the difference 

between HIV and AIDS and also the methods of contracting and preventing HIV and AIDS. 

Many people, represented by 80% in the rural part of Mungwi did not know the difference 

between HIV and AIDS. However, 20% of the population knew the difference between HIV and 

AIDS. When asked on the methods used to prevent the spread of HIV and AIDS, 100% knew 

such methods and listed them very well. 

 

In order to evaluate the effectiveness of the messages used in communication strategies by 

Mungwi DATF, the communities must endorse their appropriateness and measure the results. 

93% gave no recommendation on account of lack of information, while 5% responded that they 

are effective and the 2% were not sure.  

 

Those who responded that the messages were effective narrated that some successes due to the 

messages were that in some places people have responded by forming anti-AIDS clubs and other 

HIV and AIDS community action oriented groups. Others cited the reduced infections that are 

being experienced currently as a success story attributed to Mungwi DATF programs in the area. 

 

Having known the contributions of Mungwi DATF to a reduction in HIV and AIDS prevalence 

rates in the district, the researcher wanted to know the medium source of HIV and AIDS 

messages for the community. Many respondents recognized the efforts of the staff at a local 

community radio station based in Kasama called radio Mano. This radio is used to broadcast 

HIV and AIDS programs. Moreover, this community radio station uses the indigenous language 

in communicating with the community by penetrating their culture and world view. 

 

Besides, this community radio station, Zambia’ national broadcasting, radio 1 and 2 are also the 

medium source of HIV and AIDS messages. Some community members who know and speak 

English often times listen to some HIV and AIDS programs from radio 2 while those who only 

speak and understand the local languages are comfortable with radio 1 where they broadcast 

some HIV and AIDS programs in the local languages. The other advantage is that there is good 

reception of these radio stations in some selected areas. It also means where the reception is 

poor, people are deprived of these messages. 
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Schools are a good source of HIV and AIDS messages. Some teachers are committed to their 

work of educating the masses on HIV and AIDS in the community. In many schools, the topic on 

HIV and AIDS is enshrined in the school curriculum with the sole purpose of providing 

information to people on HIV and AIDS. 

 

It is not only teachers who are the medium of HIV and AIDS information to the community. 

Even parents have a duty of passing on information on the epidemic to their children. Since they 

know the dangers of the epidemic, the parents are very involved in sensitizing their children on 

HIV and AIDS. 

 

The health personnel are among those who transmit messages on HIV and AIDS. The 

respondents pointed out that during times of under-five when parents take their children for 

check- ups, during child health week when vaccination campaigns occur and even when women 

go for antenatal, the health personnel take such moments to sensitise the community on HIV and 

AIDS. 

 

DATF and health personnel also take advantage of events like World AIDS day to sensitise 

people on HIV and AIDS. Every year World AIDS day is organized with a particular theme. On 

such days, there are many activities that are organized to sensitise the community on HIV and 

AIDS. This day is preceded with a candle light walk where many people participate and later the 

following day, there are various activities, like drama, poems, sketches, living testimonies of 

HIV positive people, sharing of booklets, brochures, pamphlets, fitenges, badges, caps, T-shirts 

all bearing HIV and AIDS messages. 

 

Some respondents also cited the presence of anti-AIDS clubs found in some areas as important 

bearers of HIV and AIDS messages. The formation of anti-AIDS clubs was an attempt to combat 

HIV and AIDS in all areas in the country. This idea came forth because the epidemic of HIV and 

AIDS was spreading quickly and it needed concerted efforts to help halt its spread. These clubs 

were formed in schools and also in many places. 

 

The church known for centuries for evangelization is another medium of HIV and AIDS 

messages. Many people like going to Church and the Church leadership does not only preach to 
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them the gospel. Since the Church believes in integral human development, anything that hinders 

it must be fought. The epidemic of HIV and AIDS is a major hindrance to integral human 

development and it is for this reason that the Church is involved in the fight against HIV and 

AIDS. 

 

The core of human existence is to relate with one another. When people co-exist, they share 

many aspects of human life. This entails that there are peer to peer relationships where people 

share much information about events in the world. The medium of HIV and AIDS information in 

this situation is from peer to peer. 

 

The researcher was also interested to know how involved the people are in the origination and 

running of HIV and AIDS programs. This is important to know because the success of any 

program depends on local participation. The large group of respondents forming 80% responded 

that they were not fully involved in the origination of the programs and the remaining 20% said 

they participated in the origination of the programs. 

 

The community was asked about some weaknesses of DATF in HIV and AIDS communication. 

The major weakness cited was that DATF staff members do not visit many rural areas to 

sensitise the people on HIV and AIDS and DATF does not exhaust properly the various 

communication channels which can prove beneficial to the grassroots. The information the 

people in rural areas have on HIV and AIDS is from some external source other than DATF, like 

some radio stations, palliative care, health personnel. The other weakness is that some of those 

who have been trained to help sensitise the people do not have the required materials to help 

them fight HIV and AIDS. The other weakness is that there is little information organized for 

children who are in the range of 0─14 years old. However, some members of DATF also 

complained about the dwindling financial resource allocation to fight against HIV and AIDS 

which hinders their serious mandate of HIV and AIDS sensitization in the vast rural district. 

 

The community was also asked about the recommendations they could give in order to improve 

the communication strategies. The responses were that, first, DATF must visit the communities 

and get the feel on the ground and then they can design fitting messages appropriate to the 

situation. They should work on messages that fit the little children from ages 0─14 years old. 
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They should also explore other communication avenues such as the use of brochures, posters, the 

internet, newspapers, DVDs and many others in order to reach out to the community more 

effectively. 
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CHAPTER SIX: INTERPRETATION OF THE FINDINGS 

6. DATA INTERPRETATION 

In this chapter, the researcher has analysed the data which was collected from the field of 

research. The researcher has interpreted data by using the known methods already used in the 

research and has done it by comparing the results from the data collected. What is presented is 

information that was gathered from the field. 

6.1. GENDER REPRESENTATION AND DEMOGRAPHIC INFORMATION OF THE 

RESPONDENTS 

The information that was gathered carried a theme on male and female participation in the 

research. It is important to have a fair representation of sexes in any research in order to avoid 

biases in data collection. The participation of male and female brings a variety in data collection. 

Thus from the data that was collected, the indication is that there was fair gender representation. 

During the general audience survey, female representation was 47.6% and male representation 

was 52.6%. In the survey for DATF staff, female representation was 45% and male 

representation was 55%. The focus group discussion and in-depth interviews had 65% female 

representation and male representation was 35%. 

The other issue of great importance is age in data collection. When data was being collected the 

concern was to enable every age group participate by sharing their knowledge on HIV and AIDS 

prevention. By comparing the age group participation, the conclusion is that each age group was 

catered for in the research. The results were that 73.7% in the general audience survey were from 

21−30 years, 21.1% from 10−20 years, and 5.3% were from 31−40 years. Then among the staff, 

35% were from 35−44 years, 30% were from 25−34 years and 20% were from 45−54 years. The 

focus groups also had fair representation of people from ages 9 to 70 years. This variety of all 

ages made the research interesting because each age group brought their experience and 

knowledge. 
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6.2. LEVELS OF EDUCATION 

There were variations in the levels of education. Those who live in the central district had 

attained some good levels of education while those living in villages far away from Mungwi 

central had little education, with high illiteracy levels. Some youths who live in the district 

represented by 31.6 % were at senior secondary school level, 5.3% were at tertiary level and 

63.1% marked none of the above. The fact that some members of this community were exposed 

to some levels of education is demonstrated by their good knowledge levels on the difference 

between HIV and AIDS, compared to those who live in rural Mungwi, majority of whom did not 

know the difference. 

6.3. KNOWLEDGE LEVELS ABOUT HIV AND AIDS (HIV RATES, CONTRACTION 

AND PREVENTION, DIFFERENCE BETWEEN HIV AND AIDS) 

The epidemic of HIV and AIDS is well known by all the people whether living in rural parts of 

the district or in the central part of the district. The figures that were collected indicate that 

everybody was knowledgeable about HIV and AIDS though rated differently. Those who were 

highly knowledgeable were 42.1%, followed by those with good knowledge at 36.8% and finally 

those who had fairly good knowledge were at 21.1%. This is clear indication that the problem of 

HIV and AIDS is known by people regardless of where they live simply because the disease has 

consequences on every member of society and it is either one is infected or affected. The 

members at the grass root level also pointed out that they knew the modes of contracting the 

disease, and how to prevent it. This is a good sign because when people know the prevention 

means, it lessens some difficulties that hinder fighting the epidemic. Sometimes people do not 

know the difference between HIV and AIDS. From the data collected, 94.7% of the people in the 

district were knowledgeable about the difference while 93% of those who live in rural Mungwi 

did not know the difference. This means there is more work to be done in rural areas than in the 

district where many people are very enlightened about HIV and AIDS. The people also knew 

that HIV is fairly severe in the district. 
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6.4. KNOWN HIV SENSITISATION PROGRAMS IN THE AREA AND 

ADEQUATENESS OF THE INFORMATION 

All the respondents consider HIV campaigns important. From the data collected, 73.7% knew the 

organization DATF in the district and 93% of the people in rural Mungwi did not know about the 

existence of this organization. Among those who live in the central district 52.6% were aware 

about DATF programs and 57.9% were not aware about the sensitization activities done by 

DATF. Again, this is an indication that DATF needs to do more to make its presence felt on the 

ground in the fight against the epidemic of HIV and AIDS. The percentage of those who were 

very much aware about the activities was only 5.3%. When analyzing the adequateness of the 

information, 26.3% was given to those who responded that it is adequate and those who 

responded that it is very inadequate had also 26.3%. However, the members of staff were all 

aware about the programs and the sensitization activities. 

6.5. PARTICIPATION OF THE INTENDED COMMUNITY IN HIV AND AIDS 

PROGRAMS AND RATING THE COMMUNICATION STRATEGIES 

For any program to succeed people must participate in it. Even in HIV and AIDS sensitization 

programs, there must be some good amount of participation by the community. When asked 

whether they participated or not, 31.6% of the general population responded that their 

participation is adequate. The levels of participation are also different according to where people 

live. There is more participation in DATF programs by those who live in the central district than 

those who live in the rural parts of Mungwi. It can do more good to those living in rural Mungwi 

if they can be accorded more opportunities to participate in the programs. The communication 

strategies used by DATF are fairly good and the main challenge DATF faces is people’s inability 

to change. Given this situation, persuasion should be used by DATF to entice people and win 

their hearts in order for them to adopt new beliefs and attitudes. 
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6.6. THE APPROPRIATE MEDIA FOR DISSEMINATING HIV AND AIDS MESSAGES 

AND THE MEDIA WIDELY ACCESSIBLE TO THE COMMUNITY 

In all the different human cultures, human beings have been communicating with one another. 

Each culture has provided specifics of the medium of communicating with each other. In some 

African cultures people have been communicating orally, using poems, songs, riddles and many 

other means. 

However, the modern world provides some other inventions and innovations in communication 

which are beneficial to communication on HIV and AIDS. The radio is one of the popular means 

of communicating with one another. In Zambia, there are many radio stations that have been 

established falling in different categories such as public, private or community. Many 

respondents praised the information that comes from radio Mano, a community radio station 

located in Kasama district. The information gathered is that 47.4% reiterated that radio is the 

most appropriate means of sending HIV and AIDS messages. The other radio stations which 

were mentioned were Zambia National Broadcasting Corporation radio stations 1 and 2. The 

radio has some advantages because it can reach many people in many areas. On many radio 

stations there are HIV and AIDS programs where songs, talk shows, debates, and drama are used 

to sensitise the people on the dangers of HIV and AIDS. Since radio is the most effective, DATF 

should consider partnering with the staff at radio stations to use such facilities to sensitise people 

on HIV and AIDS. However, while recognizing the penetrating powers of the radio, it is 

important to improve on their reception. This is because some rural areas have poor radio 

reception. The public address system was recognized by 21.1% of people to be effective. But the 

public address system may be limited in some way because some rural areas lack proper roads 

and some people live far away in some isolated places. 

 

When the general population was asked about the media to which they have access to, the 

majority 47.4% responded that they regularly had access to the radio, 5.3% regularly had access 

to the news paper, 15.8% regularly had access to brochures, pamphlets, posters, 5.3% percent 

had access to the Television regularly, and then 10.5% had regular access to magazines. The 

percentages show that radio, brochures, pamphlets and posters are mostly accessible to the 
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majority of the people in the district. Given this scenario, DATF must sufficiently use these 

means of passing information to the people on HIV and AIDS. 

 

DATF uses also some different channels of communicating information with the people. The 

radio is mostly used for communication on HIV and AIDS by 60%. The other channel in use is 

Community Action Theatre (songs, drama, poems and sketches) by 60%. The use of songs, 

drama, sketches, and poems appeals to the people and challenges their attitudes and behaviour. A 

testimony such as success stories by those who have experienced the epidemic of HIV and are 

living with the virus helps to remove the myths about HIV.  55% of the staff said testimonies 

such as success stories are used very frequently. In Mungwi, the network of people living with 

HIV (+NPZ) provide information on HIV to the community. Talks are also used by DATF to 

sensitise people on HIV and AIDS. 60% of the staff confirmed the use of such communication 

means. Dialogue, workshops, brochures, pamphlets, bill boards, posters all have 35% of usage 

by DATF in the fight against HIV and AIDS. 

 

When considering the channel of communication, it is important to consider the one which is 

very fast. Many respondents said the radio and the public address system are the fastest means of 

sending HIV and AIDS messages in the area. Indeed, radio communication can be very fast. 

However, the public address system is also important, but it depends on the geographical 

location of the people. Brochures, pamphlets, posters and bill boards are also fast means of 

communicating and the last means is the newspaper. 

 

6.7. THE EFFECTIVE APPROACHES IN COMBATING HIV AND AIDS 

The effective approaches that many respondents recommended were the door to door approach 

and the group approach. Both approaches received 70% of support. However, door to door and 

group approaches may be very effective but do not quicken message sending because it only 

works at certain times, it requires cooperation and even closeness, as well as familiarity with 

stakeholders. DATF staff may utilize these approaches to sensitise people on HIV and AIDS. 

The NGO approach is also favoured and it stood at 65% and was followed by the individual 

approach at 60%. The least recommended approaches according to percentages were the 

meetings, 55%, school approach, 45%, mass approach 40% and school debates. The data 
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collected and interpreted sends important signals on HIV and AIDS in the district and the 

operations of DATF. The challenges of HIV and AIDS are still immense and that requires the 

use of all the necessary available means to reach out to the community to prevent the spread of 

the disease. All sensitisation has to be done in the rural parts of the district where DATF staff do 

not reach out most of the time. 
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CHAPTER SEVEN: CONCLUSION AND RECOMMENDATIONS 

The epidemic of HIV and AIDS has dropped globally and there are few new infections being 

experienced. In Zambia, there are positive strides which have been made in HIV response with 

regard to access, treatment, care and support to HIV positive people. There is an increase in 

voluntary counselling and testing centres across the country, improved HIV prevention, which 

has resulted into reduced mortality rates. However, even if there is a reduction in new HIV 

infections globally, the HIV prevalence rate still remains high in the country. The country 

records 82,000 new infections annually (National Aids Strategic Framework 2011─2015 

‘‘towards improving the quality of life of the Zambian people’’ 2010, p. 4). 

The reduction is due to the multi-sectoral approach by different players and stakeholders in 

ensuring that prevention, treatment and support is available. There have been combined efforts 

by civil society organizations and other stakeholders in the fight against the epidemic of HIV and 

AIDS. These organizations have been instrumental in providing awareness and sensitization 

programmes on prevention, treatment, care and support. There has also been huge investment in 

HIV and AIDS programmes globally, through the global funds initiative and PEPFAR funds 

from the USA. These are now under threat as countries had seen donors disinvesting in the 

global fund due to other economic pressures and challenges like climate change, global warming, 

lack of accountability and transparency in the use of funds by some countries. In order to combat 

this disease, there is need for a continued holistic approach in the fight by coordinating 

prevention, care, and support for the infected as well as planning, managing and mitigating the 

epidemic. People need to know their HIV status in order to prevent the spread of the disease. 

There are very few people who know their HIV status and this means there may be many people 

who are HIV positive and yet do not know their status. 

 

The 2011 World AIDS day theme was ‘‘getting to zero-zero new infections, zero discrimination 

and zero related deaths’’. The implication of this theme is that HIV and AIDS continues to be a 

threat to human existence and everyone must be involved in halting the spread of this epidemic 

to zero new infections digit. The fact that HIV and AIDS is still a threat is also evidenced from 

the report which was released by the UNAIDS executive director, Michel Sidibe during the 

international conference on HIV, titled, ‘’HIV prevention barriers’’, This report revealed that in 
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2010, about 68% of people living with HIV resided in sub-Saharan Africa to which Zambia 

belongs, a region with only 12% of the global population (Post Newspaper, Tuesday 29th 

November 2011, p. 4).  

 

The report further states that, in 22 sub-Saharan countries, research shows that HIV incidence 

declined by more than 25% between 2001 and 2009. This includes some of the world’s largest 

epidemics in Ethiopia, Nigeria, South Africa, Zambia and Zimbabwe. The annual HIV incidence 

in South Africa, though still high, dropped by a third between 2001 and 2009 from 2.4% to 1.5%. 

Similarly the epidemics in Botswana, Namibia and Zambia appear to be declining. The epidemic 

in Lesotho, Mozambique and Swaziland seem to be levelling off albeit at unacceptable high 

levels (Post News Paper, Tuesday 29th November 2011, p. 4). This report acknowledges that 

HIV rates have declined. Even though such rates have declined, sub-Saharan Africa, though has 

a small world population, has very high global HIV rates. Zambia’s HIV prevalence rate still 

stands at 14.3% and this is quite high (National AIDS Strategic Framework 2011─2015, 

‘‘Towards improving the quality of life of the Zambian People’’ 2010, p. 1). 

 

In this fight against HIV and AIDS, many HIV messages have been designed for the public. 

There is also some concern that the developers of HIV and AIDS messages are not really 

engaging the grassroots to find out what their real problems are in order to develop proper 

messages for them. Sometimes the messages are not heard because of ‘fatigue’ and at times, it is 

due to message packaging difficulties that renders such messages unappealing. The messages 

should target specific places and people. There must be messages meant for young people and 

for people in rural areas. Sometimes the medium of these HIV messages is the Television and 

many people in rural areas have no access to the television. The drivers of HIV which include, 

multiple and concurrent partners, low and inconsistent condom use, low rates of male 

circumcision in some provinces, mobility and labour migration, vulnerability and marginalized 

groups and mother to child transmission should receive maximum attention from all 

stakeholders.  

 

The given picture is that although positive gains have been achieved in the fight against HIV and 

AIDS, owed to a multi-sectoral approach from civil society organizations, faith based 

organizations and other stakeholders who have been conducting HIV sensitization and awareness 
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programmes as well as providing care, support and prevention to all the infected and affected, 

there is need to double the efforts to continue the fight. For this reason HIV education through 

strategic communication should continue. The availability of behavioral change theories and 

communication concepts require a proper synthesis to bring about a well coordinated evaluation 

of HIV communication in Mungwi district. 

 

The purpose of this study was to establish the effectiveness of communication interventions used 

by Mungwi DATF and if need be recommend further communication strategies which can be 

employed in order to be effective in the fight against HIV and AIDS in the community. 

 

The results of the study indicate that people in the area are quite knowledgeable about HIV and 

AIDS, a demonstration that Mungwi DATF staff members have been sensitizing the people in 

some areas. There were differences in terms of knowledge on HIV and AIDS between people in 

rural areas and those residing in the central part of the district. While everyone recommended 

that DATF staff should continue sensitizing the people on HIV and AIDS, however, many 

people in villages around the district did not know the difference between HIV and AIDS. This 

showed that somehow their knowledge on this disease was somehow inadequate. On the positive 

note, many people knew the modes of contracting the disease and prevention methods. It was not 

pleasing to learn that many people in villages around the district did not know anything about the 

existence of DATF and that much of the information about HIV and AIDS is obtained from other 

sources. Many people in villages were not also aware about the sensitization programs and the 

activities. Evaluating the geographical location of the district, many people pointed out that radio 

is the most effective means of communicating. They said that the community radio station in 

Kasama, radio Mano provides a lot of information on HIV and AIDS to the community through 

drama, songs, sketches, and talks. The public address system is another communication channel 

which they said is a source of information for them. They also recommended the use of 

pamphlets, brochures, posters and bill boards. The door to door campaign methods and the group 

approach were recommended to be very effective in communicating on HIV and AIDS. 

 

From the findings gathered, the following were the recommendations that came from the 

community on what can help improve the communication strategies on HIV and AIDS 

prevention; 
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i. To improve the radio communication system: This recommendation came about 

because some people live in villages where there is poor radio reception. The people 

have access to radio Mano, ZNBC radio 1 and 2. Even if they have access to these 

radio stations, the reception is very poor in some places and this prevents them from 

having adequate access to such radio stations. 

ii. There is also poor cell phone network system in some places and some feel this 

prevents them from contacting other people who may help them with information on 

HIV and AIDS 

iii. They recommended that more HIV sensitization groups should be formed to 

supplement the efforts of DATF.  

iv. There was also a feeling that VCT centres were not enough especially in villages. 

People need to know their HIV status and this will help them to prevent the spread of 

HIV. 

v. There was a concern that DATF does not visit many villages and that was why many 

people do not know them. They should be visiting and sensitising people in the 

district. 

vi. Some people explained that if T/shirts, fitenge, caps, literature in Bemba on HIV and 

AIDS could be distributed to  people, it could also help to fight the epidemic 

vii. There was also a suggestion that there is need to have trainer of trainers in many areas. 

These could continue doing the work of preparing many people who are to help in 

sensitizing the community on HIV and AIDS. 

viii. The other observation was that although there were some clubs that were formed to 

fight HIV and AIDS in some areas, they lacked materials to help in their work. They 

need HIV and AIDS materials to work effectively. 

ix. Many people are Christians and they are committed to Church activities. Church 

leadership should be trained to handle issues of HIV and AIDS and minister to the 

people by sensitizing them on the epidemic. 
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x. The people felt that the government should have an upper hand in HIV and AIDS 

programmes. They should monitor and evaluate all HIV and AIDS sensitization 

programmes. 

xi. The presence of the old members on some HIV and AIDS club committees hinders the 

progress of such groups. It was suggested that those who have served longer should be 

removed to pave way for new ones with new ideas and energy. 

xii. They recommended the use of the radio, public address system, fliers, pamphlets, bill 

boards, posters and brochures. The Bemba news paper, newsletter and magazine can 

also help. They should also use DVDs to send messages to people on the epidemic. 

Popular theater should be considered all time, through the use of songs, drama, 

sketches and poems. 

xiii. The cell phone can be used by collaborating with the network providers to send 

important HIV and AIDS messages occasionally in the language appropriate to the 

people. Just as people are able to receive alert business messages from the mobile 

phone providers, equally, they can partner with DATF and use the facility to send 

messages on the epidemic. 

xiv. The rubber bands which are given to those who go for VCT are important in sending 

messages about the disease. Those providing VCT services should maximize their 

efforts and provide rubber bands to people. 

xv. The village headmen and chiefs are important leaders in many communities. They 

should provide leadership even in matters pertaining to HIV and AIDS. They should 

be in the fore front to encourage HIV and AIDS sensitization programmes in all areas 

where they live. 

xvi. There are some utensils which people use every day such as plates, cups and others. 

Printing HIV and AIDS messages on such utensils can help sensitise people on the 

epidemic. 

xvii. School debates are also important in HIV and AIDS communication. There should be 

a deliberate policy by all teachers in institutions of learning to encourage such debates. 
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It is important to also design messages meant for children aged from 0-14 years old. 

This will help to increase their knowledge on HIV and AIDS. 

xviii. The internet is another important channel of communication. While people in rural 

areas may not have access to it due to costs and lack of such a facility, somehow if 

explored some people can have access to it and learn more about HIV and AIDS. 

DATF staff can design a website and place HIV and AIDS information on it. 

xix. Pens and pencils with HIV and AIDS messages written on them can also be used in 

sensitising people on the epidemic. 

FURTHER RESEARCH 

The pandemic of HIV and AIDS carries with it a social stigma in some rural 

communities. This is because HIV and AIDS is often linked with promiscuous 

behaviours and it is regarded as a moral issue. There is need to change people’s 

mentality when confronted with the fact of HIV and AIDS disease. Communication 

plays an important role in changing people’s attitudes, behaviours and beliefs. From 

this vantage point communication can be a remedy for many communities to have new 

perceptions of HIV and AIDS. For further research, I recommend that: (i) DATF 

personnel should take time to evaluate and incorporate in their communication 

strategies the measures of mitigating social stigma; (ii) DATF should also strive at 

changing people’s attitudes, beliefs and moral orientations towards the people who are 

infected by HIV and AIDS in the district. This will encourage people to have a 

genuine concern for those who are infected.    

 

  



 
 

124 
 

BIBLIOGRAPHY 

Agunga, R 1997, Developing the third world: A communication approach.: Nova science 
publishers, Inc., New York. 
 
Albright, K 2004, A comparative study of National HIV/AIDS Information policies. Aids in 

culture conference. Mexico city, Mexico, December 10, 2004. 
 
Albright, K. Kawooya, D and Hoff, J. 2006, Information vaccine: Information and Uganda’s 

Reduction of HIV/AIDS. In libriarianship as a bridge to an information and knowledge of society 

in Africa, A. Macharazo and S.Koopman, (eds). Munich: K.G.Saur. 
 
Altman, I and Taylor, D 1973, Social penetration. The development of interpersonal 

relationships, Holt, Renehart and Winston, Newyork. 
 
Barnett, T, Whiteside, A. 2002, AIDS in the 21

st
 century: Disease and globalization. New York, 

Palgrave-Macmillan, Newyork. 
 
Bessette, G 2004, Involving the community: A guide to participatory Development 

communication. International research centre. Internet resource. (accessed October 2010). 
 
Bessingera, R, Katendeb, C, Gupta, N 2004, Multi-Media campaign exposure effects on 

knowledge and use of condoms for STI and HIV/AIDS prevention in Uganda. Evaluation and 

program planning. 
 
Brown, L, et al. 2003, ‘’Interventions to reduce HIV/AIDS stigma: What have we learned?’’ 

AIDS education and prevention 15(1). 
 
Burke, K 1968, ‘’Dramatisation,’’ in David, I (ed.), The international encyclopedia of social 

sciences, vol 7,Macmillan, Newyork. 
 
Bwalya, K 2008, AIDS history and the other side of the story, Zambia, 10 April, p.1, viewed 8 
January 2012, 
http://www.bwalyakafumbe.ewebsite.com/articles/aidshistory. 
 
Bwalya, Mwewa Elijah Mutambanshiku, 2010, Class notes on definitions of some developmental 

terminologies, University of Zambia. 
 
Canadian international development agency 2006, Sub-Saharan Africa. http://www.acdi-
cida.gc.ca/subsaharanafrica (accessed October 2010). 
 
Chama, Brian 2007, Communication Strategies of the Human Rights Commission of Zambia in 

Impacting the National Plan of Action in Human Rights, Master Thesis, University of Zambia. 
 
CSO, HOH and Measure Evaluation; Zambia Sexual Behaviour Survey, 2005. 
 
Dearing, J and Rogers, E. 1996, Agenda setting, Sage publications, Thousand oaks, California. 



 
 

125 
 

 
Foster, S 1993, Maize production, drought and AIDS in Monze district, London, Zambia. 
 
Gerbner, G., Gross, L., Morgan, M., & Signorielli, N 1986, Living with television: The dynamics 

of the cultivation process, in J, Bryant & D, Zillmann (Eds.), Perspectives on media effects, 
Lawrence Erlbaum, Hillsdale, N.J. 
Gerbner, G 1990, Advancing on the path of righteousness (maybe) in N.Signorielli & M, Morgan 
(Eds.), Cultivation analysis: New directions in media effects research, CA, Sage, Newbury park, 
 
Gillian, F, and Bales, S 2004, Communication for social Good, The foundation centre, Newyork. 
 
Gouran, D and Hirokawa, R 1983, The role of communication in decision making groups: A 

functional perspective, In Mander, M (ed.). Communication in Transition, Praeger, Newyork. 
 
Green, E, Nantulya, V.Stonburner, R and Stover, J 2002, What happened in Uganda? USAID 

case study paper, Washington, D.C. 
 
Horizons, 2002, New Delhi: Study fosters patient-friendly hospital environment; Burkinafaso, 
Ecuador, Zambia, India: PLHA involvement strengthens service delivery, improves health. 
Health: Population council. 
  
Fhi360 The science of improving lives, 16 June, p.5, viewed on 21 October 2011,  
http://www.fhi.org/en/HIVAIDS/pub/guide/ecrhndbk/mode3.ht21 October. 
 
Frontiers development and resource group 2008, Interim district report, Global HIV/AIDS 
initiatives in Zambia: Issues of scale up and Health systems capacity, Zambia, 5 May, p.26, 
viewed 21 October 2011. 
http://www.zambia.jhuccp.org/about/patf_datf.php   
 
Reproductive health response 2012, layout into HIV course-brochure-RHCR, developed by the 
women’s commission for refugee women and children on behalf of the reproductive health, 
response in conflict, 15 March, p.3, viewed 24 January 1012, 
http://www.rhrc.org/resources/sti/bivalds  
 
Dearing, J W 2007, Measurement of opinion leadership, 6 July, p.2 viewed 24 August 2012, 
http://www.research-practice-org/tools/measures/opinion leadership. 
 
Illife John, 2006, The African AIDS Epidemic: A History, Double Storey Books/a Juta Company, 
Capetown. 
 
IFAD. (2001), Strategy paper on HIV/AIDS for East and Southern Africa, Also available at 
www.ifad.org/operations/regional/pf/aids.pdf). 
 
Kabanda, Chulu 2011, ‘HIV Reduces in Zambia’, The Post Newspaper, Tuesday, July 5, 2011, 
p.6. 
 



 
 

126 
 

Kalipeni, E. Craddock, S, Oppong, J and Ghosh, J 2004, HIV and AIDS in Africa: Beyond 

Epidiomology, Blackwell publishing, Malden MA. 
 
Kalyondo Stanislaus, 2010, An Evaluation of the Communication Strategies of the Catholic 

Relief Services (CRS) in Mitigating the Impact of HIV and AIDS and Poverty in Zambia, Master 
Thesis, University of Zambia. 
 
Kasoma, F 2003, Community media management in Zambia, Mission press, Ndola. 
 
Kelly J. Micheal, SJ 2010, HIV and AIDS, A Social Justice Perspective, Don Bosco,  Nairobi. 
 
Kombo Kisili Donald and Tromp L, Delno 2009, Proposal and Thesis Writing: An Introduction, 
Don Bosco, Nairobi. 
 
Lazersfeld, P.F., Berelson, B. & Gaudet, H 1944, The people’s choice: How the voter makes up 

his mind in a presidential campaign, Columbia university press, Newyork. 
 
McCombs, M and Shaw, D 1972, ‘’The agenda setting function of mass media ,’’ in public 

opinion quarterly. 
  
McHuire, W 1989,  Theoretical foundations of campaigns, in Ronald, E and Atkin, C (eds.), 
Public communication strategy, McKnight foundation, Minneapolis. 
 
McQuail, D 2005, Mass communication theory (4

th
 edition), Sage publication, London. 

 
Mefalopulos, P and Kamlongera, C 2004, Participatory communication strategy design: A hand 

book. SADC centre for communication for development group of FAO, Rome: Internet resource 
(Accessed October  2010). 
 
Ministry of finance and National planning, 2004, Economic report 1996-2002, Government 
printers, Lusaka. 
 
Ministry of Health, 2007, Annual reports on HIV/AIDS (1990, 1996, 2000, 2002, 2005, 2007), 
Government printers, Lusaka. 
 
National HIV prevention Convention report Securing Zambia’s Future, 3-5th November, 2009-
Lusaka. 
 
National AIDS Strategic Framework 2011-2015, Towards improving the quality of life of the 

Zambian People, 25th November 2011. 
 
National AIDS Council, Comprehensive condom programming strategy and operation plan 

2010-2014, October. 
 
National AIDS Strategic Framework 2011 -2015, Towards improving the quality of life of the 

Zambian people. 
 



 
 

127 
 

National HIV/AIDS/STI/TB/MALARIA council, 2007, Annual reports on HIV/ AIDS for 2001, 

2002, 2003, 2004, 2006, 2007 and 2008. 
 
National HIV Prevention Convention Report ,2009, Securing Zambias’ Future. 
 
National strategy for the prevention of HIV and STIs, April 2009, National HIV/AIDS/STI/TB 
Council. 
 
National Cancer Institute, 2005, Theory at a glance: A guide for health promotion practice, 
second Edition. Bethesda, MD: U.S. Department of health and human services National institutes 
of health. http://www.cancer.Govt/PDF/481f5d53-63df-41bc-bfaf-5aa48ee1da44d/TAAG3.pdf. 
(Accessed: October 2010). 
 
Noar, S and Zimmerman, S 2005, Health behavior theory and cumulative knowledge regarding 

health behavior: Are we moving in the right direction? Health education research. 
 
Rogers, E 1983, Diffusion of innovations (3

rd
 edition), The free press, Newyork. 

 
PRSP,2002, Poverty reduction strategy paper, Ministry of finance. Lusaka. 
 
Rogers, E and Singhal, A 2003, Combating AIDS: Communication Strategies in Action, Sage 
publications, Thousand oaks, California. 
 
Sahni, N 2005, www.comminit.com/en/node/379/347/ (accessed October 2010). 
 
Shikaputo Victor, 2007, Respecting the Dignity of the HIV/AIDS Infected Person in Zambia – A 

Moral Theological Analysis, Doctoral Thesis, Rome. 
 
The Voice of the Church on matters of Gender in Zambia, 2010, Addressing ourselves to issues 

of Gender Injustice (GI) and Gender Based Violence (GBV). 
 
Townsend, L 2007, www.commnit.com/com/en/node/379/347 (accessed October 2010. 
 
Uganda AIDS commission secretariat, 2001, Twenty years of HIV/AIDS in the world: Evolution 

of the epidemic and response in Uganda. http:www.aidsuganda.org/pdf/20yrs of hiv.pdf 
(accessed October 2010). 
 
Uganda ministry of health ,2003,  Disease surveillance: HIV/AIDS in Uganda, Kampala. 
Ministry of health, Republic of Uganda. http://www.health.go.ug/ disease.htm (accessed October 
2010). 
 
UNAIDS/WHO, 2006, AIDS epidemic update, Geneva. United Nations programme on 
HIV/AIDS (UNAIDS) And World Health Organisation (WHO), 2006.  
 
http://www.unaids.org/en/HIVdata/epi2006/default.asp (accessed October 2010) 



 
 

128 
 

UNAIDS/WHO. Sub –Saharan Africa. Geneva: United Nations programme on HIV/AIDS 
(UNAIDS), (2004). http://www.unaids.org/EN/Geographical area/By region/ sub saharan africa 
asp (accessed October 2010). 
 
UNAIDS. Women, Girls, HIV and AIDS: AIDS Epidemic in sub-saharan Africa. Geneva, United 
Nations programme on HIV/AIDS, 2004.  
 
http://www.unaids.org/NetTools/Misc/DocInfo.aspx? LANG=enhref=htpp://gva-doc-
owl/WEBcontent/Documents/pub/Publications/Fact-sheets04/FS SSAfrica en. Pdf (accessed 
October 2010). 
 
UNAIDS and Economic commission for Africa (ECA) (2000). AIDS in Africa country by 

country: African Development forum 2000, Geneva, UNAIDS. 
 
UNAIDS Report on the Global AIDS Epidemic, 2004. 
 
UNAIDS Report on the Global AIDS Epidemic, 2008. 
 
UNAIDS Report on the Global AIDS Epidemic, 2010. 
 
UNDP, 2001, Population mobility and HIV vulnerability in South East Asia: An assessment and 

analysis south. UNDP East Asia HIV and development project. (Also available at 
http://www.hiv-development.org/publicationsstrategy.htm 
 
Uphoff, N 1985, ‘’Fitting projects to people,’’ in cernea, M (ed.) Putting people in first: 

Sociological variables in rural development,  Oxford University press, Oxford. 
 
White, A, et., al., 1994, Participatory communication: working for change and development, 
Sage Publications, NewDelhi. 
 
White, J 2002, Facing the challenge: NGO response to the impact of HIV/AIDS, Natural 
resources institute, UK. 
 
WHO, 2005, World health organization report on the impact of HIV/ AIDS in developing 

countries for 2000 and 2007. 
 
World Bank, 2001, The multi country HIV/AIDS program for Africa. (also available at 
http://www.World bank.org/afr/aids/map.htm 
 
Zambia Basic Education Atlas, 1994, Zambia Education publishing House, Lusaka. 
 
Zambia Country Report, Monitoring the Declaration of Commitment on HIV and AIDS and the 

Universal access Biennial Report Submitted to the United Nations General Assembly Special 

Session on AIDS Declaration of Commitment , Reporting period: January 2008-December 2009, 
March 31st 2010. 
 
Zambia HIV Prevention Dispense and modes of Transmission analysis, June 2009. 



 
 

129 
 

APPENDIX A: Audience Survey Questionnaires For Mungwi DATF Staff 

 

The University of Zambia 

School of Humanities and Social Sciences 

Department of Mass Communication 

 
Dear respondent, 

We have sent this questionnaire to you because we believe you possess information critical to the 

success of this study about Mungwi DATF. We thank you most sincerely for your cooperation 

and we promise that the information you will provide is confidential and will only be used for 

academic purposes. 

Kindly answer the questions by simply ticking  [√ ] what applies to you. 

 
SECTION 1 

1. What is your sex?  

i) Male                                                                                                                  [      ] 

ii) Female                                                                                                               [      ] 

2. Your age  

i) 15-24 yrs                                                                                                            [      ] 

ii) 25-34 yrs                                                                                                            [      ] 

iii) 35-44 yrs                                                                                                            [      ] 

iv) 45-54 yrs                                                                                                            [      ] 

v) 55-64 yrs                                                                                                            [      ] 

vi) 65-74 yrs                                                                                                            [      ] 

3. Marital status 

i) Single                                                                                                                 [      ] 

ii) Married                                                                                                              [      ] 

iii) Divorced                                                                                                            [      ] 

iv) Widow/Widower                                                                                               [      ] 

4. For how long have you been working for Mungwi DATF? 

i) Less than 1 year                                                                                                 [      ] 

ii) 2-5 years                                                                                                            [      ] 

iii) 6-9 years                                                                                                            [      ] 
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iv) 10 and above years                                                                                            [      ] 

5. What is your level of knowledge about HIV and AIDS? 

i) Very good                                                                                                          [      ] 

ii) Fairly good                                                                                                        [      ] 

iii) Good                                                                                                                  [      ] 

iv) Nothing                                                                                                              [      ] 

6. Is there any difference between HIV and AIDS? 

i) Yes                                                                                                                     [      ] 

ii) No                                                                                                                      [      ] 

iii) Not Sure                                                                                                             [      ] 

7. Do you know any programmes which Mungwi DATF  supports to combat HIV and AIDS 
in your area? 

i) Yes                                                                                                                     [      ] 

ii) No                                                                                                                      [      ] 

iii) Not Sure                                                                                                             [      ] 

 
SECTION II: COMMUNICATION STRATEGIES USED BY MUNWGI DATF 
 
How much of the following do you use in disseminating information about HIV and AIDS? 
 

 (i)Very frequent (ii)Frequent (iii)Often (iv)Never 

8. TV     

9. Radio     

10. Newspaper     

11. Magazines     

12. Internet     

13. Brochures, Pamphlets 

and Posters 
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14. Theater for 

Community Action 

(TCA) 

    

15. Testimonies such as 

success stories 

    

16. Workshops     

17. Talks     

18. Dialogue     

19. School Debates     

20. Meetings     

21. Others Specify     

 
From your experience how fast are the following media in communicating HIV and AIDS 
message to reach your target groups? 
 

 (i)Very fast (ii)Fast (iii)Not Sure (iv)Slow (v) Very Slow 

22. TV      

23. Radio      

24. Newspaper      

25. Magazines      

26. Internet      

27. Brochures, Pamphlets 

and Posters 

     

28. Public Address      
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29. Basing on the communication strategies that Mungwi DATF uses as indicated above has 
there been any chance in the target community’s attitude, belief and behavior with regard 
to HIV and AIDS? 

i) Yes                                                                                                               [     ] 

ii) No                                                                                                                [     ] 

iii) Not Sure                                                                                                       [     ] 

30. Which group has been Mungwi DATF main target in its communication strategies? 

i) Children                                                                                                       [      ] 

ii) Youth                                                                                                           [      ] 

iii) Men                                                                                                              [      ] 

iv) Women                                                                                                         [      ] 

v) All the above                                                                                                [      ] 

 
 
31. According to your observation and current statistics, have your communication strategies 

helped reduce the HIV prevalence in the county? 

i) Yes                                                                                                                   [     ] 

ii) No                                                                                                                    [     ] 

iii) Not Sure                                                                                                           [     ] 

 
How effective are the following communication strategies in addressing the HIV and AIDS 
epidemic? 

 (i)Very effectivet (ii)Effective (iii)Less 
Effective 

(iv)Not 
Effective 

32. Mass Approach     

33. Group Approach     

34. Individual Approach     

35. Schools     

36. Door to Door 

Compaigns 
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37. NGOs Approach     

 
38. Which of the following challenges do you face as Mungwi DATF in disseminating HIV 

and AIDS information? 

i) Language                                                                                                            [     ] 

ii) Cultural beliefs                                                                                                   [     ] 

iii) People’s attitudes to change                                                                               [     ] 

iv) Not Sure                                                                                                              [     ] 

39. Are there any differences in the communication strategies used in urban areas to those 
used in rural areas? 

i) Yes                                                                                                                     [      ] 

ii) No                                                                                                                      [      ] 

iii) Not Sure                                                                                                             [     ] 

40. How often do you get the feedback on the information you disseminate about HIV and 
AIDS? 

i) Very often                                                                                                         [      ] 

ii) Often                                                                                                                 [      ] 

iii) Rarely                                                                                                                [     ] 

iv) Very rarely                                                                                                        [     ] 

v) Never                                                                                                                 [     ] 

41. Do the target beneficiaries feel they own Mungwi DATF programmes? 

i) Yes                                                                                                                    [       ] 

ii) No                                                                                                                     [       ] 

iii) Not Sure                                                                                                            [       ] 

42. What material do you produce as Mungwi DATF for your target communities/groups? 

i) Brochures                                                                                                         [      ] 

ii) News Letters                                                                                                     [      ] 

iii) Posters                                                                                                               [      ] 

iv) Magazines                                                                                                        [       ] 



 
 

134 
 

v) All the above                                                                                                    [       ]  

43. Do you have a resource center for information, education and communication materials? 

i) Yes                                                                                                                     [      ] 

ii) No                                                                                                                      [      ] 

 
Thank you for kindly answering all the questions. 
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APPENDIX B: Audience Survey Questionnaire to the General Public in Target 

Communities 

 

The University of Zambia 

School of Humanities and Social Sciences 

Department of Mass Communication 

 

Dear Respondent, 

We have sent this questionnaire to you because we believe you possess information critical to the 

success of this study about the communication strategies of DATF in combating HIV and AIDS 

in your area. We thank you most sincerely for your co-operation and we promise that the 

information you will provide will only be used for academic purposes. 

Kindly answer the questions by simply ticking  [√ ] what applies to you. 

 
1. Your sex.  
     1. Male [  ] 
     2. Female [  ] 
 
2. Your age. 
     1. 10-15years [  ] 
     2. 16-20years [  ] 
     3. 21-25years [  ] 
     4. 26-30years [  ] 
     5. 31-35years [  ] 
     6. 36-40years [  ] 
     7. 41-45years [  ] 
     8. 46 and above [  ] 
 
3. Your level of education 

1. Primary [  ] 
2. Junior Secondary [  ] 
3. Senior Secondary [  ] 
4. Tertiary [  ] 
5. Non of the above [  ] 

 

4. Your occupation. 
    1. Employed [  ] 
    2. Self-employed [  ] 
    3. Unemployed [  ] 
    4. In school [  ] 
 
5. What is your level of knowledge about HIV and AIDS? 
   1. Very good [  ] 
   2. Fairly good [  ] 
   3. Good [  ] 
   4. Nothing [  ] 
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6. What is the level of HIV in your area? 
   1. Very severe [  ] 
   2. Fairly severe [  ] 
   3. Severe [  ] 
   4. Nothing [  ] 
 
7. Is there any difference between HIV and AIDS? 
  1. Yes [  ] 
  2. No [  ] 
  3. Not sure [  ] 
 
8. Do you consider HIV and AIDS awareness campaigns important? 
  1. Yes [  ] 
  2. No [  ] 
 
9. Do you know anything about DATF/MUNGWI? 
  1. Yes [  ] 
  2. No [  ] 
  3. Not sure [  ] 
 
10. Has DATF conducted any HIV and AIDS awareness campaigns in your area?  
  1. Yes [  ] 
  2. No [  ] 
  3. Not sure [  ] 
 
11. Are you aware of any activities undertaken by DATF to combat HIV and AIDS in your area? 
  1. Very aware [  ] 
  2. Aware [  ] 
  3. Moderately aware [  ] 
  4. Not aware [  ] 
 
 

 

12. How would you describe the information you receive from DATF about HIV and AIDS? 
  1. Excellent [  ] 
  2. Very adequate [  ] 
  3. Adequate [  ] 
  4. Fairly adequate [  ] 
  5. Very inadequate [  ] 
 
13. Does the information provided by DATF on HIV and AIDS help in combating the spread of 
the disease? 
  1. Yes [  ] 
  2. No [  ] 
  3. Not sure [  ] 
 
14. Is the information provided easy for everyone to understand? 
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  1. Very easy [  ] 
  2. Easy [  ] 
  3. Moderately easy [  ] 
  4. Difficult [  ] 
  5. Very difficult [  ] 
 
15. Do you consider the information provided by DATF on HIV and AIDS to be culturally 
acceptable? 
  1. Yes [  ] 
  2. No [  ] 
  3. Not Sure [  ] 
 
 

16. Do you think there is adequate participation in the programs of DATF by the targeted 
beneficiaries? 
  1. Very Adequate [  ] 
  2. Adequate [  ] 
  3. Moderately adequate [  ] 
  4. Inadequate [  ] 
  5. Very Inadequate [  ] 
 
17. How would you rate the communication strategies used by DATF in mitigating the impact of 
HIV and AIDS? 
  1. Very Good [  ] 
  2. Good [  ] 
  3. Fairly Good [  ] 
  4. Poor [  ] 
  5. Very Poor [  ] 
 

18. Which of the following media of disseminating HIV and AIDS messages is most appropriate 
for you? 
  1. Radio [  ] 
  2. TV [  ]  
  3. Newspapers [  ] 
  4. Public Address systems [  ] 
  5. Posters, Pamphlets or Brochures [  ] 
  6. All the above [  ] 
 

Which of the following Media used by DATF do you have access to and how often? 
 

MEDIUM 1.  

Regularly 

2.  

Sometimes 

3.  

Rarely 

4.  

Never 
19. Radio     
     

20. TV     
     

21. Group and     
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Individual approach 
     

22. Internet     
     

23. Public      
Address 
 

 
 

 
 

 
 

 
 

24. Magazines     

25.Newspapers     
     

26. Brochures,     
Pamphlets and     
Posters       

 
27. Would you recommend DATF to provide information on HIV and AIDS? 
  1. Yes [  ] 
  2. No [  ] 
  3. Not sure [  ] 
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APPENDIX C: Focus Group Discussion and In-depth Interview guide Questionnaire 

 

The University of Zambia 

School of Humanities and Social Sciences 

Department of Mass Communication 

 

 
NAME…………………………………… ……………………… 

ORGANIZATION………………………………………………. 

QUESTIONNAIRE NUMBER……………DATE…../…./…… 

 
 
1. In what ways have you been involved with DATF activities? 
 
2. For how long have you been involved? 
 
3. Have you ever attended any meeting organized by DATF? 
 
4. If yes, how did you find the discussions? 
 
5. Have you ever attended a meeting or workshop organized by DATF to sensitize people on the 
HIV and AIDS pandemic? 
 
6. What is the difference between HIV and AIDS; and what are some of the methods in which a 
person contract and prevent HIV? 
 
7. In your view, are the approaches used by DATF to disseminate HIV and AIDS messages 
effective? 
 
8. If you think they are effective, what are some of the things you can point out as successes? 
 
9. Which medium is the source of HIV and AIDS messages for you? 
 
10. Do you participate in the origination and running of these projects? 
 
11. What do you say are some of the weaknesses of the communication strategies used by DATF 
in its quest to mitigate the impact of HIV and AIDS to the target communities? 
 
12. What would you recommend to be done in order to improve the communication strategies of 
DATF? 
 

Thank you for sparing your time for this discussion. 

 

 

 

 


