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1. In Context 
 
The member states of SADC have been responding to the HIV epidemic for more than two 
decades. The combined experience of the member states is over 200 years yet these rich 
experiences have not been fully harvested or systematically documented to guide the 
member states and the region at large, in the design and implementation of HIV and AIDS 
interventions. One of the most useful avenues for strengthening the response is through 
sharing Best Practices on HIV and AIDS between and within themselves. Best Practices aim 
to guide and maximise efficiency and effectiveness in responses to the various facets of the 
epidemic. 
 
SADC is fully committed to the challenge of controlling the epidemic. The Maseru 
Declaration on Combating HIV and AIDS recognises “ – that within the SADC Region there 
have been successes and Best Practices in changing behaviour, reducing new infection and 
mitigating the impact of the HIV and AIDS pandemic, and that these successes need to be 
rapidly scaled up and emulated across the SADC Region”. Both the SADC Strategic Plan 
and Business Plan on HIV and AIDS advocate the sharing of Best Practices between and 
within member states. 
 
To provide a systematic working definition for a SADC HIV and AIDS Best Practice, and 
standardise documentation methodology, the SADC Framework for Developing and Sharing 
Best Practice on HIV and AIDS was designed. In line with this aim, SADC, in 2007, 
commissioned the documentation of Best Practices in four Member States: Mauritius, South 
Africa, Zambia and Zimbabwe, where Best Practices were identified through a 
comprehensive selection process involving Governments and National Co-ordinating 
Bodies.  
 
The documentation of these Best Practices will stimulate and encourage the exchange of 
ideas, and increase collaboration and co-ordination among the multiple actors and 
institutions responding to the epidemic across the region. It is against this backdrop that the 
Inkwanca Home/Community Based Care project of South Africa has been documented as a 
Best Practice. 
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2. Supporting the SADC HIV and AIDS Best Practice   
Framework 

 
2.1  Documenting HIV and AIDS Best Practices 
For HIV and AIDS organisations, Best Practice documents are important for sharing 
knowledge, experiences and lessons learnt, both internally and externally.  
 

“ Don’t reinvent the wheel, but learn in order to improve it, and 
adapt it to your terrain to make it work better.” While this 
metaphor is clearly too simple, it certainly captures the essentials 
of what Best Practice is all about.”    
     - Aidsnet 

 
 
“Best Practice” documents are unique documents that describe and evaluate - against 
specific criteria - detailed elements of a programme, project or activity which have 
contributed towards successful interventions in the response towards HIV.  
 
Best Practices support a continuous process of learning, 
feedback, reflection and analysis of what works (and what 
does not work), and the reasons why. The purposes of 
documenting a Best Practice include: 

• avoiding duplication of effort (within the same 
target area) by sharing information and lessons 
learned 

• promoting knowledge exchange and learning to 
improve and adapt effective strategies of 
intervention, within specific environments 

 

2.2 In Harmony with SADC Framework for HIV and AIDS Best Practices            
The SADC Framework definition describes a Best Practice on HIV and AIDS as one that has 
four essential components: body of knowledge; practical experiences and lessons learned; 
replication; and mitigation.   
 
The SADC Best Practice Business plan envisages the development of a database of Best 
Practices, and towards this end, a series of Best Practices among Member States is being 
identified and documented to meet the seven Best Practices Criteria as stipulated by SADC.  
 
Thus the overall purpose of this document is to share how, 
Inkwanca Home/Community Based Care project of South Africa 
meets the seven Best Practice criteria as stipulated by SADC, and 
whether it can be replicated by the multitude of actors and 
institutions responding to the epidemic across the region. 
Ultimately, the SADC Best Practices Framework, should catalyse 
increased collaboration and co-ordination – within and among 
Member States - towards a sustained and effective response to 
HIV and AIDS in keeping with the Maseru Declaration. 

“ A Best Practice on HIV and AIDS is a 
body of knowledge about an aspect of 
HIV prevention, treatment or care that 
is based on practical experiences and 
lessons learnt in a maturing field that 
can be replicated to improve the 
quality of an intervention that has as 
its objective the mitigation of one 
aspect of the HIV epidemic”  

-          SADC Framework  for  
Developing and Sharing Best 

Practices on HIV and AIDS  
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2.3  SADC Best Practice Criteria and Definition 
The SADC Framework for HIV and AIDS Best Practices, defines the primary purposes of a 
Best Practice as being a practical instrument that facilitates sharing within and between 
Member States in order to assist local authorities to scale-up interventions based on what is 
known to work –through documenting, understanding and appreciating good experiences; 
facilitating learning of what works and what does not; sharing experiences; and assisting 
replication of small and successful interventions on a larger scale. The criteria are explained 
in detail below: 

1. Effectiveness 
A Best Practice must have clear objectives, guided by identified community needs 
established through a baseline study and must show that it is achieving these objectives. 
The community participates from project inception, to implementation, monitoring and 
evaluation of the project. 
 
2. Ethical Soundness 
An ethical practice is one that upholds social principles and professional conduct.  An 
intervention is a Best Practice if it does not violate human rights, respects confidentiality 
as a principle, embraces the concept of informed consent, applies the “do no harm” 
principle, and works towards the protection of interests of various vulnerable groups. 

 
3. Cost Effectiveness 
Cost of delivery for a cost effective programme is proportionate to available resources, 
that is: “the capacity to produce desired results with a minimum expenditure of energy, 
time or resources.1”  The intervention should have in place cost saving and reduction 
systems.  The programme should provide a standard package of HIV prevention, 
treatment or care products and services, at a reasonable cost. This should result in an 
increased number of community members whose quality of life has improved through 
programme products and services. Efficiency measures the capacity of the programme 
to produce desired results with minimum expenditure of energy, time and resources.  
 
4. Relevance 
All HIV interventions need to take cognisance of the specific context in which they take 
place, and take into account cultural, religious and other norms, political systems and 
socio-economic environment insofar as they affect vulnerability, risk behaviour, or the 
successful implementation of a response. 
 
5. Replicability 
Inherent in a Best Practice, is that it can be copied, and that it acknowledges the need to 
discover interventions that set an example. 
 
6. Innovativeness 
A Best Practice may show a unique way of implementing a programme that is more 
effective or saves resources. 
 
7. Sustainability  
Sustainability is the ability of a programme or project to continue effectively, over the 
medium to long term. This can be strengthened through community ownership of the 
project, and when skills transfer takes place.  Sustainability should take into cognisance 
financial sustainability, marketing and awareness building of the project. 

                                                 
1 International Federation of the Red Cross and Red Crescent Societies. Best Practice Document, 2006. 
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Framework for SADC HIV and AIDS Best Practices 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
Figure 1:  Framework for SADC HIV and AIDS Best Practices 
 
This Best Practice document marks a step towards operationalising the above Framework 
and: 

• Validates the Inkwanca Home/Community Based Care project of South Africa 
as an HIV and AIDS Best Practice in the area of providing a source of local 
financing for the national HIV and AIDS response 

• Adds to the body of knowledge on multi-sectoral multi-disciplinary home-
based care programmes that have worked, and their key elements  

• Stimulates replication of programmes that utilise local resources, are 
community sustained and encourage HIV risk reduction 
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3.  Methodology 
 
The methodology applied for this documentation was based on the SADC Framework for 
HIV and AIDS Best Practices. It sought to determine and confirm the four essentials for the 
identified Best Practice, by assessing its: 

• Contribution to the body of knowledge in the area of providing a sustainable source 
of local financing for the national HIV and AIDS response 

• Ability to offer practical experience and lessons learned from its implementation in 
Molteno, South Africa 

• Extent of replicability in countries in the region and elsewhere as well as in other 
structures and organisation; and 

• Contribution to mitigation of the impact of HIV and AIDS and subsequently the 
spread of HIV, and impact mitigation of AIDS in South Africa  

 
In accordance with the SADC Framework, in order for this programme to be classified as an 
HIV and AIDS Best Practice, it needed to demonstrate the following criteria: 

• Effectiveness: by showing achievement of clearly outlined objectives  
• Ethical Soundness: by illustrating its ability to uphold human rights and meet 

universally accepted ethical standards 
• Cost effectiveness: by showing that it is efficient and does not waste resources  
• Relevance: by taking cognisance of the specific context within which it is being 

implemented, taking into account cultural, religious and other norms 
• Replicability: by displaying characteristics that make it easy to copy 
• Innovativeness: by showing a new way of implementing a programme that is more 

effective and saves resources 
• Sustainability: by displaying the ability to continue to deliver benefits  

 
The following data collection methods were employed, using a triangulation approach: 

• Focus Group Discussions (7 FGDs conducted with groups of different beneficiaries)  
• Key Informant Interviews (8 policy makers, project implementers (Inkwanca staff) 

and stakeholders. 
• Programme Implementer Interviews (8 interviews were held with programme 

implementers and relevant government departments ) 
• Literature review (programme and national records and documents) 
• Observation data  (site visits) 

 
Annex I outlines the methods of data collection, data collection instruments, the target 
groups, the sample size and the method of analysis.     
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4.  Background 
 
4.1   An Overview 
According to the World Health Organization, home-based care is the provision of health 
services by formal and informal caregivers in the home to promote, restore and maintain a 
person’s maximum level of comfort, function and health, including care towards death. 
Community or home-based care can easily be accessed by consumers near their homes to 
ensure their needs are responded to in a timely manner. Thus full participation of community 
members is encouraged.  
 
Due to the impact of HIV and AIDS, in the year 2000, the South African government, 
through Cabinet, identified Home/community-based care as a priority to reduce the impact 
of HIV and AIDS on communities. Cabinet mandated the Departments of Health and Social 
Development to take the lead in establishing and implementing HCBC programmes. Both 
departments were also mandated to ensure the scaling up of the programme in the country. 
More than 2,160 HCBC organisations have been established in the country since the 2000 
cabinet mandate. Five model options were developed to provide the necessary guidance to 
establish programmes taking account of communities’ social, economic and cultural 
diversity. 
 
South Africa, like all countries, has limited medical resources and not all who need health 
services are able to access them from public hospitals or from other formal health public 
institutions. HCBC organisations are therefore important in providing back-up for people who 
need extended care, for whatever reason. The government established Home/Community 
Based Care programmes as one of the strategies to mitigate the impact of HIV and AIDS, 
other chronic illnesses as well as to provide care to orphans and other vulnerable children in 
communities. It was conceptualised on the premise that, because of the escalating AIDS 
epidemic, the complications of a rise in non-communicable disease combined with an 
impending ageing population, HCBC was the best strategy to provide care for people living 
with the disease as well as provide access to prevention information to OVC and to the 
uninfected population.  
 
While the home/community-based care programme was conceived at the national level, the 
process entailed advocacy and lobbying of key players, including non-governmental 
organisations and partners at provincial and local levels of government. Some of the 
challenges caused by the HIV epidemic that HCBC programmes were intended to alleviate 
are:  

• The increased number of children in distress caused by AIDS. 
• Stigma experienced by HIV and AIDS infected and affected families. 
• Increased numbers requiring hospitalisation due to HIV-related illnesses and the 

consequent shortage of hospital beds. 
• Inadequate numbers of medical, nursing and allied health professionals (public 

sector) 
• High cost of institutional care. 
 

At the national level, the Departments of Health and Social Development lobbied at 
provincial and local level regarding the implementation of home/community-based care 
through the allocation of financial resources. In the financial year 2000/2001, the National 
Integrated Plan (NIP) was formulated as a funding mechanism to fund home/community 
based care .  
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HCBC programmes were primarily designed to reach out to: 

• People at risk or frail older persons. 
• People with moderate to severe functional disabilities. 
• People recovering from illness, in need of assistance. 
• Terminally ill persons. 
• Persons living with HIV and AIDS or other debilitating diseases. 
• Orphans and vulnerable children. 
• Any other disadvantaged group/person in need of such care. 
• Older persons.  

 
 
4.2   Inkwanca Programme  
Inkwanca is an HCBC programme located in Molteno, in the northern part of the Eastern 
Cape. Molteno is part of the Inkwanca Municipality in Chris Hani District and is situated 80 
kilometres north of Queenstown. The district is mountainous and experiences cold 
temperatures, hence the name ‘Inkwanca’, an isiXhosa word meaning ‘cold’. The area also 
experiences poor social and economic conditions.    
 
The district was officially established in 1974 following significant population growth as a 
result of the establishment of coal mines on farms in the area. In the 1870s Molteno was 
flourishing and the coal mine provided employment for the majority of Molteno residents. 
The town flourished for years from the income derived from coal and the coming of the rail 
way to the north, at the end of the 19th century put Molteno on the economic map. However, 
once higher quality coal was discovered in other parts of the country, the are began to 
decline as coal mines closed and mines and power stations were set up in other areas. 
 
Soon after the closure of the mines, the social and economic situation of Molteno and 
another nearby town, Sterkstroom, deteriorated significantly. Poverty and unemployment 
levels increased dramatically to the point where Molteno and the neighbouring communities 
are among the poorest in the country. It has an unemployment rate of some 97% (33,638 
people). The main source of livelihood is agriculture, with cattle farming being the most 
common activity.  
 
The HIV prevalence rate for Eastern Cape and Inkwanca is estimated at 11% and the 
adverse effects of HIV and AIDS have negatively impacted the inhabitants of Inkwanca, 
claiming thousands of lives and leaving thousands of children orphaned and vulnerable. The 
old and poor are faced with the challenge of looking after these children. Those living with 
HIV must face the challenge of inadequate nutrition and poor access to health facilities for 
care and treatment.  
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5.   Inkwanca Home and Community Based Care (HCBC) Project  
 
5.1  Program Start-up 
The Inkwanca Home-based Care Centre was initiated by Mrs. Sophie Manxala in 2002, who 
at the time, was working as a nurse in Molteno Hospital. The project was born out of her 
desire to address the gross prevailing social and economic challenges faced by various 
groups in her community, including youth, children and HIV-affected families. Having 
observed and experienced some of the social and economic problems facing the Molteno 
community Mrs. Manxala and other volunteers established a soup kitchen to provide food 
for OVC and the neglected elderly.  
 
The Soup Kitchen project was so successful that it soon faced a new challenge - that of 
satisfying the huge demand for the service. The infrastructure of the operation could not 
match the demand for its service and a larger space was needed. In an effort to resolve this, 
the project initiators made significant efforts to gain community buy-in and in particular, to 
advocate for access to a larger building to continue existing operations and to reach out to a 
larger number of beneficiaries. They shared their vision with the local municipality, the 
Department of Social Development, the Department of Health, traditional leadership and 
other stakeholders in the Eastern Cape area and following this lobbying process, a 
constitution was drawn up to guide the operations of the centre. The objectives of Inkwanca 
are to:  
 

• Provide food for orphaned, abandoned and neglected children 
• Provide a place of safety for abused women and children 
• Provide a step-down facility for terminally ill people, especially those affected by HIV 

and AIDS 
• Provide counselling for abused women and children 
• Provide counselling for terminally ill people and their families 
• Provide shelter for orphaned children 
• Train peer evaluators and peer counsellors in home-based care 
• Network with other organisations providing HIV and AIDS services 
• Increase the capacity of orphaned, abandoned and neglected children 
• Develop income generating projects 
• Provide counselling and support to substance abusers 

 
Since the need for the service was so great it did not take long for the community to offer 
their full support. The project began receiving various contributions from the community, 
including weekly donations of foodstuffs from the Molteno Christian Outreach Project, and 
the donation of a larger building, with furniture, from the Women Christian Trust. 
 
New volunteers were recruited and trained on how to conduct community door-to-door 
sensitisation on the initial objectives of the project, which resulted in a series of door-to-door 
campaigns that drew further support from Molteno community members. During one of his 
community visits, the Member of the Executive Committee (MEC) Honorable T.Mhlahlo) met 
caregivers sensitising community members about HIV and AIDS. He was very impressed 
with this initiative and he followed up with a visit to the centre. This resulted in subsequent 
efforts to source funds for the renovation of the building. Several notable figures in the 
business and political spheres in the district and province began frequenting the project site, 
providing leeway for other government departments, such as the Department of Public 
Works, to get involved in the project. Key linkages were established with Molteno Hospital 
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and the Department of Health (DOH) which capacitated the project with training on how to 
go about conducting home-based care. Meanwhile the Department of Social Development 
(DSD) played a key role in identifying OVC and giving technical and financial support to the 
project. The Department of Agriculture began offering donations of Irrigation machines to 
support nutrition gardens, and the Department of Education facilitated the training of early 
childhood development (ECD) teachers. Other donations began trickling in from the faith-
based sector, NGOs and the local community. 
 
Due to the increasing need identified during the community campaigns, for support for OVC, 
the unemployed, and households who required care and support for ill members or who had 
poor nutrition security, the need for a comprehensive and systematic community needs 
assessment became apparent. As a result a community consultative meeting was held to 
establish which community needs the project should address. Vital information was obtained 
including demographic characteristics, HIV infection rates, and pupil performance in 
schools, as well as employment and poverty levels. These formed the basis for the project 
activities that exist today and included an assessment of the resources needed to carry out 
their mandate. A detailed situational analysis and mapping of the area of operation. 
followed, including  Transect throughout the community where the most pressing needs 
were established. Community Neighbourhood Watches were also formed at this meeting so 
that at risk individuals, in the community such as OVC would be identified to the project 
workers.  
 
  
5.2    A Multi-disciplinary Approach in Action  
 
Success in Integrated Service Provision 
Inkwanca has successfully employed the Integrated Home/Community Based Care Centre 
Model, which includes a multi-disciplinary approach to HCBC, beyond simply offering the 
basic package of care within the home. 
 
In this model, Inkwanca is, on the one hand, a drop-in-centre for OVC, and on the other, has 
as its main focus, the provision of services to People living with HIV (PLHIV) and other 
vulnerable groups, such as the elderly, as well as those with little or no access to food and 
nutrition. Recently its services have been extended to providing shelter and relevant referral 
services for women and children who are survivors of violence and abuse, neglected 
children and the neglected elderly. The centre is professionally managed by the project 
Director, caregivers and a team of volunteers. The DOH provides technical support to the 
project through capacity building trainings, and provides approximately 70% of the project 
income for administration, transport costs, stipends for volunteers and other running costs. 
The Department of Education supports the Early Childhood Development Programme which 
runs as a day care centre. The local municipality also gives support through the provision of 
fuel and other essentials. The business community, the church and other faith-based 
organisations and NGOs contribute in cash or in kind; food stuffs, materials, and school 
requisites for children.  
 
The centre also acts as a referral centre both to and from the hospital and clinic, as well as 
the police stations and the criminal justice system. It acts as a halfway house for survivors of 
abuse and as a Day Centre for children from HIV affected families. Home-based care 
workers also support children from households with ill parents or that are child-headed, with 
their homework during their daily visit, and ensure that the children have eaten and are 
dressed and prepared for school each morning. Children on ART are supported to adhere to 
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their treatment regimen, and nutrition support is given daily to enable adherence to ART. 
The project has also supported the establishment of several PLHIV groups, providing a 
much-needed point of support for PLHIV. Coupled with this, the centre offers basic skills 
building in various crafts such as sewing and bead-work, which has allowed PLHIV and 
other unemployed members of the community to develop a source of work and income. The 
income from the centre’s various activities is channelled back to contribute to the 
sustainability of the various services provided by the Centre. The Inkwanca Project model is 
summarised in the chart below 
 
 
 

 
  
 
Figure 2: The Inkwanca Integrated Home/Community-based care centre Model 
 
 
5.3    Key Programme Activities 
In relation to the project objectives Inkwanca Home Based Care Project provides a 
comprehensive range of activities and services to support OVC and PLHIV in Molteno, and 
the surrounding towns of the northern part of the Eastern Cape. These are:  
 
Nutritional Support 
To support PLHIV on treatment as well as OVC, the centre runs a communal garden where 
vegetables are produced, contributing to their nutrition security. The centre also receives 
food contributions from donors, government, local farmers and individuals and NGOs.  The 
centre has continued to run the Soup Kitchen to provide food to destitute members of the 
community and to needy families. The kitchen, which is attached to Molteno hospital, has 
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been developed comprehensively. It is well equipped and it is run by four women who 
prepare food for children attending the day-care and aftercare centres. It is estimated that 
about 250 children receive food from the centre every week.  

 
The centre has also developed an initiative called “Meals-on-Wheels”, where food is 
prepared and distributed to those who are unable to reach the centre due to physical or 
economic constraints. This is done on Mondays, Wednesdays and Fridays.. The centre has 
use of a vehicle offered by members of Christian Outreach, a local faith-based organisation 
and farmers in the surrounding area. Food supplements are also delivered to PLHIV and 
those who are unable to take solid food.   
 
This initiative has greatly improved the quality of life of PLHIV, particularly those on ART 
who need good nutrition for their ARVs to work effectively. It has also been extended to 
OVC at the centre – some of whom are HIV positive though only a few are on antiretroviral 
therapy (ART). 
 

 
 
Figure 3: The Soup Kitchen   
 

 
Figure 4: Children at the Day Care 
Centre  

 
Community Mobilisation and Sensitisation 
One of the key activities of Inkwanca is to reach out to nearby communities and sensitise 
them on issues around HIV and AIDS, an activity which has been conducted successfully. 
Families of the terminally ill are constantly provided with information by volunteers through 
door-to-door home visits. Awareness campaigns on HIV, TB and related illnesses are held 
regularly with community members, either through door-to-door home visits or during “open-
air” discussions. Incorporated in community sensitisation are also issues of hygiene, 
nutrition, safer sex, good diet, abstinence and life skills. The volunteers use community visits 
as avenues to distribute condoms to the community and households and in public places 
such as pubs and taxi ranks.  
 
Support and Care to OVC 
The centre, through the Community Neighbourhood Watches and Department of Social 
development (DSD) has identified and is supporting over three hundred OVC. The OVC 
receive care and support from the centre on a daily basis. School uniforms are produced 
and given free to OVC who are unable to attend school due to financial constraints. The 
centre also runs a day-care facility which caters for 30 children under the age of seven. Most 
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of the children attending for day-care are OVC or are from HIV affected households. Three 
teachers are attached to this facility to care for the children’s comfort and psychosocial well-
being and to ensure that those on ART are adhering to their drug regimen. The children also 
receive early childhood education and food from the centre, while “meals on wheels” are 
provided to the young children who are unable to go to the centre. 
 
 

Figure 5: Communal Vegetable Garden 
 

Figure 6: Meals-on-Wheels 

 
 
Besides the day-care facility, the centre also runs an aftercare facility. This facility caters for 
OVC aged between seven and 17 years. In this facility, the basic needs of the OVC are 
assessed, after which school requisites such as uniforms, shoes, books are provided. The 
aftercare programme is used to provide OVC with services from the social worker and the 
professional nurse. The centre also negotiates with school authorities on behalf of the OVC, 
for the waiving of school fees. In addition to educational activities and assistance with 
homework, the aftercare programme is supported by a programme of sports and art for older 
children and adolescents. These programmes teach children different skills and provide an 
opportunity for the youth volunteers who run them to get to know the children and provide 
counselling to those who need it. 
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Figure 7:  Some of the OVC at the After Care centre with Project Director (extreme left) 
and other staff at Inkwanca 
 
Social Security 
Inkwanca provides shelter and a safe house for abused women and children, acting as a 
referral centre for the nearby police station. Cases of abuse from the police are referred to 
the centre for counselling and psychological support. Community Neighbourhood Watches 
also refer risk cases to the centre. The centre has a dormitory room available for women and 
children at risk and survivors of abuse. It is an extension of the larger centre and has twelve 
comfortable beds. The centre employs a security guard on a 24 hour basis. 
 
Tailoring Workshop 
One of the most successful income generating 
activities is sewing. The centre runs a well 
equipped tailoring workshop, with the latest sewing 
machines. Garments produced include dresses, 
shirts, trousers and skirts. These are produced 
primarily for the OVC, while some are sold to 
supplement the main budget. This activity is 
managed by a staff member qualified in fashion 
design. Currently there are four volunteers in this 
activity, among them PLHIV. This activity 
embraces the principles of meaningful involvement 
of people living with HIV and AIDS (MIPA) and has 
shown by example that PLHIV can be productive 
members of the community.  
 
 
 
 
 
 
 

 
Figure 8: Sewing activities 
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Weaving Project 
This activity is reserved for people living with disabilities. They are actively involved in 
making washing baskets and carpet weaving. This team expressed great satisfaction for the 
respect and treatment they have received from the project staff and community members. 
Because of their involvement in this activity, they have gained respect and prestige within 
the community, and the welfare of people living with disabilities has greatly improved. 
 
Counselling and Psychological Support 
The centre provides counselling and psychological support to PLHIV, OVC, abused children 
and women, as well as to the neglected elderly. The centre has a retired professional nurse 
and two qualified counsellors who ensure that other caregivers are trained to provide health 
care services at homes. Counselling is also provided to those who have disclosed their HIV 
status at the centre. Pre- and post- HIV test counselling is regularly conducted at the centre, 
as a result of its strong relationship with the departments of Health and Social Development, 
and the surrounding clinics and hospital. There is regular referral of cases between these 
partners. The nurse frequently attends to sick OVC during the day-care and aftercare 
sessions.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 9:  Products of the sewing sub-project of the Inkwanca HCBC Project 
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Home-based Care 
Each home-based care worker has ‘adopted” a household and they continue to support the 
household even after those they originally cared for, are deceased. The main support they 
continue to offer is to the children of the household, in helping them with their homework, 
monitoring their attendance at school, ensuring their nutritional security and that their basic 
needs are met. During the daily visits, the home-based care givers also do assessments to 
determine the socio-economic and psychological needs of household members and they 
ensure referrals are made accordingly.  
 

5.4    Evidence of Best Practice 
The Inkwanca Project is indeed an HIV and AIDS HBC Best Practice and can readily be 
replicated in various contexts, on a smaller or larger scale, across the country as well as in 
the region. The project demonstrates the following elements, necessary and sufficient for a 
best practice:  
 
1)  Effectiveness 
Inkwanca has been effective in meeting its objectives. Enshrined in its constitution and in 
the project inception report, are clear, specific and measurable objectives that are being met 
in the various project activities. These objectives are shaped around the current social, 
cultural and economic situation of the district. Prior to the commencement of the project, a 
situational analysis was undertaken. Demographic information including population size 
broken down by gender, pass rates in schools, employment and unemployment rates, 
climatic conditions and HIV infection rates was collected. This provided a clear view of 
Molteno’s situation and a basis for the mission and objectives of the Inkwanca HCBC 
project. 
 
The effectiveness of the project model is also due to the fact that is in line with South 
Africa’s HIV & AIDS and STI National Strategic Plan (NSP) 2007–2011. The model 
employed by the project is multi-sectoral, integrated, and holistic in its approach to mitigating 
the effect of HIV and AIDS. Various sectors including social welfare, education, agriculture 
and health are brought together in a single project to tackle the problems being experienced 
in the community; issues of poverty, OVC, gender based violence, child abuse, 
unemployment, youth empowerment, VCT, referrals, and early childhood education are all 
dealt with in this model. This is in line with the NSP, which emphasises that HIV and AIDS 
can be effectively dealt with using an integrated and holistic approach and paying particular 
attention to the vulnerable groups in society. “Inkwanca is simply a perfect example of how 
civil society, government and other stake holders ought to work in collaboration to fight the 
pandemic.” 
 
It is undeniable that the deep sense of community ownership and community participation in 
the project has ensured the flourishing of the Inkwanca project. The project volunteers have 
been mobilising community members from the beginning of the project through door-to-door 
campaigns. These daily visits have also been used to educate the community on HIV and 
AIDS issues, and to identify the needs of the community. These services have been 
rendered to the community continuously since 2002, Today community members have no 
difficulty identifying themselves with the project. Reciprocal consultations between the 
community and project staff are done frequently, and this has contributed significantly to the 
success of project performance.  
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“We always attend the meetings whenever the project staff calls upon us. We 
say to them what our guardians need and they listen. We are given chance as 
community members to discuss community needs at such meetings. As far as 
we are concerned there is no other project in this district that is close to us like 
this one”.-Community member.  
 

As evidence of its effectiveness, Inkwanca has managed to develop OVC and other 
vulnerable children through recreational and educational activities. School uniforms are 
made and provided free to OVC and vulnerable children. Consequently OVC who were not 
able to attend school due to lack of uniforms are now back in school. School attendance and 
performance have significantly improved. An aftercare facility created by the project to help 
school children with school homework, acts as an emotional and psychological support 
strategy for OVC – many of whom are from child-headed households. Nutritional support 
provided to people living with HIV and AIDS has enhanced the quality of life in HIV and 
AIDS affected households Access to treatment for people living with HIV and AIDS has also 
improved, as transport can now be provided through a vehicle donated to the project by a 
well-wisher. In addition, there has been a reduction in the number of people needing to 
attend the nearby hospital and clinic because the Inkwanca project attends to some of their 
health needs. 
 

Figure 10: Basket Weaving at Inkwanca Project 
 

Crime rates in the project site have also noticeably reduced because the youth are now 
involved in meaningful income generating activities such as weaving, gardening and 
tailoring. Sport has also been used as an effective strategy to prevent the youth from being 
involved in negative social behaviours. 
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“Our health care workers have committed themselves through the volunteerism 
mechanism to ensuring that Primary Health Care, OVC and Home Based Care 
services are rendered. These good Samaritans have gone for more than three 
years rendering these services without any compensation. The existence of the 
Inkwanca Home Based Care Centre is really a blessing from heaven. Now 
thousands and thousands of people from its area of operation are benefiting 
from these services and do appreciate it. Mrs. Manxala and her dedicated team 
are the kind of people that when you look for them on the left hand side you 
actually risk finding them on the right. This is because of their respect for time 
and what the future brings” 

 
The project has fully recognised gender issues and dynamics in the community, and within 
its activities and beneficiary-reach. The fact that the Inkwanca director is female is an 
inspiration for women in the community. Inkwanca is also remarkably sensitive to gender in 
the execution of the project activities and services. Through community outreach, women 
are provided with adequate information on HIV and AIDS, resisting gender violence and on 
their rights.  The project has robust operational systems in place, including their finance and 
administrative mechanisms. Clear steps are taken to ensure that resources are used to 
meet the objectives of the project. The project exhibits effective documentation of income 
and expenditure; for instance monthly quarterly and annual financial reports are regularly 
produced and submitted to the DoH and DSD. Financial audits are also available for the 
project.  
 

“When the auditor general made a spot visit to the project, he was surprised to 
see how efficient their books were, and that their reporting was timely and all 
was transparent and running smoothly in terms of financial management. This 
has made us proud” -Staff member at the Provincial Office, Department of 
Health 

 
2)  Ethical Soundness 
Inkwanca is ethically sound in its interaction with clients particularly PLHIV, OVC and 
survivors of abuse. It has embraced a “rights-based approach” in its operations. Ethics and 
respect of human rights requires that beneficiaries be treated as equal, autonomous and 
intrinsically valuable, irrespective of their situation or gender. Project activities are also 
tailored to the cultural and environmental needs of the community. Members of the 
community with different sexual orientation, such as lesbians and gays, have been 
encouraged to be part of the implementing staff. 
 
Confidentiality and informed consent are key principles adhered to by all project staff. 
Caregivers constantly undergo training in issues relating to VCT and HIV positive status 
disclosure. No project staff member is allowed to divulge confidential client information to 
anyone, even fellow staff, unless the client gives permission. Trained social workers and a 
psychologist are mandated to ensure that these principles are upheld by other staff. As a 
result of its adherence to the above principles, the project is highly respected by PLHIV, 
OVC and community members in general. The project has fully adopted the principles of 
MIPA in its operations; PLHIV are regularly consulted, and their views influence project 
management decisions. PLHIV interviewed were quick to confirm that they feel respected by 
the project staff and are not discriminated against in accessing programme services. The 
involvement of PLHIV is critical, especially in relation to driving the anti-stigma and 
discrimination messages within families and communities where PLHIV reside.  
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“I had difficulties in disclosing my status to anyone because I was scared of 
stigma. I then decided to disclose it to one of the project counsellors and to the 
director. They kept this information in confidence. With their encouragement, I’m 
now free to wilfully disclose my status to other people” - PLHIV 

 
3)  Cost Effectiveness 
Inkwanca has put in cost effective and cost saving measures in the delivery of services to 
the community. Currently the project owns and run a large, irrigated, communal vegetable 
garden, which produces food for the needy. However, when the yield is high, the surplus 
vegetables are sold to the community at a reasonable and affordable cost. The money 
raised through this activity is fed back to support project activities. The project also runs 
tailoring, weaving and beading workshops. Products from these workshops are also sold to 
communities, to supplement donor and government funding. 
 
There is significant community commitment to the Inkwanca Project. All project staff are 
from Molteno. They have committed to offer their services to their community in a voluntary 
or minimal pay capacity. Being part of the community themselves, they fully appreciate the 
critical needs of the community and are aware of local cultural issues in the way they treat 
clients.  
 
4)  Relevance 
The relevance of this project cannot be over emphasised, particularly as an HIV and AIDS 
related community response.  The HIV prevalence of Eastern Cape where the project is 
located, stands at about 11%. This is very high and is especially problematic in an area with 
97% unemployment and correspondingly high poverty levels. For Molteno, the HIV epidemic 
has left thousands of families disintegrated and devastated in its wake.  Breadwinners have 
been lost and old grandparents have been left to take care of the orphans. The 
grandparents are too old to care for young children and generally do not have the means to 
support them. Without the Inkwanca project, these OVC would become drop-outs as there is 
no one to pay for their school fees and provide uniforms  They would end up on the streets 
where they would turn to juvenile delinquency and promiscuity, and be at great risk of HIV 
infection, creating a vicious cycle.  
 
Thus Inkwanca Project could not have come at a better time in Molteno, responding to the 
multiple challenges described above. The project has addressed the socio-economic 
challenges associated with OVC, HIV affected families, child-headed households, 
unemployment, nutrition insecurity, access to education, and home-based care for the   
chronically ill.  
 
The project’s value to the community it serves is readily substantiated by the community 
support and acceptance the project has secured. The Government of South Africa has also 
recognised the project’s positive contribution evidenced by the continued financial and 
technical support availed by various departments: the Departments of Social Development 
and Department of Health, departments of Agriculture and Education, and Public Works. 
The MEC for the Province has given the Inkwanca Project various awards for its successful 
programming and the services provided to the community  Political, business, religious and 
traditional leadership commitment and support for the programme further reinforces the 
relevance of the services it renders and the socio-economic and health gaps that are closed 
by its activities.  
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“…..What makes me very happy about Inkwanca HCBC is the fact that I have 
been given something meaningful to do. Instead of spending time stealing or 
using drugs I’m here sewing and mixing with these kids. I would like to see a lot 
of similar projects in other parts of the country, this will reduce crime especially 
those committed by the youths….  ”- Youth. 
 

5)   Replicability 
The Inkwanca model has the potential to be replicated within the country and throughout the 
region. The project is simply run and this also makes it easily transferable. Its integrated 
approach makes it simple to repeat in similar situations or to be adapted to suit different 
situations. Depending on the local and prevailing conditions,  a community need not copy all 
the activities done by Inkwanca, but simply select one or more activities relevant to the local 
setting. Similarly, the processes employed by the project are simple but effective and can 
easily be replicated in specific contexts or at a broader level. Many rural districts in South 
Africa as well as the whole SADC region face the same challenges as the Molteno 
community; they are characterised by high levels of poverty and unemployment, high 
numbers of OVC and high HIV prevalence.  
The Inkwanca model has already been replicated on a small scale in a nearby district called 
Strekom at a site called “green house”. The staff from Inkwanca travel to this district to 
provide similar activities as those provided in Molteno. New social workers in Strekom have 
been oriented on how to handle related activities. Plans are underway to continue with this 
replication, as demand for a similar multi-sectoral approach to service provision has been 
perceived in other nearby towns and areas. 
 
6)  Innovativeness 
Inkwanca offers a unique response to the epidemic, primarily because of its multi-
disciplinary service approach to service provision. Its multi-sectoral approach to 
programming, also addresses the diverse needs of the community, in one place. The project 
is also unique in that it simultaneously and effectively addresses poverty and HIV-related 
barriers to development in Molteno.   
 

“Inkwanca is very unique because of its use of the Integrated approach in 
tackling HIV and AIDS. The fight against the epidemic will only be effective if a 
holistic approach is adopted. Inkwanca is so innovative because it is holistic and 
multi-sectoral”. -Chief Director: HIV and AIDS and STI 

 
The initiative’s innovation is also attributed to its leadership. The Inkwanca project is 
managed by dedicated women and men who share their passion for community work. All of 
them are part of the community which they fully identify with, and endeavour to serve. The 
values they share - honesty, compassion, and discipline – have gained the respect and 
confidence of government, donors and community members. Community members; 
children, youths, OVC, PLHIV and the aged, all shared their stories about Inkwanca and 
were full of praise for Inkwanca’s visionary leadership.  
 
The community volunteers and caregivers are committed to what they do. They attested that 
“to be a volunteer, one has to have a feel for the community problems”. They are inspired by 
the knowledge that with their work, they are contributing to saving someone’s life and adding 
value to humanity happiness. 
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7)   Sustainability 
Inkwanca has been sustainable largely due to the confidence it has won from  government 
and other stakeholders. Currently government, through the DSD and DOH, provides 70% of 
the project budget by means of annual grants. Government also provides technical support 
through ongoing capacity building of service providers by national and provincial officers 
from DSD and DoH, Besides this assistance, the project receives financial contributions 
from USAID through Ministry of Health. The European Union also provides valuable 
financial support to the project. The government also provides guidelines and support for the 
development of Monitoring and Evaluation systems for the project. 
 

“What beats me is how the project staff manages their finances. All the 
expenditures and income are well documented. Financial reports are so clean 
that any auditor can go through with no stress whatsoever. This is what has won 
the project, support from various organisations and institutions”-HIV & AIDS 
Care and Support, District Director 

 
Despite this external funding, the Inkwanca project team has been conscious that the 
sustainability of the project in the long-run may be dependent on local resources. As a result 
they have integrated several income generating activities, that both avail services to 
beneficiaries and generate surplus income for the project. They continue to remain proactive 
in sourcing external funding and engage in proposal writing and submissions to identified 
donors.  
 

 
 
Figure 11: Inkwanca Project caregivers 
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Inkwanca has established strong partnerships and networks with relevant institutions and 
organisation, enabling them to draw from resources owned by these bodies.  
 
A firm partnership also exists between Inkwanca and the Christian Women Trust. The “Pink 
House”; the building where the project is operating, was donated by Christian Women Trust. 
The church was convinced that the Inkwanca project staff meant business and that the 
project is an initiative that can work for the people. Inkwanca has lived up to the church’s 
expectations and the partnership is working to the best interests of the community. 
 
Another clear indication of Inkwanca’s sustainability is the high level of community 
ownership and participation. The project is important to the community and when 
government grants are late, the community contributes either in cash or in kind to keep 
project activities moving. The project is also sustained through the various income 
generating activities that have been implemented at Inkwanca centre, such as the 
communal vegetable garden, weaving, beading and the tailoring workshop. 

 
 
5.5  Key Programme Successes 
 
Community Engagement – Key to Successful Programming 
The engagement o the broader community from the start of the project is key to its success. 
Its strategic direction was initially defined by the needs of the community and it continues to 
be guided by regular community dialogues. These consultative processes have secured 
community buy-in, from all strata: PLHIV, the business community, traditional, religious and 
political spheres. The community ownership, critical to the effectiveness and sustainability of 
any developmental initiative, has spun off a series of benefits for project operations; 
including financial and material support to its activities and the facilitation of mechanisms 
enabling smoother project implementation.   
 
The purposeful involvement of, and regular consultation with, key marginalised and 
vulnerable groups in the community: OVC, the elderly, PLHIV, people living with disabilities, 
child-headed households, and people of varied sexual orientation in all project activities, 
many of whose multiple needs have been addressed by the project, has in itself been a 
singular project success.  
 
Integration and Multi-sectoral Approach – A Reality 
The project is likened to a “one-stop-shop” availing the following key services in an 
integrated and synchronised manner, with use of minimal resources: HIV and AIDS testing 
and pre- and post-test counselling; OVC support; nutrition support; HIV and AIDS 
awareness (prevention, care and support education); ART adherence support to adults and 
children, skills-building and transfer in weaving, beadwork and gardening; encouraging the 
establishment of income generation initiatives and subsequent employment creation; referral 
services to social and health care providers; facilitation of legal and social security for 
survivors of abuse and PLHIV; as well as home-based care and household “adoption” by 
care givers.  
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Community Driven Developmental Projects - Counter Crime and Risk of Social Ills 
Inkwanca has clearly illustrated that a community project, initiated at community level, 
managed and implemented by community members, can successfully address core social 
and economic challenges such as crime and risk of engagement in social ills (sex work, drug 
and alcohol abuse). The project has contributed to reducing unemployment and has offered 
a centre for work, community service, skills-building and productive use of time for youth and 
marginalised groups. This is contributing to lower crime rates and reducing the incidence of 
youth and community members engaging in behaviours that could place them at risk of HIV 
infection and drug or alcohol addiction.  Engagement in such meaningful activities develops 
an appreciation of the value of volunteerism, enhanced the self-esteem and self-respect of 
these vulnerable groups, and made strides in countering HIV and AIDS related stigma and 
discrimination.  
 
Proactive Sustainability Planning – Project Security Internally Guaranteed   
A key success factor for the Inkwanca project has been its consistent “eye for sustainability” 
and the attitude of its staff in this regard. The sustainability and efficacy of the project 
activities was apprehended by all staff and as a result all implementers have taken it upon 
themselves to play a role in the sustainability of the programme. This involves exploring 
cost-effective measures and channelling profit from income generating initiatives to fund 
project needs. The creative engagement of a range of expertise  in the community has 
offered the project a sense of security and confidence for long-term survival, mindful that 
external funding may not be long-term, consistent or efficient, in reaching the project in a 
timely manner.  
 
 
5.6   Challenges 
 
Financial Sustainability 
While Inwanca is doing its best to raise its own funds and has kept sustainability at the top 
of the list in running their projects, nonetheless it depends for a significant portion of its 
funding from external donors including government. While ideally the community should be 
able to support the project to a larger extent, this is unrealistic in a community with such high 
levels of poverty. Governments therefore also need to assist community based initiatives of 
this nature by helping them seek funds from external donors / including them in their 
fundraising programmes. 
 
Need for Additional Computer Equipment 
While the project has managed so far on only one computer, as it expands and becomes 
more successful, this becomes less and less acceptable. There is a serious concern over 
the potential leak of confidential information, as all the databases are held on the one 
computer. In addition, should the computer break down or be stolen, the project will be 
seriously hindered for the time it takes to replace this valuable item of equipment.  
 
Intergovernment department communication 
Ironically, because Inkwanca has been so successful at obtaining multi-sectoral support, it 
now finds itself dealing with many government departments and there is a risk of overlap in 
terms of funding and planning thereof. 
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5.7  Lessons Learnt 
 

The Inkwanca project offers a series of lessons for better programming, and below are some 
key lessons it has learnt through its experiences: 
 
Multi-sectoral Approaches Work Best 
The project bears witness to the feasibility of community initiated developmental initiatives 
responding to HIV and AIDS and poverty issues, to successfully adopt an integrated and 
multi-disciplinary approach. This project has proven the importance of this being facilitated 
by a multi-sectoral approach among government departments, in this case, the departments 
of health, social development, public works, agriculture and education, who collectively 
support various angles of the project.  

 
Importance of robust, transparent finance and accounting systems 
Early on the project adopted the use of formal but straightforward accounting and financial 
procedures and this has proven to be well worth the effort. Evidence of how money has 
been spent is easily retrieved and the whole system is open and available for audit. This has 
played an enormous role in creating donor confidence in the project.  
 
Since the project maintains a robust and well-organised financial, administrative and 
monitoring and evaluation system, and is constantly seeking to develop staff skills in 
managing these systems, project sustainability and direction is easily monitored and 
warning signs for additional resources can be identified in good time. This reduces the risk 
of project failure and thus stands a security measure for the large pool of beneficiaries it 
serves and allows for ready monitoring and evaluation.  
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6.   Way Forward 
 

To consolidate the successes of the Inkwanca HCBC Project and ensure its efficacy is 
strengthened, some suggestions are posed for consideration: 
 
Collaborations between DOH and DSD 
The joint efforts of the Departments of Health and Social Development in driving the HCBC 
agenda as instructed by the Cabinet, stand as a noble example of good practice in engaging 
multi-sectoral responses to the epidemic. However to ensure continuity and avoid overlap in 
support availed to projects, inter-planning and strategising between the two departments on 
a regular basis is essential. 
 
Capacity Building 
The steps taken by various government departments to provide capacity building for the 
implementers of the Inkwanca HCBC Project clearly illustrate political commitment to 
community HIV response initiatives. However, there remain gaps in the level and extent of 
capacity building among implementers, in the areas of monitoring and evaluation, 
fundraising and advocacy skills and conducting step-down trainings in key areas. 
Systematic capacity building programmes are needed for project staff for several reasons; to 
ensure that staff are multi-skilled and that the programme’s continued management in the 
advent of staff movement is not dependent on only a few;  to cope with the pending scale-up 
of project activities and expansion into neighbouring areas and districts.  
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Prevention of Caregiver Burnout 
The devotion and hard work offered by the care-givers to the community are very much 
apparent. However this also demands the need to anticipate, and work to prevent, the 
possibility of caregiver burnout, which would be detrimental to project sustainability and 
would also adversely affect the institutional memory. It is recommended that the Caring for 
Carers protocol and system, already in the pipeline at national level, be finalised and 
implemented a matter of urgency. This protective mechanism should also apply to 
counsellors in the project. 
 
Equipment – Systems Strengthening 
To improve systems strengthening in the project, there is need to access additional 
computers. Currently the project is functioning on one computer accessed by all, and this is 
problematic on several levels. First, it poses a threat to the confidentiality of records, and 
secondly it jeopardises the security of databases and systems specific to monitoring and 
evaluation data for the project. Loss of these databases would have severe consequences 
for the project. 
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7.  Conclusions 
 
 
Community Engagement – Key to Successful Programming 
The Inkwanca Home and Community Based Care Project has displayed significant traits of 
an HIV and AIDS best practice, as assessed by SADC Framework of Best Practices. Its key 
exemplary characteristic is its ability to enable significant community engagement and 
involvement in its activities, that subsequently catalyse project sustenance and contributes 
directly to the evolving progression of the project life and value.  The engagement of the 
broader community, consistent broad consultations and building of community ownership – 
defined by the needs of the community it serves - from the start of the project, have been  
key strategies of its success. 
 
The integrated approach of project activities and dynamics, guided by the evolving needs of 
the communities it serves, and the multi-sectoral approach it has adopted, has posed 
testimony to its success. In particular the involvement of the government different 
departments, primarily Departments of Health and Social Development, and engagement of 
civil society, private and business sector and PLHIV bodies, has manifested that a well-
integrated multi-disciplinary approach to the epidemic can actual work – and work well. To 
ensure continuity at this critical level, inter-departmental planning needs to remain vigilantly 
collaborative and unified in vision.   
 
Systematic capacity building endevours, for both project implementers and managers, will 
further consolidate the strong foundation of the project and close gaps found in monitoring, 
evaluation and advocacy, as well as facilitate coping with the pending scale-up of project 
into neighbouring areas and districts. 
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Annexes 
 
Annex 1:  Methodology 
 
Data Collection 
Data was collected from various groups. This was done through FGDs, face to face 
interviews, observations, photos and review of existing literature regarding the project. 
Seven FGDs were held at the project sites; 1 each with OVC,  with the youth, with Inkwanca 
Board Members,  with PLHIV and the Chronically ill, with Caregivers and finally one with 
community members. Interviews were held with the following: the Chief Director of 
Department of Social Development (DSD); the Director of Care and Support in the 
Department of Health (DOH), the Director of the South African National AIDS Commission 
(SNAC), the Deputy Director of Care and Support in the Department of Care and Support; 
Eastern Cape Provincial Directors and deputy directors from both DSH and DOH, Staff of 
HIV & AIDS Prevention and Support and Care (Eastern Cape), District HIV and AIDS Co-
ordinator (Department of Social Development; Molteno), Inkwanca Project Director, 
Department of Social Development HIV and AIDS Deputy Director, and staff and 
implementers at Inkwanca 

Data Collection Tools 
Three data collection instruments were used for collecting data: FGD Guides for 
Beneficiaries, Interview Guides for Implementers, and Interview Guides for Key informants. 
See Annex II. 
 
Ethics 
In line with ethical considerations, consent was obtained using a Consent Form for 
Photographs from all the people whose pictures are used in this report. Verbal consent was 
also obtained for all the photos taken. All information collected in confidence has been 
reported in anonymity, with no direct reference to individual identities. 

Analysis and interpretation of data 
Following data collection, using a triangulation methodology, data was transcribed, and a 
Score Card was used to measure and analyse data within the scope of Best  Practice 
programming. See Annex III. The Score Card was based on the seven criteria identified  by 
SADC interrogating programme effectiveness, ethical soundness, cost effectiveness, 
relevance, replicability, innovativeness and sustainability. This has further been matched 
with international best practice criterion, including UNAIDS standards, to ensure validation 
beyond SADC, and enable this document to add value at both regional and international 
levels. 
 
Each of these areas has been broken down into key variables that best constitute the 
criteria. The selected variable can be using a 0-4 scale as follows 
 

4            Excellent  
3 Very good 
2 Good 
1 Just satisfactory 
0 Need urgent attention 
n/a  not applicable to the project  
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The total possible score  is 100% 
• Total score above 80% is truly a best practice 
• Total score from 65% – 79% is a best practice that needs minor improvements in certain 

areas 
• Total score from 50% - 64% is a good practice because of specific areas – it may not be 

a total package. It can be documented but it needs major improvements for it to qualify 
as a best practice 

• Total score below 40% - 50% is not yet a best practice but has potential to become a 
best practice 
 
 
 

Methodology: Data collection and analysis tools 
 

Method Tool Target/Data 
Source 

Number Sampling 
Method 

Method of 
analysis 

Literature 
review 

Checklist of 
key 
documents 
for review  

• www search 
engines, on 
IDU and HIV 
interventions 

• Project and 
national data 
sources  

At least 10 
relevant 
documents 
were 
reviewed  

Purposive 
selection  

Scoring on 
checklist 
and Score 
Card  

Focus Group 
Discussions 
(FGDs) 

FGD guide • Project 
beneficiaries 

• Project 
implementers 

6 FGDs 
were held  

Random 
selection, as 
per specific 
country 

Scoring by 
themes 

Interview – 
Project 
Implementers  

Interview 
guide  

Project 
implementers and 
leadership  

15 
interviews 
were 
conducted 

Purposive 
selection  

Score Card 

Interviews – 
Key Informants  

Interview 
guide  
 
 

• National level 
• Provincial Level
• Community 

level 

6 
interviews 
were held  

Purposive  
selection 

Themes and 
scoring 

Observation  
Digital 
camera 
  

• Project and 
NGO sites 

• Beneficiaries 
and 
implementers 

 

Several 
per  target 
group 

As 
appropriate  

-  
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Annex II:  Research Tools 
 
 
 
 
 
SADC documentation of HIV and AIDS Best Practices among member states 
 

Key Assessment Tool – SADC Best Practice Assessment Tool (The Score 
Card) 

* This Score card is measured from a total of 100 
 

Variable 
 

Data Source n/a 0 1 2 3 4

1.                                                        EFFECTIVENESS (19/25 points = 76%) 
1.1 Project/Programme Design/Structure 
(8.25/ 10.0 marks ) 

 

Goal/s is/are clearly articulated and well understood by beneficiaries 
and implementers.(1) 

Interviews/ FGDs/ 
Litreview 

     
X

Project/programme is in line with the National HIV and AIDS strategic 
plan (0.5) 

Lit. review / 
Interviews 

     
X

Strategies are in place and clearly articulate how the goal can be 
achieved/supported by clear implementation plan. (0.5) 

Lit. review/ 
Interviews 

   
X

  

Clear strategies are in place to evaluate impact of the project (0.25) Lit. review/ 
Interviews  

 
X

    

Project/programme has clear results as defined by implementers, 
beneficiaries and stakeholders and in line with original objectives(1) 

Lit. review/ 
Interviews  

     
X

Project’s /programme’s services/activities are clearly defined. (1) Lit. review     
X

 

Project/programme has clear systems in place (financial, community 
outreach, distribution/disbursement, equipment). (1) 

Lit. review/ 
Interviews  

    
X

 

Baseline/assessment ground-work was undertaken prior to project’s 
/programme’s commencement. (1)  

Lit. review     
X

  

Project/programme has clearly defined targets. (0.5) Lit. review    
 X

 

Project’s/programme’s objectives are SMART. (0.5) Lit. review       
X

Project/programme embraces an integrated approach (vs vertical). 
(0.5) 

Lit. review/ 
Interviews  

   
 

 
X

There is sectoral expertise to manage and implement the 
project/programme. (1) 
 
 
 
 

Interviews      
X
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1.2  Community Involvement (7.75 / 10 marks) 
Project’s/Programme’s priorities are based on actual needs of the 
community – evidence of needs assessment done. (1) 

Lit. review/ 
Interviews/ FGDs 

     
X

Community knows and understands the objectives of the 
project/programme. (1) 

Interviews/ FGDs     
X

 

Community participated in the initiation/conceptualisation of the 
project/programme, setting priorities. (0.25) 

Lit. review/ 
Interviews/ FGDs 

 
X

    

Community participates in the project’s/programme’s planning, 
monitoring and evaluation. (0.25) 

Lit. review/ 
Interviews/ FGDs 

   
X

  

Community participates in the project’s/programme’s implementation, 
as volunteers or paid staff. (1) 

Lit. review/ 
Interviews/ FGDs X 

     

There is a sense of ownership of the project/programme, among 
communities.  Community feels the project and its outcomes belong 
to them. (1)  

Lit. review/ 
Interviews/ FGDs/ 
Observation  

     
X

Community contributes in cash or in kind towards 
project’s/programme’s activities. (1) 

Lit. review/ 
Interviews/ FGDs 

     
X

There is gender sensitivity in community participation. (both men and 
women are involved equally). (0.5) 

Interviews / FGDs 
Observation  

   
X

  

Community is satisfied with the project’s/programme’s services. (both 
men and women) (2) 

Interviews / 
FGDs/ 
Observation 

     
X

1.3   Monitoring and Evaluation (M&E) (3/5 marks) 
Systematic methods of tracking inputs and outputs are in place. (0.5) Lit. review/ 

Interviews 
  X    

Key stakeholders, including the community, participated in the 
development of the project’s/programme’s indicators. (0.25) 

Lit. review/ 
Interviews/ FGDs 

 X     

Project/’sprogramme’s activities are periodically  monitored and 
evaluated including coverage. (0.25) 

Lit. review/ 
Interviews 

 X     

Quality assurance/quality benchmarks are in place and are being 
followed. (0.5) 

Lit. review/ 
Interviews 

  X    

Participatory monitoring and evaluation methods are being used that 
include the community. (0.25) 

Lit. review/ 
Interviews/ FGDs 

  X    

M & E (impact, assessments, outputs) data are analysed periodically. 
(0.25) 

Lit. review/ 
Interviews 

 X     

Results of impact evaluations are used to make meaningful 
adjustments to the project/programme. (1) 

Interviews  X      
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Variable Data Source n/a 0 1 2 3 4

2.                                                      ETHICAL SOUNDNESS (8.5 /10 points = 85%) 
Confidentiality, as a principle, is upheld in interactions with 
project’s/programme’s service beneficiaries. (1)  

Lit. review/ 
Interviews/ FGDs 

     X

The interests of vulnerable groups (LGBTI, people living with 
disabilities, CSWs), are respected and protected. (1) 

Interviews/ FGDs     X  

Project/ programme does not directly or indirectly violate human 
rights. (1)  

Interviews/ FGDs      X

Project/programme has a Value Statement for protection of 
interests of various vulnerable groups. (0.5) 

Lit. review/ 
Interviews/ FGDs 

   X   

Project/programme always embraces the concept of informed 
consent when dealing with human beings as participants. (1) 

Lit. review/ 
Interviews/ FGDs 

     X

There is evidence of equitable distribution of 
project’s/programme’s resources (finances, geographic 
distribution, sex). (0.5) 

Lit. review/ 
Interviews/ FGDs 

   X   

The autonomy of clients is protected and respected during 
project/programme roll-out. (1) 

Lit. review/ 
Interviews/ 
Observations  

     X

There is an ethical standard (“do no harm” principle) embedded in 
the project’s/programme’s policies.  (0.5) 

Lit. review     X   

There is a minimum service provision package (clearly defined, 
access irrespective of colour, creed, sex, religion, political 
affiliation). (1)  

Lit. review/ 
Interviews  

     X

Project/programme is transparent (allows for external and internal 
programmematic and financial audits). (1) 

Lit. review/ 
Interviews 

    X  

3.                                                           COST EFFECTIVENESS  (8.75/12 points = 72.9%) 
Distribution of project’s/programme’s resources is cost effective 
(administration versus programmeming) and is proportionate to 
available resources. (0.75) 

Lit. review/ 
Interviews 

    
X

 

There is evidence of increased number of community members 
whose quality of life has been improved by the 
project’s/programme’s resources and services. (1) 

Lit. review/ 
Interviews 

     X

There is evidence to enable calculation of ‘cost per client’ 
measure. (cost known) (2) 

Lit. review/ 
Interviews 

     X

A standard package is provided at a reasonable cost. (2) Lit. review/ 
Interviews 

X      

Services are delivered in a timely manner. (0.5) Interviews/ FGDs     X  
There are adequate human resources for programme’s activities 
(0.25) 

Interviews    X    

The strategy used by the project/programme has resulted in 
multiplier effects (cost - benefit). (0.25)  

Lit. review/ 
Interviews/ FGDs 

   X   

Project/programme has introduced cost saving / reduction 
systems. (2) 

Interviews/ FGDs      X

4.                                                                            RELEVANCE  (10/12 points = 83/3%) 
Project/ programme is socially and culturally acceptable. (1) Interviews / FGDs      X
Project/programme takes cognisance of specific contexts (literacy, 
messaging, lifestyle, economic, political, approach, environmental 
factors, risk groups and areas). (1) 

Interviews / FGDs      X

Project/ programme does not conflict with the religious norms of 
the community and has support from political and traditional 
leadership. (0.75) 

Interviews / FGDs     X  

Beneficiaries perceive the project/programme as relevant and 
timely in addressing their most urgent needs. (2) 

Interviews / FGDs      X
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The project/ programme is in line with demographic, social, 
political, and economic trends. (1)  

Interviews / FGDs      X

Project/programme addresses gender dynamics. (0.25)  Interviews / FGDs   X    
Project is appreciated by vulnerable groups. (2) Interviews / FGDs      X
Project/programme is perceived as valuable and credible by the 
community. (2) 

Interviews / FGDs      X

5.                                                                           REPLICABILITY  (7.75/10 points = 77.5%) 
Project/programme can be replicated in similar contexts. (1)  Lit. review / 

Interviews 
     X

Project/programme sets an example for similar programmes. (0.5) Interviews      X  
Project/ programme is adaptable in different contexts and levels 
using local resources. (1) 

Interviews / 
Observations  

X      

Project/programme is replicable in part or in totality. (2) Lit. reviews/ 
Interviews 

     X

Project/programme exhibits evidence of proper documentation in 
terms of goals, processes, evaluation, cost and resources. (0.25) 

Interviews / 
Observations 

  X    

Project can be scaled-up to reach more beneficiaries. (2) Interviews / 
Observations  

     X

Project can be scaled-up to improve quality of service (1) Interviews / 
Observations 

    X  

6.                                                                       INNOVATIVENESS  (6.75/10 points = 67.5%) 
Project/programme is unique (different methodology from other 
organisations). (1) 

Lit. review/ 
Interviews/ FGDs/ 
Observations 

     X

Project/programme has a new way of reaching beneficiaries. (1) Interviews/ FGDs      X
The utilisation of available resources is done in a creative manner. 
(0.75) 

Interviews/ FGDs/ 
Observations 

    X  

The strategy of implementation, used by programme 
implementers, is innovative. (2)  

Interviews      X

Project/ programme concept is new to the community (as 
perceived by the community). (1) 

Interviews/ FGDs      X

Project/programme is contributing to the base of knowledge. (0.25) Lit.rev/ interviews    X    
Project’s/programme’s approach and systems are 
scientifically/economically sound and safe. (0.75) 

Lit. review      X  

7.                                                                       SUSTAINABILITY  (14.75/20 points = 73.8%) 
7.1  Programme sustainability (7.5/ 10marks) 
Project/ programme is supported by beneficiaries, community 
ownership, contributions in cash and kind. (2) 

Lit. review/ FGDs/ 
Interviews  X 

     

The community expresses confidence that the programme will 
continue without donor support. (2) 

FGDs X      

Skills transfer takes place in relation to the project/programme. 
(0.5)  

Lit.. rev/ Interviews     X   

Project’s/programme’s vision is in line with the development 
patterns of HIV and AIDS and national trends (social, economic & 
cultural (1) 

Lit. review/ 
Interviews/ FGDs 

     X

Project’s/programme’s vision is in line with national trends (social, 
economic and cultural) (1) 

Lit. review/ 
Interviews 

     X

Planning and implementation takes into account the issue of 
sustainability. (sustainability plan) (1) 

Lit. review/ 
Interviews 

    X  

7.2 Financial sustainability (4.75/7marks) 
Project/programme implementers are aware of potential donors 
(local and international). (0.25) 

Interviews   X     
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There exists a positive attitude and willingness to achieve 
sustainability. (1) 

Interviews/ 
Observations  

     X

Project/programme has the ability to access diversified resources 
to contribute to its services/activities. (fundraising plan in place) 
0.5) 

Interviews    X   

Cost sharing mechanisms are built into service delivery where 
appropriate. (1) 

Lit. review/ 
Interviews  

    X  

 
A percentage of financial support comes from the community, 
organisation has had stable funding over time. (2) 

Lit. review  
X 

     

7.3 Marketing and Awareness Building (2.5/3 marks) 
Project/programme is actively marketed to stakeholders and 
funders. (1) 

Lit. review/ 
Interviews  

     X

Project/programme actively educates and builds awareness 
amongst stakeholders about its own services/ activities. (0.5)  

Lit. review/ 
Interviews 

    X  

Appropriate language is being used in information, education and 
implementation programmes. (1) 

Lit. review/ FGDs       X

TOTAL 75.5% 
 
 

5             Excellent  
4 Very good 
3 Good 
2 Just satisfactory 
1 Needs urgent attention 
n/a  Not applicable to the project  
 

• Total score above 80% is truly a Best Practice 
• Total score from 65% – 79% is a Best Practice that needs minor improvements in 

certain areas  
• Total score from 50% - 64% is a good practice because of specific areas – but it 

may not be a total package. It can be documented but it needs major 
improvements for it to qualify as a Best Practice 

• Total score below 40% - 50% is not yet a Best Practice but has the potential to 
become a Best Practice 

 
Any score below 40% is not a Best Practice and should not be documented 
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SADC documentation of HIV and AIDS Best Practices among member states 
 

Interview Guide:  Project/program Implementers 
 
EFFECTIVENESS 

1. What is the purpose or aim of the project/programme? 
2. How does the goal (aim) of the project/programme relate to, or fit into, the 

National HIV and AIDS strategic plan? 
3. What are the strategies for achieving the goal? (Probe for implementation 

plans, services rendered and defined target groups – geographic and 
demographic catchments) 

4. How do beneficiaries access the services of the project/programme? 
(Probe for clarity on community outreach plan or disbursement / 
distribution plan) 

5. What systems are in place to ensure effective implementation? (Probe 
financial, programmeming, procurement, human resource allocation, 
equipment, staff development, skills transfer and project sustainability) 

6. How does the approach of the project/programme integrate with other 
programmess i.e. inclusion of other services, multitasking? (To see 
whether programme is vertical, assess multiplier effect – ‘does one stone 
kill many birds?’) 

7. How were the priorities of the project/programme determined? (Probe for 
information on needs assessments, community and other stakeholder 
involvement, project addressing urgent needs of community?) 

8. How is the community involved in the project/programme? (Participation 
in planning, monitoring, implementation and evaluation – probe for 
information on mechanisms put in place to solicit feedback from 
community groups – probe for other ways in which community contributes 
to the project, assess project acceptability – social, political, cultural and 
religious)  

9. How does the project/programme take into cognisance gender dynamics 
at community level? (Probe for composition of structures, participation 
and beneficiaries) 

10. How is the project/programme monitored? (Ask for monitoring tools, if 
any, and frequency e.g. coverage, reporting forms, tally sheets, 
monitoring committees, quality assurance mechanisms or quality bench 
marks) 

11. How is the project/programme evaluated? (Measurement of impact – 
probe for knowledge of main indicators and baseline information, 
frequency of conducting evaluations)  

12. How is monitoring and evaluation data used? (frequency of use for project 
review, timeous dissemination to relevant stake holders?) 

13. Who are the implementers of the project/programme? (Probe for 
information on sectoral expertise amongst staff, volunteers, out-sourcing 
as necessary, adequacy of staff, roles and responsibility) 
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     ETHICAL SOUNDNESS 

14. How does the project/programme ensure inclusion of vulnerable groups? 
(Probe for value statement on how interests of young people, women, 
CSWs, LGBTI, people living with disabilities and PLHIV are taken care of) 

15. How are human rights upheld or respected during establishment and 
implementation of the project/programme?  (Probe for policy,  
consideration of confidentiality, informed consent and safety issues) 

16. How are continuity of services, support or care ensured after end of 
current funding cycle? (Probe for systematic weaning or phase-out 
strategies, skills transfer mechanisms) 

17. How is equitable distribution of services ensured? (Those with greatest 
need access the service?) 

18. How is the project/programme audited and who does the auditing? (Probe 
for transparency i.e. project allowing for both internal and external 
financial audits, frequency of audits) 

 

      COST EFFECTIVENESS 

19. How are the resources of the project/programme distributed? (Admin 
versus programme costs) 

20. How is the service-cost measured within this project/programme? (Probe 
for methods of tracking inputs/outputs in relation to outcomes so as to 
enable calculation of cost per client) 

21. To what extent are available resources adequate for supporting service 
delivery to the project/programme? (Probe for adequacy of human and 
financial resources, equipment and supplies) 

22. What are the cost saving and cost reduction measures of the 
project/programme? (use of low cost, improvised substitutes, engaging 
volunteers for some of the services, does it have an increased financial 
burden on beneficiaries)  

23. To what extent does cost sharing take place in the project/programme? 
(user fees, payment of some of the services like training, transport) 

24. What is included in the minimum care package of the service/s provided 
by the project/programme? (compare with the standard care package 
policy for the country, procedure guides) 

25. How timely is the delivery of services? 
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     REPLICABILITY 

26. How are the activities and processes of the project/programme 
documented? (get copies of reports, case studies collected, 
documentaries, manuals, books etc) 

27. What are some of the success stories that can be shared on the positive 
impact or influence of the project’s services on beneficiaries? 

28. What are some of the challenges of the project/programme? 
29. What are some of the lessons learnt from this project/programme, and 

how have they been used to strengthen the project/programme? 
30. What plans are in place to scale-up the project/programme? (to reach 

more beneficiaries  or to have more impact on currently reached 
beneficiaries, quality &  quantity) 

 

      SUSTAINABILITY 

31. How is the vision of the project/programme aligned with current trends? 
(national and regional trends, epidemic, economic, developmental - 
political correctness- MDGs, Universal access etc) 

32. How is the project/programme marketed to stakeholders? (assess for 
active education and awareness building amongst stakeholders, 
language and medium used, are you getting the expected responses?) 

33. How does the strategy of the project/programme ensure financial 
sustainability? (probe for information on fundraising strategies, user fee, 
community initiatives) 

34. What do you see as the future of the project/programme? 
 

 

INNOVATIVENESS 

35. What do you think is the most unique aspect of this project? 
36. Ask for any other additional information deemed relevant but not covered 

in the questions above. 
37. Share with us a success story that demonstrates the success of your 

programme. 
 
 

 
T H A N K   Y O U FOR YOUR TIME, SUPPORT AND PATIENCE 

 
 



 

 
 
SADC documentation of HIV and AIDS Best Practices among member states 
 

Interview Guide:  Key Informants 
 

EFFECTIVENESS 

1. What is the purpose or aim of the project/programme? 
2. How does the aim or goal of the project/programme relate or fit into the national 

HIV and AIDS strategic plan? 
3. What are the strategies for achieving the goal? (Probe for implementation plans, 

services rendered and defined target groups – geographic and demographic 
catchments) 

4. How are the services of the project/programme, accessed by beneficiaries? 
(Probe for clarity on community outreach plan or disbursement / distribution plan) 

5. What systems are in place to ensure effective implementation? (Probe financial, 
programmeming, procurement, human resource allocation, equipment, staff 
development, skills transfer and project sustainability) 

6. How does the approach of the project/programme integrate with other 
programmes i.e. inclusion of other services, multitasking? (Probe to see whether 
or not the programme is vertical and assess multiplier effect- does one stone kill 
many birds?) 

7. How were the priorities of the project/programme determined? (Probe for 
information on needs assessments, community and other stakeholder 
involvement, project addressing urgent needs of community) 

8. How is the community involved in the project/programme? (Probe participation in 
planning, monitoring, implementation and evaluation and for information on 
mechanisms put in place to solicit feedback from community groups – probe for 
other ways that community contributes to the project, assess project acceptability 
– social, political, cultural and religious)  

9. How does the project/programme take into cognisance gender dynamics at 
community level (probe for composition of structures, participation and 
beneficiaries) 

10. How is the project/programme monitored? (Ask for monitoring tools if any and 
frequency e.g. coverage, reporting forms, tally sheets, monitoring committees, 
quality assurance or quality bench marks) 

11. How is the project/programme evaluated? (Measurement of impact – probe for 
knowledge of main indicators and baseline information, frequency of conducting 
evaluations)  

12. Who are the implementers of the project/programme? (Probe for information on 
sectoral expertise amongst staff, volunteers, out sourcing as necessary, 
adequacy of staff, roles and responsibility) 
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ETHICAL SOUNDNESS 

13. How does the project/programme ensure inclusion of vulnerable groups? (probe 
for value statement on how interests of young people, women, CSWs, LGBTI, 
people living with disabilities and PLHIV are taken care of) 

14. What policies are in place to ensure that the project/programme upholds and 
respects human rights?  (probe for policy or consideration of confidentiality, 
informed consent and safety issues) 

15. What policies are in place to ensure continuity of services? (probe for systematic 
weaning or phase out strategies, skills transfer) 

16. What policies are in place to ensure equitable distribution of services? (Do those 
with greatest need access the service?) 

17. How is the project/programme audited and who does the auditing? (probe for 
transparency i.e. project allowing for both internal and external programme and 
financial audits, frequency of audits) 

 

REPLICABILITY  

18. What do you think is the most unique aspect of this project/programme? 
19. Ask for any other additional information deemed relevant but not covered in the 

questions 
20. What are some of the success stories that can be shared? 
21. What are some of the challenges of the project/programme? 
22. What are some of the lessons learnt? And how have these learning points been 

used to strengthen the project/programme?  
23. What plans are in place to scale up the project/programme? (to reach more 

beneficiaries  or to have more impact on currently reached beneficiaries) 
 

SUSTAINABILITY 

24. How is the vision of the project/programme aligned with current trends? (national 
and regional trends, epidemic, economic, developmental - political correctness- 
MDGs, Universal access etc) 

25. What is the funding pattern of donors? (basket funding, % of funding from local 
sources and donors)   

    

INNOVATIVENESS 

26. How does the strategy of the project/programme ensure financial sustainability? 
(probe for information on fundraising strategies, user fee, community initiatives) 

27. What do you see as the future of the project/programme? 
 
 

THANK YOU FOR YOUR TIME, SUPPORT AND PATIENCE 
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SADC documentation of HIV and AIDS Best Practices among member states 
 

Focus Group Discussion Guide (FGD): Communities/Beneficiaries 
 
* Introduce the purpose of the FGD, and get verbal consent. Assure FGD members that 
the information they shall share shall be treated anonymously. 
 
Effectiveness 
1. What is the purpose or aim of the project ? (goal, objectives) 

2. How were you involved in the establishment of the project /programme? 
(conceptualisation, consultations, needs assessment, prioritization of needs, 
relevance of needs, usefulness,  timeliness of project/programme, planning)  

 3. What do you think are the benefits of this project/programme for you as women / 
men / young people and your communities? 

 4.   How do you view this project/programme? (is this YOURS, ownership with you, 
imposed, or donor driven, or neutrally accepted because you don’t have a 
choice) 

 5. How do the services/activities of the project/programme cater for the needs of 
different age-groups, sexes, and social classes within your community? 

 6. How does the project/programme take into cognisance gender dynamics in your 
community? (probe for composition of structures, participation and beneficiaries 
– girls, boys, women & men and benefits) 

7. How has access to the services/activities of the project/programme been 
influenced by the economic or political trends in your community? 

8. How are the project/programme implementers working with you to determine 
project/programme needs in order to meet your needs?  

9. How are you participating in the implementation of the project/programme and in 
checking that the project/programme is progressing well (monitoring and 
evaluation processes)?  

10. How do you share your feedback or feelings about the services/activities you are 
receiving, with the project/programme implementers?  How often? 

12. How does your community contribute towards the services/activities that this 
project/programme offers? (cash, kind, other support, eg advice and networking) 

13. Describe the process that takes place when community members want to access 
the services /activities provided by the project/programme. (probe should be 
specific to the BP you are documenting , this will measure how implementers are 
‘doing things’ eg are human rights being adhered to etc.) 
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14. What factors hinder your community members from accessing the services, or 
engaging in the activities that this project/programme is offering? 

15.       What would you like to be done in this project/programme, for it to be of greater 
benefit to your community?  

 

Cost Effectiveness  

16 Are services provided in a timely manner? 

17 Is there an increase in the number of people in this community whose lives have 
been changed as a result of benefiting from the programme? 

18. Is there a positive life story that you can share with us? 

19. Is the service provided, cost effective? How can it be improved? 

20. Do you find that the project has adequate personnel providing the service? 
(numbers and skills.) 

 
Relevance 
21. What are the views of your traditional and religious leaders on this 

project/programme? (project was introduced to traditional systems, consensus 
sought, part of consultative process, commitment and support offered by 
traditional systems) 

22.       Are all the services provided, necessary? Which ones are not? 

 
Ethical Soundness 
23. Are your rights and those of others respected in this programme? Explain. 

24. In your opinion, is there a fair distribution of services between men and women, 
rich   and poor, married and unmarried, adults and children ? 

25. Is there transparency in the operations of this organisation? 

26. Do you feel that the organisation and its staff are accountable to beneficiaries 

27. Are people treated with respect, and are their opinions listened to by programme  

staff? 

 
Innovation 
28.   In your opinion, is this programme creative and innovative, different from other            

projects? 

29.       Can you share with us a story that demonstrated this innovation? 
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Sustainability 
30.      Do you think this programme should continue in the absence of donor support? 

Why? (has there been skills transfer in the community, is community contributing 
to the    programme in cash or kind?) 

31.        Is the programme well known in the community? 

32. What are some of the challenges you faced in this programme and how have 
yourselves and the NGOs addressed these challenges?  

 

 

THANK YOU FOR YOUR TIME, SUPPORT AND PATIENCE 
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