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VSO Regional Health and AIDS Initiative for Southern Africa 

The Regional Health and AIDS Initiative for Southern Africa (RHAISA), is Voluntary Service Overseas’ 

(VSO’s) flagship programme championing our regional response to HIV and AIDS in southern Africa. The 

main aim of VSO RHAISA is to strengthen the capacity of government, civil society actors and 

communities to develop, implement and manage effective and appropriate responses posed by health 

and HIV and AIDS in the region. We co-ordinate regional engagement with government and civil society 

actors and operate in Lesotho, Malawi, Mozambique, Swaziland, Zambia and Zimbabwe from the VSO 

RHAISA office in Pretoria, South Africa. 

1. Background and context  
 
Southern Africa remains the epicentre of the global HIV epidemic. Though the Southern Africa 
Development Community (SADC) constitutes much less than 5% of the global population, it is home to 
about 20% of the people living with HIV (PLHIV) in the world. Nine SADC countries have the highest HIV 
prevalence in the world, all above 10%, with 4 above 15% (Botswana, Lesotho, South Africa and 
Swaziland) and 5 between 10% and 15% (Namibia, Zimbabwe, Zambia, Malawi and Mozambique).1 
Despite this very high burden of HIV, the total number of new HIV infections in SADC has declined 
substantially, by 32% over the last decade, reducing from 1.4 million in 2001 to 950,000 in 2011. Due to 
the major strides made by many SADC countries in HIV prevention and expanded ART programmes, 
southern Africa has also seen a rapidly declining AIDS-related mortality rate since the mid-2000s. In 2011, 
AIDS claimed 38% fewer lives (800,000 people) than in 2005 in eastern and southern Africa (ESA). 
 
Despite these strides, integrated health issues, among other biological, behavioural and structural 
factors, continue to contribute to a disproportionately high burden of HIV in the SADC region.  
 
Additional sexual and reproductive health (SRH) issues also pose challenges to the already weakened 

health system in southern Africa, burdened by HIV and AIDS, TB, Malaria and other communicable and 

non communicable diseases prevalent in the region. 

Unmet need for sexual and reproductive health support and services remains a significant problem in the 

region. It is estimated that three-quarters of maternal deaths can be prevented by increasing women’s 

access to comprehensive reproductive health services, including antenatal care, the presence of skilled 

attendants during childbirth, emergency obstetric care (including post-abortion care), maternal nutrition, 

postpartum care for mothers and family planning. Early engagement in sex, early marriage, and low use 

of contraceptives are key precursors to early childbearing, high fertility, high child mortality and low 

levels of female education. A study by the World Health Organisation (WHO) found that pregnancy is the 

leading cause of death among young women aged 15-19 worldwide, with complications during childbirth 

and unsafe abortions remaining as major risk factors. Lack of financial resources is also one of the key 

factors undermining progress towards universal access to SRH and safe motherhood services in sub-

Saharan Africa, including southern Africa.2 

 
 

                                                           

 

 

1 Getting to zero: 2013 Report on the HIV Epidemic in eastern and southern Africa, UNAIDS. 2013 
2 Sexual and Reproductive Health Business Plan for SADC region,2011-2015,July 2012 
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1.1 Context and analysis of affected groups 
The risks and implications of HIV infection and SRH challenges are even greater for the following 
groups: 
 

a) The extremely poor 

Poor people infected with HIV are considerably more likely to become sick and die faster than the non-
poor, as they are more likely to be malnourished, in poor health, and lacking health attention and 
medications. Poverty severely affects individuals’ and communities’ vulnerability to the spread of HIV, 
their ability to handle risks and their opportunity to participate in prevention and care activities. The 
experience of HIV and AIDS by poor individuals, households and communities is likely to lead to an 
intensification of poverty, pushing some non-poor into poverty and some of the very poor into 
destitution. 
 
Households impacted by HIV and AIDS are likely to experience decreased or complete loss of income, 
disintegration of the household, increased school dropouts (especially amongst girls) and 
disproportionate increases in household workload on girls and elderly women, all of which increases 
vulnerability to further infections.3 
 

b) Individuals at risk of TB co-infection 

People infected with HIV have a ten times increased risk of developing TB compared to those not infected 

with HIV. About two thirds of TB patients have a dual TB/HIV infection. TB remains a leading cause of 

death among people living with HIV.4 Reducing the number of people dying from AIDS-related causes 

therefore requires timely case-finding for both HIV and TB, prompt treatment of both diseases and 

improved efforts to estimate and monitor progress. A number of SADC countries have high prevalence of 

multi-drug resistant tuberculosis, a very expensive and difficult case to treat. 

 

c) Adolescents, especially young women 

Young people in southern Africa suffer from poor reproductive health and high prevalence of Sexually 

Transmitted Infections (STIs), including HIV.5 It is estimated that 2.6 million young people aged from 15–

24 years old were living with HIV in 2012 in ESA. Common adolescent sexual and reproductive health 

(ASRH) challenges in the region are evidenced by a high adolescent fertility rate (104 births/1000 girls 

aged 15-19), low contraceptive prevalence (29% among youth aged 15-24) and high HIV prevalence. See 

Annex 2 for additional statistics on indicators of ASRH across different countries in southern Africa. 

 

Leading causes of ASRH issues include the following: 

 Behaviour-related SRH problems, such as early/unprotected sex, early marriages, alcohol abuse, 

transactional sex, peer pressure and unplanned pregnancies 

 Sexual and gender based violence 

 Lack of access to youth-friendly services, social and legal protection 

 Limited youth  knowledge on available SRH services6  

                                                           

 

 

3 The impact of HIV and AIDS on rural household and land issues in Eastern and Southern Africa, FAO document repository, 
http://www.fao.org/wairdocs/ad696e/ad696e04.htm,accessed on 02/07/2014 

4 Wong EB et al. Causes of death on antiretroviral therapy: a post-mortem study from South Africa. PLoS One, 2012, 7:e47542. 
5 RHAISA defines youth in line with the WHO has aged 10-19 years old. 
6 Young people today, Time to Act now: Why adolescents and young people need comprehensive sexuality education and sexual and 
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The risk of becoming infected is disproportionately higher among young women than young men in every 

country of southern Africa except Madagascar and Mauritius. The regional HIV prevalence among young 

women aged 15–24 years old is 4.3%, which is two and a third times higher than among men of the same 

age. A number of factors are associated with the high infection risk among young women in the region, 

including physiological and social vulnerability, gender inequalities and inter-generational sex. These 

factors contribute not only to poor SRH for women, but also to high maternal deaths in the region: 

500/100,000 live births.7  

 
d) Women living with HIV and their babies 

Mother-to-child transmission, especially among young mothers, is the leading cause of paediatric HIV and 

AIDS in the SADC region. Overall, progress in accessing antiretroviral medicines to prevent mother-to-

child HIV transmission has increased. However, the decline in the number of new HIV infections among 

women has decreased more slowly or even stalled, and remains at high levels, underscoring the need for 

intensified efforts to prevent new HIV infections among women and their sexual partners. The unmet 

need for family planning services among women living with HIV continues to undermine efforts to 

eliminate new HIV infections among children.  

 

HIV infected children follow a more aggressive course of illness. About 32.5% of infected children die by 

age one. More than 50% die by age two.8 According to the WHO 2013 Global Update on HIV treatment, 

children living with HIV continue to experience persistent treatment gaps. Although the number of 

children receiving antiretroviral therapy in 2012 increased by 14% in comparison to 2011, the pace of 

scale-up was substantially slower than for adults (a 21% increase). In priority countries, only 3 in 10 

children receive HIV treatment. In the SADC region, only 4 countries (South Africa, Botswana, Namibia 

and Swaziland) attained ART coverage of more than 50% among children.  

 

e) Migrant communities 

Numerous studies have established a clear link between elevated HIV prevalence and short duration of 

residence in a locality, settlement or travel along major transportation routes, immigrant status, and 

international travel to the region.9 Throughout history, southern Africa has experienced large-scale 

economic migration, typically with men migrating to seek work in gold, platinum and diamond mines. The 

ease of movement of people across borders creates a high risk environment for spreading of disease and 

prevalence of transmission. 

 

Mineworkers, their families and affected communities face increased HIV vulnerability. Factors leading to 

this vulnerability include single sex mine workers’ accommodations, few recreational activities, easy 

access to sex workers and other partners and multiple concurrent sexual partnerships. Moreover, given 

the dangerous and risky nature of mine work, preventing STIs or HIV is not often perceived as an 

immediate priority by many mine workers. To further complicate matters, some women and young girls 

who stay behind in the rural areas may have unprotected sex with other sexual partners for a host of 

                                                                                                                                                                                     

 

 

reproductive health services in Eastern and Southern Africa, UNESCO in partnership with UNAIDS, UNFPA, UNICEF and WHO. 2013 
7 UN Statistics Division, 2012 
8 Mortality of infected and uninfected infants born to HIV-infected mothers in Africa: a pooled analysis. Marie-Louise Newell et al for the 
Ghent International AIDS Society (IAS) working group on HIV infection in women and children. Lancet. 2004 Oct 2-8;364(9441):1236-43. 
9 Brockerhoff and Biddlecom, 1999 
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different reasons, including economic survival, absence of a their spouse for long periods of time and/or 

desire for children. The poverty of these female headed households manifests through food insecurity 

and malnutrition, making them increasingly vulnerable to transmission and escalation of HIV infection. 

 

TB is also closely linked to the mining sector, particularly gold mining, largely due to silica dust exposure. 

Furthermore, people living with HIV are 20‐30 times more likely to develop TB than those without HIV, 

and are also highly vulnerable to multi-drug resistant TB.10 

 

f) Prison population 

Prisoners are a most-at-risk population for HIV, STIs, and TB. Most prisoners are sexually active males 

between the ages of 19 and 35, representing a segment of the population that is at high risk of HIV 

infection prior to entering prison, especially in countries with generalized epidemics.11 Female inmates 

make up a small proportion of the total prison population in most of the focus countries (ranging from 1% 

to 5%); however, they face higher HIV infection rates due to sexual abuse, including rape, by both staff 

and other prisoners. In many countries, women prisoners are held in small facilities immediately adjacent 

to or located in male prisons making them susceptible to sexual exploitation. Data regarding juveniles 

held in the prisons in the focus countries are limited. In most countries, juvenile prisoners represent 

between 0.5 and 5% of the total prison population. They are often detained with adults and thus are at 

great risk of sexual abuse by prison staff and/or older prisoners. 

 

As of April 2014, the International Centre for Prison Studies (ICPS) reported that the Southern Africa 

region of 15 countries accounted for approximately 335,935 of the total 700,000 incarcerated people in 

Sub Saharan Africa.12 Out of this number, the seven countries of focus of this programme account for 

approximately 105,487 (2.6% female) of the total regional prison population.13 HIV prevalence in prisons 

settings is approximately 2 to 50 times higher than the prevalence rate in the general population.14 See 

Annex 3 for additional statistics for HIV prevalence in prisons across different sample countries.  

 

1.2 Evolution of VSO RHAISA’s response to the changing priorities in SADC region  

VSO RHAISA has evolved through three phases since its establishment in 2000 to coordinate and guide 

capacity building support to mushrooming CSOs across different countries of southern Africa. 

Collaboration with partners, independent evaluations and wide stakeholder consultation, has helped to 

ensure that VSO RHAISA’s evolution is built on evidence-based achievement and learning. This has 

enabled VSO RHAISA to maintain a flexible and responsive approach to partnership and the ever-

changing agenda and priorities of the regional response to the HIV and AIDS pandemic within a human 

rights framework. 

 

 

 

                                                           

 

 

10 Regional Mining Response IOM VSO proposal, Page 5 
11 Generalised HIV epidemic as defined by countries with a prevalence of 5% or higher according to UNAIDS and WHO. 
12 International Centre for Prison Studies (ICPS): http://www.prisonstudies.org/   
13 Lesotho – 2,401 (3.5%F, 3.1%J); Malawi – 12,505 (0.9%F, 4%J); Mozambique – 15,663 (3.9%F); Swaziland – 3,616 (2.6%F, 0.7%J); 

Tanzania – 35,301 (3%F, 3.9%J); Zambia – 17,021 (1%F, 2.5%J) and Zimbabwe 18,980 (3.5%F, 0.7%J). Date of most recent data varying 
from 2009-2014. 

14 UNODC, 2012. 

http://www.prisonstudies.org/
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Figure 1: The Evolution of VSO RHAISA from 2000 through 2012 

 

  

VSO RHAISA’s focus since 2012: 

After consultation with communities, CSO partners, government stakeholders and regional partners, VSO 

RHAISA identified the following priorities for addressing the prevailing ill-health issues in southern Africa:   

 HIV prevention and treatment 

 Sexual and reproductive health, including maternal health 

 Economic empowerment for women and girls to access better health  

 Promoting access to health and HIV services in prison populations and migrant mine working 

communities 

 

A key component in the process of developing this strategy taking VSO RHAISA up to 2020  has involved 

taking a critical look at our work in these focus areas, simultaneously reflecting on the internal and 

external environments in which we work. The result is reflected below in section 3, Implications moving 

forward. 

Phase 1 (2000-2004)

•Priorities: OVC & PLHIV, building capacity of CBOs (trainings on HBC, 
counselling and promoting HIV testing)

•Highlights: Conferences on 1) OVCs, 2) Volunteering in HIV and AIDS 
work 3) Disability and HIV and AIDS, 4) Male involvement

•Lessons learned: Need to develop M&E and advocacy strategies and 
define regionality

Phase 2 (2005-2008)

•Priorities: Developing M&E and advocacy strategies and defining 
regionality; mainstreaming HIV and AIDS; HBC and HIV prevention

•Highlights: Engagement with regional stakeholders (SADC), consultative 
preparations for Phase 3 (defining regionality), regional exchange visits, 
national volunteering, research on male involvement, mobile phones 
pilot project in Mozambique

•Lessons learned: M&E systems, defining  regionality, HBC advocacy 

Phase 3 (2009-2012)

•Priorities: Universal access, human rights framework

•Highlights: Southern Africa Mineworkers Association (SAMA) established; 
Advocacy: care givers policy approved, parliamentarian round table 
meeting with first ladies; Southern Africa Network on Prisons (SANOP) 
established

•Lessons learned: Successful consultative processes, with programmes 
guided by policies/frameworks and regional direction; again need to 
focus on M&E systems
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2. Internal and external environment  

2.1 Policy Frameworks for health and HIV and AIDS 

VSO RHAISA’s work in the region is undertaken within the context of political decisions made at SADC, 

continental and global levels. 

 

Global and regional level policy frameworks on health and HIV and AIDS 

At the Millennium Summit of September 2000, world leaders agreed on a number of goals and targets in 

the fight against HIV and AIDS under the Millennium Declaration, which adopted the 2015 Millennium 

Development Goals (MDGs). This Millennium Declaration led to a number of follow-up global meetings 

and policy frameworks to address issues of HIV and AIDS. The current proposed architecture of the post-

2015 agenda pushes for the full integration of HIV and AIDS response within the larger strategy for health 

services provision. 

 

Responding to these global and continental frameworks, SADC leaders continue to contextualise policies 
and guidelines to make them more relevant to the region. Policies consulted for the crafting of this 
strategy include the following: 

 The Maseru Declaration on HIV, which prioritizes prevention and social mobilisation for the SADC 
region (2003) 

 SADC Protocol on Health, which operationalises the Maseru Declaration and provides an 
overview of the regional health agenda (2004) 

 The Maputo Declaration of African Ministers of Health, which proposes efforts to strengthen 
national HIV prevention programmes (2005) 

 Sexual and reproductive Health Strategy for the SADC region (2010-2015)  

 Sexual and reproductive Health  Business Plan for SADC Region  (2011-2015) 

 Minimum standards for HIV and AIDS, Hepatitis B and C and Sexually Transmitted Infections, 
Prevention, Treatment and Care and Support In Prisons in the SADC Region (2011) 

 
Adolescent and sexual reproductive health policies 

 Of particular note, in all countries in southern Africa, ASRH issues have been discussed by policy makers. 

However, not all countries have incorporated an article on ASRH into their constitutions. Cultural 

sensitivities around issues of ASRH continue to prevail in the regional political climate in southern Africa 

leading to inadequate and non-responsive regional policies and lack of coordination among partners 

working on ASRH policies.  

 

Prison health and HIV and AIDS polices 

As noted above, there already exists a package at SADC level of Minimum Standards for HIV and AIDS, TB 

Hepatitis B and C, and Sexually Transmitted Infections Prevention, Treatment, Care and Support in 

Prisons. These standards were approved and adopted by SADC Member Countries in November 2012 

through the involvement of major stakeholders in the region, including VSO RHAISA. Although this is a 

strong indication of the region’s acknowledgement of the urgency of addressing the issue of health and 

HIV in prisons, the standards have yet to be fully operationalised at country level due to a lack of 

guidelines on how SADC member states can effectively implement the standards. This means that prison 

health programmes in different SADC countries are currently fragmented and have no effective 

coordination to enable collaboration and cross-learning between the countries. 
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2.2 SWOT Analysis 

Since its inception in 2000, VSO RHAISA has grown to be a formidable player in the HIV and AIDS arena, as 

we continue to build internal capacity for programme delivery, as well as adapt to suit the changing 

external environment. As a learning organisation, VSO RHAISA continues to build on our strengths and 

capitalise on our opportunities in order to position ourselves to improve on our weaknesses and mitigate 

external threats as much as possible. Below is an illustration of VSO RHAISA’s strengths, weaknesses, 

opportunities and threats.  

 

Figure 2: VSO RHAISA Strengths, Weaknesses, Opportunities and Threats 

Strengths

•Regional Experience

•Strong and sound financial management systems

•Visionary leadership, with experience rooted in 
the realities of the region

•Ability to interact and influence policy makers, 
both in-country and at SADC level

•Experience on innovative approaches, including 
PPPs, regional advocacy work and linking 
economic empowerment to health

•Ability to adapt to a constantly changing 
environment

•Qualified and experienced staff and volunteers

• Myriad of support from VSO global staff and 
structures

Weaknesses

• Inadequate  M&E system that tracks impacts for 
policy initiatives 

• Inadequate systems to retain institutional 
memory for future learning

• Inadequate staffing with technical advocacy skills

•Low visibility in comparison to our scope of work 
in the region

• Leadership and responsibility rests within a 
select group of key individuals

Opportunities

•Relative peace prevailing in the region which 
allows smooth programme implementation in the 
region

•Renewed donor interest in funding  integrated 
health and HIV and AIDS programmes in the 
region

•Positive appeal to regional institutions, e.g. SADC 
and SADC Parliamentary Forum

•Potential to replicate programmes in all countries 
in the region

• Flexible human resourcing through the 
recruitment of different types of volunteers

Threats

• Staff attrition

•Changes in key liaison and co-operating 
institutions, e.g. parliamentarians 

• Changes in the political landscape, posing a 
threat on advocacy efforts

• De-prioritisation of stand alone HIV and AIDS 
programming

• Community fatigue from excessive NGO 
intervention
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Topics identified as necessary for 

integration in southern Africa: 

 Maternal and Child Health with 

PMTCT 

 ART adherence and TB treatment 

adherence (DOTs) 

 HIV and AIDS and Tuberculosis 

 HIV and AIDS and Sexual 

Reproductive Health and Rights 

 Home based Care for PLHIV, 

including Care for Chronic and 

Terminal illnesses  

 HIV prevention and Sexually 

Transmitted Illnesses prevention 

In line with the SWOT analysis above, VSO RHAISA has further explored a list of potential risks in 

implementing our programmes. For a more detailed analysis of our risks and mitigation plan, please see 

Annex 4.  

3. Implications moving forward 

There are number of implications that underlie VSO RHAISA’s strategic thrusts moving forward, all of 

which are informed by the context and framework of the external environment, our 15 years of work 

experience in HIV and AIDS and a clear need and demand for change in the lives of our beneficiaries.  

 

Key implications underpinning VSO RHAISA’s work in the coming years include the following: 

a) Health integration 

Health integration is a growing priority in the context of the HIV and AIDS response. HIV and AIDS 

interventions are intrinsically linked to many other health problems. Integration has the potential to 

improve the quality and continuity of care for those living with HIV and to bring HIV services to those who 

would otherwise not have access to them.15 For some interventions, such as PMTCT or prevention of TB 

co-infection, integration is clinically essential. The integration of HIV services is supported by a wide 

range of evidence on its clinical and public health benefits and has therefore been called for in a number 

of global policies and high-level position papers, most 

recently in the 2011 UN Declaration on HIV and AIDS.16 

 

For the purposes of our strategy and programming, we 

use the Joint United Nations Program on HIV and AIDS 

(UNAIDS) definition of programme integration:  

 

Health integration involves ‘joining together different 

kinds of services or operational programmes in order to 

maximise outcomes, e.g. by organizing referrals from 

one service to another or offering one-stop 

comprehensive and integrated services’ (UNAIDS).  

 

VSO RHAISA and other like-minded health and HIV 

affiliated regional organisations established an informal 

health forum in January 2013 to discuss and come up 

with guidelines on different thematic linkages of health and 

HIV integration. The health forum works very closely with UNAIDS and WHO to cater the best and most 

recent evidence on integration.17 

VSO RHAISA seeks to reduce vertical and isolated health intervention and advocate for integration at 

policy, programme design and point of service delivery levels. 

                                                           

 

 

15 Sylla et al., 2007; World Bank, 2009 
16 UNAIDS, UNFPA and FHI, 2004; WHO and UNFPA, 2004; UNAIDS, 2005; African Union Commission, 2006 ; United Nations, 2011 
17 Costs and Efficiency Integrating HIV and AIDS with other health services ,a systematic review of evidence and experience 
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b) Focus on women, youth, prisoners and migrant communities  

The analysis of the key drivers of HIV and health has indicated certain communities are most at risk for 

SRH challenges and morbidities and mortalities linked to HIV and AIDS. VSO RHAISA has identified these 

groups as women, youth, prisoners and migrant communities needing urgent and tailored SRH and HIV 

and AIDS support in southern Africa. This strategy engages these target groups to attain acceptable 

standards of healthcare for improved quality of life. 

 

c) Research, learning and advocacy 

Moving forward, VSO RHAISA needs to strengthen existing efforts to close the gap between the available 

policies and their applications in society. This is made possible through evidence-based action research 

that informs local, national and regional laws and policies. VSO RHAISA seeks to engage with other like-

minded actors to foster an enabling environment that combats the prevailing SRH and HIV and AIDS 

challenges in the communities.  

4. VSO RHAISA’s niche  

VSO RHAISA is well-positioned to move forward with our strategy, in large part due to the 

experience of building up our core competencies and our functionality as a regional programme. 

4.1 VSO RHAISA core competencies 

Building partnerships and networks with key HIV and AIDS players in southern Africa 

Through workshops, conferences and national and international learning exchanges we connect 

individuals and organisations so they can share knowledge, perspectives, ideas and practices. With 15 

years of experience in growing these types of networks, VSO RHAISA helps create and open up these 

spaces where policy makers can connect directly with the constituents and groups affected by their 

decisions, can allow peer networks to be strengthened and can help harmonize and cascade training 

information in a clear and coordinated structure from regional or national level down to community level. 

Collaborating networks and organisations include: the Regional African HIV and AIDS NGO (RAAANGO), 

SADC, World Health Organisation (WHO), United Nations Education, Science and Culture Organisation 

(UNESCO), UNAIDS and Health Forum. 

Policy change and advocacy work, especially at the regional level  

We initiate research, pilot innovative approaches, and conduct participatory evaluations to help 

strengthen the voice of poor in policy discussions. Evidence and perspectives gathered at community 

level guides our advocacy work with policy makers and consequently shapes policy and accountability. 

We also work directly with government ministries and parliamentarians to help them better engage with 

their constituencies, understand the key issues and help them effectively lobby and pass legislation.  We 

do this by placing volunteers, conducting trainings and policy briefings and by facilitating peer exchanges 

with other government representatives (e.g. women MPs from Ireland or the UK spending two weeks 

with women parliamentarians in SADC to exchange tips on how to mobilise support for a piece of 

legislation).  
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4.2 Regional added value 

Ability to deal with human rights issues too sensitive to tackle at bi-lateral level 

Access to basic health services by prisoners is a sensitive human rights issue that is often difficult to deal 

with at country level. VSO RHAISA has taken advantage of its regional visibility and presence to facilitate 

the establishment of Southern Africa Network on Prisons (SANOP). VSO RHAISA has also established the 

SADC Think Tank on prisons in August 2012 which, with other regional partners, set the minimum 

standard of services for communicable diseases in prisons. This type of regional work serves as an entry 

point to engage countries that might otherwise hesitate or refuse to address sensitive issues, such as 

those related to prisons.  

Innovative HIV-prevention and impact mitigation measures that can be scaled-up in the region 

 Our regional initiative allows for innovative projects that start nationally to be replicated to other 

countries regionally after passing the SADC best practice criteria. Examples of VSO RHAISA projects that 

have been replicated in this manner include the following:  

 Phone lady micro business project, which started in Mozambique and has been replicated 

successfully in Swaziland and Lesotho  

 Male involvement in community home based care project which started by a VSO supported 

partner in Zimbabwe and successfully replicated to Malawi and Zambia 

Economies of Scale   

By virtue of operating as a regional programme, VSO RHAISA reaches more partners, beneficiaries and 

communities, and at a lower cost than if the programme were implemented individually in the individual 

countries. Over the years, VSO has reached over 100 partners who in turn reached over 350,000 OVC and 

52,000 PLHIV. Monitoring and Evaluation, programme implementation is carried out through a regional 

system and donor reports are prepared at regional level. This is cost effective since there is no need to 

set up separate reporting structures per country. The report is also one combining many countries. 

 Capacity to address cross border initiatives  

VSO RHAISA, with other regional partners like SAT and IOM, are venturing into cross border initiatives, 

including cross border referrals on TB and HIV, addressing the livelihood needs of mine workers and 

portability benefits of ex mine workers and their families. These types of issues can only be addressed by 

a regional programme, which is well-positioned to addresses sending, transit and destination 

communities. 

5. Strategy moving forward 

5.1 Vision and Mission  

 

Vision 

VSO RHAISA’s vision is a region free of poverty and ill health in which people work together to fulfil 

their potential.  

Mission 

VSO RHAISA’s mission is to promote health and quality of life for southern Africa’s poorest and most 

vulnerable people by   closing the gap between health policies and public health actions.  
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To realise this, VSO RHAISA brings partners and people together to address sexual reproductive health 

and rights, HIV and AIDS and access to quality services for PLHIV, Prisoners, Adolescents, Women and 

migrant mineworkers through responsive programmes and advocacy. 

 

5.2 VSO RHAISA Target Groups  

The programme will focus on the following target groups: 

 Prisoners, particularly inmates, women in prison and children who are born and or incarcerated 

with their mothers. 

 People infected and affected by HIV 

 Adolescents, with a particular focus on adolescent girls 

 Migrant mine workers and their families 

 

5.3 Strategic Thrusts  

For the period 2015-2020, VSO RHAISA will focus on the following priority areas: 

 Thrust One: HIV and AIDS Prevention and Treatment 

 Thrust Two: Adolescent Sexual and  Reproductive Health and Rights 

 Thrust Three: Women Economic Empowerment for Better Health 

 Thrust Four: Prison Health and HIV and AIDS services 

 

5.3.1 Thrust One: HIV and AIDS Prevention and Treatment 

The drivers of the HIV epidemic in Southern Africa include unprotected paid sex, multiple and concurrent 

sexual partners, low and inconsistent condom use, low levels of medical male circumcision (MMC), 

vulnerabilities due to migration and HIV transmission from mother to child Structural factors such as 

inter-generational sex between young women and older men, poverty, gender-based violence, legal and 

traditional structures which mitigate against women’s rights to increase the vulnerability of some 

populations, especially women, to HIV.18,19  In Southern Africa, HIV is predominantly transmitted through 

heterosexual sex, mainly within stable relationships: approximately 60% in Zambia, 50–65% in Swaziland 

and 35–62% in Lesotho.20,21 

5.3.1.1 Components of thrust one 

1. HIV Prevention  

VSO RHAISA aligns its HIV programming by adopting the Combination Prevention recommended 
framework of UNAIDS. UNAIDS  Prevention Reference Group  published in the 2010 UNAIDS 
Discussion Paper defines combination prevention as: "...rights-based, evidence-informed, and 
community-owned programmes that use a mix of biomedical, behavioural, and structural 
interventions, prioritized to meet the current HIV prevention needs of particular individuals and 
communities, so as to have the greatest sustained impact on reducing new infections." 

                                                           

 

 

18 Behrman & Kohler, 2011, Katsidzira and Hakim, 2011, Mulenga et al, 2009, Orroth et al, 2011, Oxford Policy Management &UNDP, 2011, 
UNAIDS, 2010 
19 Hallman KK; Researching the Determinants of Vulnerability to HIV among Adolescents; IDS Bulletin 39 :5 November 2008 
20 Mulenga O et al; Zambia HIV prevention response and modes of transmission analysis final report; June 2009; UNAIDS. World Bank 
21 Khobotlo M et al; Lesotho HIV prevention response and modes of transmission analysis, March 2009; UNAIDS, World Bank 

http://www.aidstar-one.com/focus_areas/prevention/pkb/combination_approaches/overview_combination_prevention?tab=what&nid=3730#nid3730
http://www.aidstar-one.com/focus_areas/prevention/pkb/combination_approaches/overview_combination_prevention?tab=what&nid=3730#nid3730
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a) PMTCT/EMTCT 

Successful implementation of family planning, antenatal care, and maternal health services help 

PMTCT interventions achieve maximum impact. VSO RHAISA uses the United Nations and WHO’s 

four-pronged strategy for PMTCT that addresses a broad range of HIV-related prevention, care, 

treatment, and support needs of pregnant women, mothers, their children, and families.  

Scaling up PMTCT remains an urgent priority for VSO RHAISA and its partners. Vertical transmission from 

mother to child still accounts for a substantial, although decreasing, portion of new HIV infections in 

many southern African countries. While most SADC countries have PMTCT policies, full coverage has not 

yet been achieved. The scale up of PMTCT is supported by the 2001 United Nations General Assembly for 

Special Sessions (UNGASS) Declaration of Commitment on HIV and AIDS, in which countries pledged to 

ensure that 80% of pregnant women in all countries who access antenatal care are offered HIV 

prevention services (United Nations 2001). 

VSO RHAISA supports partners and government offices to contribute to the following SADC PMTCT 

targets:  

 Reaching 80% of pregnant women and mothers with core PMTCT services; HIV testing and 
counselling and maternal provision of ARVs 

 ‘Closing the gap’ in the uptake of interventions across the PMTCT package (from intake to 
follow-up) and 

 halving the gap between maternal and infant ARV coverage 

 Doubling the number of children initiated on antiretroviral therapy (ART) 
 

b) HIV testing and linkages to care  

HIV testing and counselling (HTC) is the crucial bridge to HIV treatment, care, and support. HTC helps 

people to learn their HIV status, access treatment, learn how to prevent transmission, and gain the 

support services needed. 

There is a need to improve the integration of HTC into HIV treatment and care services as many 

individuals get lost between the two systems. HTC also provide an opportunity to test and treat for 

other diseases, such as TB and STIs, and facilitate access to HIV education, condoms, and BCC.  

On a structural and systems level, VSO RHAISA works with health departments to have a clear 

picture of the HIV prevalence, incidence and risk factors in the community, and allocate adequate 

resources to address it. 

2. HIV and AIDS Treatment  

a) Adult adherence to treatment and retention in care 

Adherence to treatment (particularly ART) and retention in care are necessary to optimize clinical 

outcomes for people living with HIV. 

VSO RHAISA sits in the health forum committee of southern Africa. VSO RHAISA will work closely 

with WHO and the health forum committee to address aspects of adherence and retention in care in 

both adult and paediatric patients. In addition, VSO RHAISA with its partners will explore barriers 

associated with poor adherence to ART and retention in care. VSO RHAISA will also conduct   

research to outline current methods to measure and monitor adherence. This will help achieve 
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treatment initiation, tracing lost to follow up and treatment adherence coverage in adults and 

paediatric age group. 

b) Pediatric HIV and AIDS treatment:  

There is a high variance in paediatric and adult ART coverage rates in most of the developing 
nations. Southern African high prevalence countries are amongst the top most that demonstrate the 
widest gap between adult and paediatric ART coverage.  
 
Without early diagnosis and treatment, approximately one-third of HIV-infected infants will die 
before their first birthday and almost half before their second birthday. Appropriate diagnostics and 
treatment coupled with strong adherence make it possible for HIV-infected infants to reach 

adolescence and adulthood. 
 
The challenges for not achieving  good paediatric ART coverage in southern Africa  include human 
resources constraints, lack of caregiver involvement, lack of disclosure, limited adolescent-specific 
care, dysfunctional laboratory systems, and inadequate data management systems. 
 
5.3.1.2 What we want to achieve   

Overall objective for thrust one: Reduce HIV associated morbidity and mortality amongst the target 

groups in southern Africa  

Specific objectives for thrust one: 

 Improve access and utilization of combination  prevention of HIV amongst the target groups 

 Increase uptake and improve adherence  of  ARVs  amongst women and children who  are 

on HIV  treatment  

 Increase uptake of HTC amongst the  target groups  

 Increase uptake of coupe testing and counseling  

 Increase pediatric ART coverage 

 Increase coverage of FP amongst HIV infected and non infected target groups 

 Increase male involvement during testing, counseling and treatment  

5.3.1.3 Strategic Interventions  

At the service delivery level, by targeting antenatal care points as an entry point for women to receive 

services, the VSO RHAISA interventions will strive to connect HIV-positive women and their infants to a 

continuum of services to improve their health and avert infections. Parallel community advocacy and 

sensitization activities, awareness creation for PMTCT, treatment literacy, paediatric ART services (and 

HIV prevention in general) and greater collaboration between health care providers and their 

communities will be given a focus. 

 

5.3.2 Thrust Two:  Adolescent Sexual Reproductive Health   

In order to fully exercise their right to health, including sexual and reproductive health (SRH), all 

adolescents and young people require safe, effective, affordable and acceptable access to a range of 

services – particularly services related to pregnancy, HIV and STI prevention, testing and treatment. 
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5.3.2.1 Components of thrust two 

As depicted in the problem analysis in the previous sections, southern African countries share common 

challenges with regard to ASRH, the most prevalent challenges shared by SADC member states include: 

Early sexual debut, low contraceptive prevalence, early and unwanted pregnancies, high HIV prevalence, 

early marriage and gender based violence.  

All six focus countries of this project (Malawi, Mozambique, Zambia, Zimbabwe, Lesotho and Swaziland) 

have national strategies on sexual and reproductive health. However not all countries have effectively 

put in place minimum service standards for ASRH.   

5.3.2.2 What we want to achieve 

Overall objective for thrust two: Improve access to SRH services for young people in the targeted 

districts in the focus countries. 

Specific objectives for thrust two: 

 Strengthening youth-friendly SRH information and service provision 

 Improving knowledge among young people and adolescent (in and out of school) on their sexual 

reproductive health need  

 Improving peer support to increase demand, uptake and follow-up of SRH services 

 Increase coverage of skilled attendance at delivery  

5.3.2.3 Strategic Interventions  

This strategy will address some of the key determinants of the above mentioned SRH challenges for 

young people at political, socio-cultural and economic levels. 

VSO RHAISA works with policy makers to effect laws and policies that protect the SRHR of young people, 

particularly parliamentarians at regional level and the relevant government ministries at national level, 

need to ensure policies are enforced to create a more conducive environment and to coordinate and 

guide service providers (government and civil society) to ensure their interventions best meet the needs 

of young people. 

VSO RHAISA works with partners and service providers to support the provision of appropriate youth-

friendly SRH information and services. We also work with CBOs and community care givers to foster 

learning through peer education and community mobilisation.  

5.3.3 Thrust 3: Women Economic Empowerment for Better Health 

HIV and AIDS have impacted negatively on the socio-economic status and well being of individuals and 

communities. Southern Africa is reeling under the large burden of care and support of PLHIV and OVC. 

HIV and AIDS have further exacerbated the poverty of already vulnerable individuals, households and 

communities. 

5.3.3.1 Components of thrust three 

 

a) Support to migrant mine workers with viable income generating activities (IGAs)  

Migrant populations are at higher risk of contracting HIV because of their status and the situations they 

face, e.g. poverty, discrimination and stigma, lack of access to information and other services, and 

separation from families and partners. Not surprisingly HIV infection is a major concern among the 

workers. Often the migrant workers return home infected or ill with very limited resources to support 

their families. The women and her families are therefore burdened by economic disempowerment due to 



VSO RHAISA – Strategy, Page 20 

 

the absence of the breadwinner, the risk of HIV infection and the burden of care when the worker returns 

home sick and/or unemployed.   

b) Support to adolescent girls and women of sexual reproductive age group with viable IGAs  

Women’s poverty and women’s health are intimately related, and poverty is both a cause and 

consequence of ill health. Also, as evidence on the burden of sexual and reproductive ill-health mounts, it 

is becoming increasingly clear that poverty and gender inequality are important determinants of sexual 

and reproductive health.   

5.3.3.2 What we want to achieve  

Overall objective for thrust three: Reduce women’s and girls’ vulnerability to HIV infection and ill health.  

Specific objectives for thrust three: 

 Improve the capacity of RHAISA partners and affiliates to  implement initiatives that respond to 

the economic and health needs and rights of their women and girls  

 Increase family income among households of women  widows and orphans in migrant mine 

worker sending communities in Lesotho, Mozambique and Swaziland, through involvement of 

viable IGAs 

 Improve and increase strategic information on economic barriers towards  health, HIV and TB  

 Increase livelihood opportunities for women through IGAs and economic capacity building 

5.3.3.3 Strategic Interventions 

These thrusts will be achieved by advocating at the SADC level by the continued development and 

implementation of policies that addresses women’s health and economic needs. We also continue to 

explore microfinance and sustainable livelihood options for disadvantaged women and migrant 

labourers. 

5.3.4 Thrust Four: Health and HIV and AIDS services in prisons  

The lack of an effective policy environment and prison health services predisposes a large prison 

population in the region to be denied of basic rights and access to prevention and treatment. Prison 

conditions create a high risk situation and HIV transmission rates to be unacceptably high, hence the 

need to address this group with separate sets of thrust and interventions.  

5.3.4.1 Components of thrust four  

The prison contexts vary between the focus countries; however, there are common challenges which this 
strategy aims to address:  

 Lack of basic health services and rights 

 High HIV, STI and TB prevalence in prisons 

 Stigma and discrimination among prison inmates, prison staff and communities related to HIV 
and AIDS status  

 Sexual violence in prisons 

 Poor nutritional status of prison inmates  

 Lack of voice and space to advocate for prisoners’ rights 

 
5.3.4.2 What we want to achieve  

Overall objective for thrust four: Improve the health and dignity of prisoners in southern Africa 
 
Specific objectives for thrust four: 
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 Improve knowledge and attitude of service providers at prisons and of policy makers 

 Utilise and adopt the regional minimum standards of Health and HIV and AIDS at local level 

 Reduce stigma and discrimination of prisoners 

 Create positive behaviour change of prisoners, especially with regards to HIV prevention, testing 
and treatment 

 Improve life skills for effective reintegration into society 
 
5.3.4.3 Strategic Interventions 

VSO RHAISA advocates with relevant ministries and other non-government actors in the targeted 
countries to promote the provision and uptake of health, HIV and AIDS related services in prisons. Key 
health services that will be advocated for will include: universal provision of condoms, HCT, TB screening, 
HIV and TB treatment, post-exposure prophylaxis (PEP), PMTCT, care and support to ill patients, and 
other sexual and reproductive health services, particularly for female inmates.  
 
VSO RHAISA will work through SANOP and SADC PF to advocate for increased separation of juveniles’ 
detention centres from those of adult prisoners. VSO RHAISA will facilitate the establishment of safe 
youth friendly SRH and HIV services for juvenile prisoners. 
 
VSO RHAISA facilitates the development and implementation of advocacy activities and policies that 
promote human-rights based approach in prisons. 
 

6. VSO RHAISA Theory of Change  

The VSO RHAISA Theory of Change (ToC) is guided by the global VSO ToC, as well as the VSO Health and 

HIV and AIDS ToC. Below is a depiction of the VSO RHAISA ToC, developed through consolidation of our 

three thematic ToCs, namely our Women Economic Empowerment ToC, ASRH ToC and our ToC for 

prisons work. 
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Figure 3. RHAISA ToC 
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7. Operationalisation of the strategy 

7.1 Regional and national policy instruments 

The HIV and SRH specific policy information need to be standardised and harmonized for effective use at 
regional and country level VSO. The situational analyses and evidence gathered from across the region 
will inform the development of harmonised guidelines, in consultation with SADC parliamentarians and 
relevant government authorities, for adoption by countries within their contexts. The following 
guidelines, position papers and operational plans will be developed and peer reviewed: 

Figure 4. Policy instruments by strategic thrust

Thrust Regional  National  and community (or service delivery 
level) 

HIV  Policy paper  on EMTCT  and Option B+ 

 Policy paper  on paediatric treatment 

 Care giver`s or CHW policy  

 Operational plan for the roll out of EMTCT 

 Operational plan for the roll out of paediatric 
treatment 

ASRH  Regional ASRH minimum service standards; 

 Policy briefs and position papers on 
introduction of sexuality education (at age 
10) and phased approach to different age 
groups; 

 Policy briefs and position papers Minimum 
age of marriage (18 years for both males and 
females); 

 

 Piloting ASRH minimum standard with  
packages of ASRH  

 Introduction of sexuality education (at age 10) 
and phased approach to different age groups 
into school curricula; 

 Law on minimum age of marriage  
 

Economic 
empowerment 

 Policy briefs on women economic rights  

 Position paper on Gender and HIV –male 
involvement in EMTCT 

 

 A policy  guide on providing IGA to women  

 Operational plan on EMTCT and gender based  
violence   

Health and HIV 
in prisons  

 Regional guideline on SADC minimum 
standard  

 SANOP membership and by laws  
 

 National guideline on SADC minimum standard 

 National standard operating procedures  

 

7.2 Advocacy processes at regional and national levels 

Evidence-based advocacy will be done at regional and national levels based on findings and experiences 
documented from the focus countries which have informed the harmonised and standardised policies 
that ensure protective measure that enable prisoners, adolescents and women receive needed services 
and support. Ongoing consultation will be undertaken with SADC parliamentarians and relevant 
government ministry representatives to ensure their contribution, buy-in and ownership of the 
harmonised policies and guidelines.  
  
Advocacy will be undertaken at key platforms and working groups at regional level, e.g. SADC quarterly 
meetings, health and HIV and AIDS working groups coordinated by health departments at SADC.  

 

7.3 Regional and national workshops and trainings 

Training of trainers will be conducted at regional level for parliamentarians and relevant government 
ministry representatives on the harmonised regional minimum service standards and policies. Those 
trainings will be further cascaded to relevant policy makers and government departments. Training of 
trainers will also be conducted at regional and national levels for service providers on appropriate 
adolescent and youth-friendly service provision, including peer-to-peer support. The knowledge and skills 
gained will further be cascaded to other service providers, prison inmates and adolescents themselves.   
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Partners in the focus countries will be supported to provide relevant trainings to adolescents (in and out 
of school), women , migrant mine workers and prison inmates  to improve their knowledge, attitudes and 
practices as well as provide information and awareness on where they can access which services, 
including provision of referral services. 
 
Workshops will be held at national and regional levels with parliamentarians, relevant government 
ministries, and relevant local and international professionals/technical experts, to develop, review and 
disseminate documentation, e.g. regional guidelines and IEC materials. 
 

7.4 Knowledge sharing at national, regional and global levels 

Exchange visits will be conducted at regional and national levels. Events where a small groups of 
representatives, e.g. from partner organisations, government departments, beneficiaries, etc, visit their 
‘counterparts’ or similar organisations/networks, usually an excelling organisation/network or initiative, 
to learn from their experiences, achievements and challenges. Learning objectives of the exchange visits 
and lessons adopted post-visit will be documented and shared.  
 
Project learning will be shared at national levels through the established networks and through 
engagements with stakeholders such as dissemination events. Case studies and testimonials will be 
collected and shared through community mechanisms such as community dialogue meetings.  
 
At regional and global levels, good practice and lessons learnt will be shared through meetings and 
conferences such as the VSO RHAISA Annual Conference, the International Conference on AIDS and STIs 
in Africa (ICASA), the International AIDS Society Conference, the UN Commission on the Status of Women 
and Girls and the SRHR Namibia Conference. Further dissemination and sharing of learning will be done 
through journals, media (e.g. video) and the Internet. 

7.5 Research, evidence gathering and documentation 

VSO RHAISA complements ongoing research and documentation in prison health and HIV and AIDS, 
teenage pregnancy and ASRH in southern Africa by gathering evidence from the focus countries to 
contribute to increased understanding of the causes and effective approaches, which result in informed 
policy making. 
 
Situational analyses are also conducted and good practice shared on government efforts, at 
constitutional and policy level, to put in place protective measures that enable more conducive 
environments for adequate ASRH services, particularly for girls.  

7.6 Country level pilots and service delivery programs  

In each of the focus countries, VSO has partnerships with respective Ministries of Health and other 

relevant ministries (e.g. Education, Gender and Youth). VSO works closely with the government to ensure 

programmes are aligned with their national policies and priorities. 

VSO has strong partnerships with experienced CSOs and CBOs working in health and related areas. The 

identified CSOs, CBOs and local networks in this programme will be key implementers supporting the 

delivery of this project at local and national levels.  

Countries will be supported to pilot and implement proposed interventions (as illustrated in the logical 

framework) that will build on the regional activities and for eventual scale up beyond this project. These 

will differ per country due to different contexts and types of local partners. See the detailed indicative 

activities in the logical framework. 
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7.7 Working in partnership 

VSO RHAISA believes that people are the best agents of change and by bringing people together, change 

can be achieved. We bring together diverse teams of partner agencies (government ministries, 

community based organisations, NGOs, and the private sector) that are strategically placed to advance 

pro-poor policies and programmes. We believe that we can have a more lasting impact by building or 

supplementing the capacity of others to deliver change. We focus on capacity building and knowledge 

sharing to amplify the impact and effectiveness of these actors and ensure that efforts are grounded in 

and informed by the perspectives of excluded and vulnerable in society - particularly youth, women, 

people living with HIV and AIDS and people living with disabilities. 

VSO RHAISA has established tools for assessing the organisational capacity of implementing partners. We 

conduct participatory reviews that examine the HR, financial, grants management, project management, 

monitoring and evaluation, IT capacities and weaknesses of our partners and put in place tailored 

capacity development plans to address the gaps.  

See Annex 5 for partnership roles and added value. 

7.8 Working through volunteers 

VSO RHAISA recruits specialized human resources in the form of volunteers in order to provide tailored 
support and share technical expertise for programme implementation. Our global recruitment bases 
identify and screen professionals for particular skills and commitment to applying their skills in a 
development context. We select volunteers not only on the basis of their professional experience but 
also on their ability to work flexibly and collaboratively, and to respect and learn from others. We provide 
intensive pre-departure and in-country training for all volunteers to ensure that they are prepared for 
working in a different professional and cultural context. There is no one-size fits all approach.  Based on 
the needs of a given project, we can create short (up to 6 months) placements or long term placements 
(up to 2 or 3 years) and we utilize members of the Diaspora, corporate employees, young people, retired 
individuals and mid-career professionals. Perhaps most importantly, we also recruit and mobilize 
volunteers within their own communities or countries.  These volunteers are then integrated within our 
partner networks to help implement the capacity building recommendations. 
 
Volunteers are placed directly with partners and in communities to build on the indigenous resources and 

knowledge by working with the beneficiaries in solving their own problems. The creative power of 

volunteerism allows for a cross-cultural partnership, which generates new learning and solutions, created 

in the local setting to foster sustainability and community ownership. RHAISA draws on the following 

types of volunteer professionals to carry out our work: 

 Research and policy advocacy experts (e.g. parliamentarian volunteers) 

 Monitoring and evaluation experts 

 SRH and HIV and AIDS experts 

 Organisational development experts (e.g. financial and human resourcing experts) 

 Livelihoods experts 

 

7.9 Institutional arrangements  

The organogram attached as Annex 6 sets out the organisational structure in place for the effective 

implementation of the VSO RHAISA programme.  
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7.9.1 Management and governance 

The organogram spells out the management relationships, where the RHAISA Director takes the lead role 

in coordination in terms of programme design, strategic guidance and quality programme 

implementation. Country Directors provide key inputs for articulating country priorities and assume 

accountability for effective and results-driven programme delivery. 

RHAISA Senior Programme Coordinator manages regional programme activities and coordinates effective 

programme implementation across the region. The scope of responsibility for this position includes 

reviewing programme progress (e.g. monitoring of work plans and budgets for informed decision 

making), developing and managing partnerships, providing thematic expertise to country programme 

teams and ensuring quality programme documentation and reporting. Country programme managers 

(PMs) are responsible for programme development and delivery at national level by ensuring effective 

stakeholder management and communication. The PMs work through partners and volunteers in 

operationalising the programme interventions. Throughout the programme cycle implementation, 

country PMs work in close consultation with the Senior Programme Coordinator to ensure quality control 

and effective coordination of the regional programme.  

The Regional Director (RD) provides leadership and programme supervision for attaining the intended 

results. The RD facilitates and maintains effective working relationships with a pool of Regional Managers 

that include fundraising, finance, monitoring and evaluation, people management/HR and volunteer 

resourcing. The relationships between the parties in VSO RHAISA implementation is also reinforced by 

the various programme monitoring and accountability systems (discussed in the section below) and VSO’s 

performance management systems. The proposal development process and project risk assessment 

protocol provides a consultative framework in the design, formulation and approval of funding proposals 

for VSO RHAISA work. 

RHAISA Advisory Board provides the overall programme governance and oversight. The board is 

responsible for external relationship leads, especially at policy and political levels, and providing technical 

oversight. Members include regional political actors, leading policy experts, VSO federation members and 

peer CSO representatives.   
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Figure 5. RHAISA Programme work flow at regional and national levels

Program Design

Key people responsible: RHAISA Director, country 
directors

Key tasks: Identification of priorities and provision of 
strategic guidance

Resource Mobilisation

Key person responsible: RHAISA Senior Programme 
Coordinator, supported by Regional Funding Manager, 

Business Development Officers and HR teams

Key tasks: Design of a funding plan, development of 
competitive funding bids and  development and 

recruitment of key human resources

Program Implementation

Key people responsible: RHAISA Director , Senior Program 
Coordinator  and country programme managers
Key tasks: Assistance to country offices with the 

operationalisation of the RAISA strategy in-country; regional 
advocacy and developing regional policy briefs/guidelines; 

learning/regional exchange visits and regional trainings 

Program Monitoring, Evaluation, Learning and 
Documentation

Key people responsible: RHAISA regional staff, supported 
by M&E officer and regional M&E manager

Key tasks: Development of monitoring tools, supportive 
supervision and coordination of research and 

documentation

Reporting

Key people responsible: Country programme managers, 
supported by the Senior Program Coordinator, Finance 

and Admin Manager and M&E team 

Key activities: Collate narrative and financial reporting in 
line with the requirements of funding partners and VSO 

internal reporting systems

Overarching leadership and oversight are provided by the VSO Regional 
Director and RHAISA Advisory Board

 

7.9.2 VSO RHAISA Programme Monitoring and Accountability Systems  

Capacity and systems of Monitoring, Evaluation and Learning (MEL) 

VSO RHAISA continues to invest in MEL to improve on programme quality, achieving and demonstrating 

greater impact. 

Monitoring 

Monitoring will be supported by key project staff employed by VSO RHAISA for the MEL function but will 

be done by everyone within the organisation to ensure effectiveness and efficiency. The programme will 

monitor process indicators, output indicators and outcomes to ensure that impact is measured, both for 

accountability purposes and for organisational learning. VSO RHAISA will continuously commit to good 

ethics in data collection and will review data collection and use protocols to enhance data quality at all 

levels in the organisation. Internal and where necessary external, data quality assessments will be 

employed to ensure data collected is of high quality from , collection, aggregation, collation, analysis and 

reporting. In ensuring that quality data is generated, the programme will endeavour to ensure that data, 

the processes and tools meet the standard definition of quality, e.g. accuracy, validity, reliability, 

timeliness, completeness, precision and integrity. 
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Managing and monitoring volunteers  

Volunteers worldwide are managed through volunteer management systems and VSO is credited for the 

experience in dealing with volunteer issues. VSO RHAISA should strengthen a tailored system to fit within 

the context of southern Africa that emphasizes volunteers’ involvement in assessing beneficiary needs, 

setting programme goals, developing baselines, planning project activities, monitoring and evaluation 

and documenting programme impact.   

Evaluation  

VSO RHAISA sees the need to conduct evaluation in each of the programme areas from the beginning of 

the project. Baselines studies are conducted at the start of each project to learn about the nature and 

magnitude of the problem before intervention. VSO RHAISA also does end of project evaluation for each 

project to measure the difference made by the intervention in the lives of our ultimate beneficiaries and 

for our operational partners. Any gaps identified can help inform future interventions. 

Knowledge management and learning 

VSO RHAISA intends to intensify not only, its monitoring and evaluating activities but, also to learn and 

document what is happening in the programme areas. As a regional programme, we assume a lot on 

responsibilities and opportunities for learning, information sharing and advocacy, all for the goal of 

improving quality programming.  

VSO RHAISA will store and manage information in a central place that will be accessible to eligible users. 

Country offices, volunteers and programme staff will be able to get access and feedback from the 

regional office. The programme will tap into the VSO international initiatives to tell the highlights of 

programmes through social media, electronic media and print media. This is a critical path that VSO 

RHAISA is taking in the new strategy and we thus emphasize the importance of information management, 

institutional learning and communication in all of our programming. Data security and backup protocols 

and operating procedures will be reviewed on a regular basis to ensure that information is secure and 

accessed by those eligible. 

VSO RHAISA will use our annual partners and stakeholders conference as an opportunity for social 

marketing. Information technology will be used to widen the audience to include those with funding 

challenges to physically attend the conference. Webinars will be used to allow virtual participants to 

attend and contribute in the conferences.  

VSO RHAISA will also develop and maintain a knowledge management database that shall store MEL 

information products such as lessons learnt, best practices, case studies, Most Significant Change Stories 

and Evaluation/ impact assessment reports, just to mention but a few. 

VSO RHAISA relies on the following tools for MEL: 

 Budget monitoring tools and monitoring reports produced by the Finance Manager on a monthly 
basis to monitor utilisation of the monthly phased budgets. Key variances exceeding GBP 1,000 
are investigated and analysed and corrective plans made. 

 Quarterly Business Review, undertaken to review performance with special focus on the 
following key result areas: 

o Director’s Commentary on the state of programme implementation 
o Finance – an analysis of financial performance against budget  
o Fundraising – an assessment of the VSO RHAISA Funding Plan, pipeline and proposal 

development 
o Human Resources – an update of the human resources situation for VSO RHAISA, any 

new hires/ resignations 
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o Risk register – an analysis of risks that may impact against programme delivery and 
mitigation efforts 

o Support Services Quality – feedback to head office on interaction with various support 
services and quality of support received 

o Volunteering – an update on volunteer recruitment 
This report is signed off by the VSO RHAISA Director and submitted to Headquarters and it then 
informs the agenda of Africa Management Team (AMT) and Global Leadership Team (GLT) 
meetings and forms part of VSO RHAISA’s accountability tools in VSO.  

 In terms of accountability to donors - VSO RHAISA produces regular reports to donors as spelt 
out in the donor agreements – these are in the form of narrative and financial reports, which are 
prepared by the Programme Manager and Finance Manager and approved by the VSO RHAISA 
Director and Regional Finance Officer respectively. 

 The VSO RHAISA programme is also subjected to audit by VSO Internal Audit team in every 3-4 
year cycle and is audited by External Auditors annually in line with specific donor requirements. 

 VSO RHAISA also participates in donor meetings and other fora as mechanism to keep donors 
aware of progress in the implementation of the programme. 

 MEL – VSO RHAISA uses VSO MEL framework - the VSO Partnership Monitoring and Learning 
Tool (PMLT); Regular mid-term and final evaluations of projects under the VSO RHAISA 
Programme.  

 On an annual basis, VSO RHAISA holds a conference that brings together partners, donors, 
volunteers, VSO Regional & Country Staff and other stakeholders involved in VSO RHAISA’s 
thematic areas. Participants at this Annual Partnership Review (APR) assess programme 
implementation and bring to the attention of donors and partners any special challenges and 
opportunities arising thereof;  the forum also allows these parties to reflect on the programme 
and come up with ways to further ensure quality programme delivery. 

 The VSO RHAISA Advisory Board consists of experts in VSO RHAISA’s thematic areas, including 
politicians and stakeholders in these areas.  Members provide technical oversight and act as 
relationship leads for engaging policy authorities, governments and SADC structures to enable 
success of VSO RHAISA’s advocacy and policy influencing work. 

8. Resource mobilisation  

8.1 Financial mobilisation 

Mobilising the required financial resources to realise VSO RHAISA’s objectives involves a multistep 

approach: 

a) Researching key prospects and trends in HIV and AIDS funding in southern Africa 

Currently, key funding prospects and partners include: DFID, EC, SIDA, SDC, USAID, the Dutch Embassy, 

Comic Relief, the Big Lottery Fund, UNICEF, UNODC, Elton John AIDS Foundation and the Bill and Melinda 

Gates Foundation. We continually seek to build relationships and expand the scope of our networks, 

especially to include larger trusts and foundations, as well as corporate partners, such as financial 

institutions and additional telecommunication providers.  

A key component of this research phase (to be pursued only after a comprehensive donor mapping 

exercise) includes engaging prospects with a funding feasibility questionnaire, in which we survey donor 

interests and strategies, to ensure we are approaching the right partners in the right places at the right 

time. 

b) Building relationships and expanding networks 
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VSO RHAISA will continue to convene key funding partners at conferences and other networking events 
to enhance our opportunities for donor engagement and ensure all parties are involved in continued 
conversations regarding the trends and priorities in HIV and AIDS programming in southern Africa. We 
have a long-standing track record of bring together large groups of stakeholders annually, including MPs 
for annual VSO RHAISA meetings, as well as a series of smaller regional training sessions, drawing on 
technical expertise from a wide array of partners – from grassroots activists and implementers to WHO, 
UNAIDS and SADC PF. 

VSO RHAISA also seeks to form strategic partnerships with peer INGOs like the Elizabeth Glaser Paediatric 
AIDS Foundation (EGPAF), Population Council, PSI, Management Sciences for Health, IOM, as well as 
regional and national NGOs like REPSSI, private sector implementers like MERCK, GSK, Vodacom, Econet, 
MTN, mcel and university research focused partnerships with the University of Nottingham, Wits, CSIR, 
University of Texas and others. 

c) Ensuring our fundraising strategies are guided by the needs and priorities of the larger VSO 

RHAISA strategy  

VSO RHAISA seeks to integrate its funding plan with each of the Country Funding Plans (CFPs) in its 
regional scope to ensure that country and regional funding both complements and supports each other.  

VSO RHAISA values a wide array of funding arrangements with its partners, including in-kind support in 
the case that our programmes require special tools and equipment (e.g. phones for our mobile phone 
shop projects). We also seek to build strong relationships with INGOs, NGOs and other key players, 
especially as we approach opportunities for consortium bidding, recognizing the importance of playing 
off each others’ strengths and avoiding duplications of projects and programmes in the region. VSO 
RHAISA should also utilize the expertise of its partners on the ground and involve them as key inputs and 
consultants in proposal development processes.  

VSO RHAISA is positioned to both bid on and attract large strategic funding (either by  leading on work or 
in consortiums with others) and with that anchor funding secured, also able to absorb smaller amounts of 
funding from smaller trusts, foundations and major donors more effectively. 

We will work to create a hub for resources and signature packages detailing VSO RHAISA projects in order 
to support and expand our donor engagement efforts.  

8.2 Human Resource mobilisation  

In order to ensure the right people are brought together in the right places and at the right time, VSO 

RHAISA’s human resource mobilisation plan starts with a workforce planning exercise, in which we 

address the following: 

 Identification of existing human resources within VSO RHAISA (e.g. employees, volunteers) 

 Identification of the human resources necessary to achieve our objectives with maximum 
efficiency 

 Identification of the gaps between the existing and required human resources 
 

A crucial next step of the workforce planning exercise involves strategic decisions about how we can best 

fill the gaps between the existing and required human resources. VSO RHAISA values the following 

strategies as options: 

 Act as sub-partners for local organisations by imbedding long and short-term volunteers 
(international, Diaspora and national) within organisations to build capacity appropriately  

 Recruit corporate volunteers, typically for short term placements in which we capitalise on their 
expertise and which focus on skills transfer  
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 Welcome the potential of e-volunteers, when the skills gap can be handled remotely and to 
allow for more flexibility from the perspective of the volunteer. This flexibility also greatly 
expands the pool of professionals from which we can recruit. E-volunteering is especially 
relevant when it comes to research and report writing. An example of an ideal placement could 
involve a volunteer researching in country for 3 months on the ground and then continuing for 
another 3 months back home through e-volunteering, writing reports and consulting on a regular 
basis with the programme 

 Recruit consultants and interns for technical expertise and necessitated value additions 

 Recruit and retain employees on permanent and fixed-term contracts when the skills gap merits 
high-level, ongoing support 

9. Sustainability and Exit plan  

Our sustainability and exit plan is focused on the regional approach in coordinating, planning and 

implementing our programmes by using partners experience on regional and national knowledge sharing 

focusing on stronger and more sustainable partners. 

Through VSO partnerships and International Volunteers, strong collaboration between partners and 

stakeholders, and more importantly the development of partner and regional and national stakeholder 

networks that will help sustain their work. 

VSO focuses on strengthening existing organisations and government initiatives so that our intervention 

is strategically focused and catalytic. We ensure control remains in the hands of local stakeholders that 

will help ensure long term change. And, because volunteers are able to provide ongoing mentorship and 

are embedded with partners over time (i.e. they are not once off consultants or providing periodic 

trainings), there are more profound and lasting changes we see within partner organisations (for example  

well established systems, lasting skill knowledge, attitudinal and behaviour changes, increased 

confidence and leadership to use new skills and inputs) and within communities (for example  increased 

social cohesion, cooperation, awareness of issues affecting the communities and ability to work together 

to address them). 

The exit strategy for each of our component projects is an ‘entry strategy’ for our partners. VSO RHAISA 

builds the capacity of systems so that when we end a set of programme activities, the capacity to 

continue is built in. Our whole approach is aimed at developing competences, systems and policies which 

drive the continuation of the work through the institutions themselves. 

10.  Annexes 

 Annex 1: Log frame 

 Annex 2: Country data relevant to SRH 

 Annex 3: Comparison  HIV prevalence between communities and prisons 

 Annex 4: Risk analysis and mitigation strategy 

 Annex 5: Partnership type, role and added value 

 Annex 6: VSO RHAISA Organogram  
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