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Abstract


HIV/AIDS has had a devastating effect throughout the world in the last twenty years, but especially in East Africa. Unfortunately, HIV/AIDS is not alone since TB, malaria and a host of other infectious diseases have also become more prevalent. Government health departments have struggled to maintain the health of their populations. NGOs have consistently helped both in prevention and in treatment of those who have become ill. Vital statistics, census and World Health data will be used to show current trends.

Disease control includes, among other things, testing for disease, draining wet areas, spraying and using treated nets in sleeping areas. Both public and private health systems have collaborated to create a sustainable environment. The assistance of donors in wealthier nations has grown as the needs have grown. Treatment increasingly relies on drugs, even as viruses mutate and develop resistant forms.

Has the epidemiological transition been interrupted temporarily or permanently? This question is no longer a theoretical one, but a practical one, as strategies are considered to improve the health of those living in both urban and rural areas as well as those who have migrated to escape ethnic struggles. Men, women, and children have had to move. Urban areas have become more densely populated, making the spread of infectious diseases ever easier.

The globe has shrunk. Internet access and cell phones connect people and spread information on how people live throughout the world. Poverty persists in Kenya, Tanzania, and Uganda as does HIV/AIDS. A brighter future for many depends on disease control.
Control of HIV/AIDS and Other Infectious Diseases in East Africa, 1989-2009:  NGOs and Public Health Systems

The past twenty years have seen the loss of productive lives throughout Africa and Asia, but most especially in East Africa, including Kenya, Tanzania, and Uganda. Public and private organizations have cooperated in their efforts to control the pandemic. The appearance of AIDS disrupted progress that had been made in controlling infectious diseases. (Carael Michel, Glynn Judith R., 2007) The demographic transition faltered as life expectancy declined to below 50 years of life.(WHOSIS, 2008) (WHOSIS, 2008) 
Migration, especially of refugees increased problems in countries already burdened by poverty according to the UN Refugee Agency (UNHCR) (UNHCR: The UN Reefugee Agency, 2009) . At the end of 2007, African nations hosted 10.5 million people of concern to UNHCR, some one million more than in 2006 and a third of those of concern worldwide. Internally displaced persons (IDPs) made up the majority of this total. Some 5.8 million of the estimated 12.7 million conflict-generated refugees living in sub-Saharan Africa receive protection and assistance from UNHCR. Productivity decreased as the number of healthy people available to plant and to harvest food declined. HIV/AIDS spread in both urban and rural areas.
Activities of public health systems as well as NGOs have been focused on controlling HIV/AIDS. In an earlier studies of NGOs in East Africa, I found this to be the case (Labov, 2000; Labov, 2002). In all of the 30 NGOs plus public health officials I consulted in Kenya, Tanzania, and Uganda from 1995 to 2002 a  common concern was HIV/AIDS control, including especially stigma attached to sexual diseases. In the following pages some of these NGOs plus some NGOs focusing entirely on HIV/AIDS will be examined, as well as special government programs which were created to protect the health of their constituents. This sample is not random nor is it comprehensive, and largely relies on information found through internet searching. 
In the days before HIV/AIDS was widely recognized as affecting populations, possibly the oldest modern organization concerned with population control was PATH (PATH, 2009), formed in the mid-1970s to “bridge public health agencies and private industry to make sure couples around the world had access to condoms, birth control pills, intrauterine devices and other modern forms of pregnancy prevention”. Abstinence only programs had the same history, initially controlling family size and only recently viewed as a means of avoiding HIV/AIDS. PATH's TB/HIV Project in Tanzania.  (Makame M, 2007) spearheads the scale-up of tuberculosis (TB) and HIV services in four different regions of the country. The project works in collaboration with the National TB and Leprosy Program, the National AIDS Control Program, the Association of Private Health Facilities in Tanzania, the US Agency for International Development, US Centers for Disease Control and Prevention, and other stakeholders. This article is a snapshot of PATH's TB/HIV work in Tanzania 

 The combined population of Kenya, Tanzania and Uganda in 2006 is 106 (millions), about one third of the US population of 304.3 (millions), as shown in Table 1 (AVERT, 2009). In 1999 (2000) comparable figures were 83.8 and 281.2 (about 29. percent). Selected information on the three countries is shown in Table 1, including average annual growth rate ranges of 2.5, 2.9 and 3.0 for Kenya, Tanzania and Uganda, respectively. Uganda is the most rural (WHOSIS, 2008) with only 13.9 percent of the population urban whereas Kenya and Tanzania are 21.2 and 31.7 percent of total population urban (1998) . The fertility rate has increased slightly for Kenya and Tanzania but there has been a greater increase for Uganda.
One task of UNAIDS has been uniting the world against AIDS in Sub-Saharan Africa (WHO and UNAIDS, 2008). An estimated 1.9 million people were newly infected with HIV in sub-Saharan Africa in 2007, bringing to 22 million the number of people living with HIV. Two thirds (67%) of the global total of 32.9 million people with HIV live in this region, and three quarters (75%) of all AIDS deaths in 2007 occurred there.  Sub-Saharan Africa’s epidemics vary significantly from country to country in both scale and scope. Adult national HIV prevalence is below 2% in several countries of West and Central Africa, as well as in the horn of Africa, but in 2007 it exceeded 15% in seven southern African countries (Botswana, Lesotho, Namibia, South Africa, Swaziland, Zambia, and Zimbabwe), and was above 5% in seven other countries, mostly in Central and East Africa (Cameroon, the Central African Republic, Gabon, Malawi, Mozambique, Tanzania, and Uganda).
People living with HIV/AIDS are found throughout East Africa. The percent of adults estimated to be living with HIV/AIDS at the end of 2003: Kenya 5.7, Tanzania 8.8, and Uganda 4.1. The first case of HIV/AIDS in Kenya was reported in 1984. Kenya has over one million people estimated to be living with HIV/AIDS (1.2 million as of the end of 2003). The HIV/AIDS prevalence rate (the percent of people living with the disease) in Kenya is 6.7%, compared to 7.5% in sub-Saharan Africa and 1.1% globally. In 2003, an estimated 150,000 Kenyans died of HIV/AIDS. HIV is spread primarily through heterosexual sex in Kenya.
Tanzania, the largest country in East Africa, had an estimated 1.6 million people living with HIV/AIDS as of the end of 2003. Although Tanzania’s prevalence rate is lower than some of the hardest hit countries in the sub-Saharan African region, it is higher than the prevalence rate of the region overall (8.8% compared to 7.5%). The epidemic poses significant development challenges to this low-income country. In 1985, the National AIDS Control Program was established to respond to the epidemic. The Tanzania Commission for AIDS (TACAIDS) (TACAIDS, 2008)  and the Zanzibar AIDS Commission (ZAC) were created in 2001 and 2002, respectively. Tanzania is currently operating a National Multi-Sectoral Strategic Framework on HIV/AIDS.
HIV/AIDS is one disease amongst other infectious diseases which have become more prevalent recently (Corbett,l E.L. Steketee, Richard, A , Ahmed S Latif Anatoli Kamali ,Richard J Hayes, 2002).  Malaria is endemic in the region and recently cholera outbreaks have been reported in Central Africa, especially in areas with increases in refugees (Bhattacharya, S. Black, R. et al, 2009).The question of HIV/AIDS and the control of other infectious diseases is answered differently throughout Africa. Population changes include especially decreased life expectancy (Carael Michel, Glynn Judith R., 2007). As shown in Table 1, life expectancy has increased for all these countries, but most dramatically for Kenya (51.3 to 56.61) and Uganda (43.2 to 52.34) 
In Table 1 are also additional demographics. The U.S. is included and gives an immediate contrast on such items as expenditures spent for health, which are hundreds of times greater for the U.S. Deaths due to TB among both HIV positive and HIV negative people per 100,000 population are in all cases far greater in East Africa then in the U.S. Life expectancy at birth for both males and females is around 50 for East Africa, and over 75 for U.S.

The U.S. has responded to the global pandemic, and especially to the situation in East Africa.  Since the inception of its international HIV/AIDS program in 1986, USAID (USAID, 2009) has contributed more than $7 billion to fight the pandemic. Today, USAID is a partner in the U.S. President's Emergency Plan for AIDS Relief, the largest and most comprehensive HIV/AIDS prevention, care and treatment program in the world, PEPFAR (PEPFAR, 2009). On July 30, 2008, the Tom Lantos and Henry J. Hyde United States Global Leadership Against HIV/AIDS, Tuberculosis and Malaria Reauthorization Act was signed into law, authorizing up to $48 billion from 2009 to 2013 to combat global HIV/AIDS, tuberculosis and malaria. The law authorized the U.S.  government, through PEPFAR, to establish Partnership Frameworks with host countries to promote a more sustainable approach to combating HIV/AIDS, characterized by strengthened country capacity, ownership, and leadership. To date 27 countries have been invited to develop a Partnership Framework, including Kenya, Tanzania, and Uganda. (Vallin, 2007)
A radical model to stop HIV’s spread is a possibility proposed by Cohen.  (J. Cohen, 2008) "Although ARVs still fail to reach many people in countries such as Myanmar, a model based on South Africa shows that immediate treatment of the entire HIV-infected population could stop the epidemic there." Prevention programs appear not to be working, so a test and treat everyone policy may be required.
According to a recent report in the NYTimes the spread of TB is seen as slowing progress on AIDS (Altman, 2008).  Further, an older TB vaccine is causing new problems in the HIV era. (Enserink, 2007)  TB (Anon, 2006) was once seen as a social disease, complicated by fear, and stigmatization. The advent of modern treatment did much to erode these attitudes and fears, and TB began to be seen as a treatable condition. But the ground gained in the fight against TB is now in danger of being lost again as the disease re-awakens in the shadow of a HIV and AIDS. In Kenya, high rates of HIV infection are contributing to the high number of new TB cases. TB incidence rate of 12 percent is among the highest in sub-Saharan Africa. An estimated 29 percent of TB patients are HIV-positive, and TB–HIV co-infection is now a significant problem. PATH has received funding from PEPFAR, the Capacity Project, and the Global Fund to work with National Leprosy and TB Control Program (NLTP), KNCV, WHO, and the Kenya Association for the Prevention of TB and Lung Disease (KAPTLD) to scale-up TB/HIV activities in 10 priority districts. Nationally PATH (PATH, 2009), an international, nonprofit organization creates sustainable, culturally relevant solutions, enabling communities worldwide to break longstanding cycles of poor health. By collaborating with diverse public- and private-sector partners, PATH helps to provide appropriate health technologies and vital strategies that change the way people think and act. PATH works to improves global health and well-being.  
In Table 2 (WHO, 2008)are some data on causes of death for East Africa and U.S. for selected diseases. The first row displays population figures for each country, from the smallest (Uganda with 25 million, Kenya, 31.5 and Tanzania with 36.2) to the largest, U.S. with 291 million. (2004). In the second row are deaths from all causes, and here the U.S. is the lowest, with 831.7 thousand, as compared to over a million for each of the East African countries. Causes of death are shown in Table 2 first for communicable diseases, then non-communicable, and finally injuries, both intentional as in war or suicide and accidental or unintentional.. The East African countries are 20 times greater than U.S. with communicable diseases. The non-communicable diseases, such as cancer and diabetes are at least three times greater in the U.S.

  Public Health Activities 
Public health systems in East Africa launched initiatives financed by the more developed nations. Table 3 shows some of the activities in Kenya, Tanzania and Uganda. Vital statistics are now regularly collected, although difficulties still persist in getting full coverage especially in rural areas and from people who have migrated either to find jobs or to escape ethnic disruptions.

Regional health issues are the focus in Eastern Africa of EANNASO  (EANNASO, 2008) a regional umbrella network of HIV and AIDS service organizations covering 14 countries (Burundi, Comoros, Djibouti, Ethiopia, Eritrea, Madagascar, Mauritius, Kenya, Rwanda, Seychelles, Somalia, Sudan, Tanzania, and Uganda). Its headquarters are based in Arusha, Tanzania. Its main activities take place through advocacy, networking and information and communication programs.” EANNASO  (UNAIDS, Sida, Irish Aid, Hivos, ) seeks to support member networks through providing operational support and assisting in developing and strengthening network capacities, thereby improving respective national responses to HIV/AIDS at ground level. EANNASO also acts as the collective voice of its member networks, articulating regional issues surrounding HIV and AIDS to the international community 
Also on a regional level, Global Citizens Summit (Global Citizens Summit, )met May 3/31 in Nairobi, Kenya. The aim of the Global Citizen’s summit is to create a new momentum on Universal Access to HIV prevention, treatment, care and support through scaling up social mobilization to end HIV and AIDS. Issues and agenda for a new and radical approach to end HIV and AIDS include the following points:

1.1  Only 10% of people living with HIV&AIDS actually know their status.
1.2  Prevention strategies so far adopted continue to lag behind the epidemic.  
1.3  With limited or dysfunctional Primary Health Care people and governments in the global south must develop actions that strengthen the Primary Health Care Systems. 
1.4  AIDS financing has continued to be donor driven, project- based and unaccountable to the citizens and countries  
1.5  Partnership and Alliance building is at the core of social mobilization 
1.6  Investments in Aids research by Southern Governments and local institutional has had only a  minimal impact on the HIV&AIDS response 
1.7  A New and Radical Action Plan will be adopted with the aim of revolutionizing the global response across the African, Asian and Latin American continents.  

An important question is how to avoid duplication in public health and NGO services which was discussed at the Global Citizens Summit in Nairobi, Kenya.(IRIN PlusNews, 2009b) Are parallel systems hurting public health care? If governments were responsible for treating to people living with HIV, and NGOs for supplementary needs like prevention, testing and food, there would be less duplication of services, civil society activists attending the recent Global Citizens Summit in Nairobi, Kenya were told. .According to Ruth Masha, national HIV/AIDS coordinator for the anti-poverty NGO ActionAID Kenya., “When you create parallel systems for treatment, one run by NGOs and the other by governments, then it means NGOs will in most cases get the best personnel from government facilities, since NGOs can pay more.  “
Missionary activity in East Africa has been carried out by a host of different religious organizations which combined service and proselytizing activities.  In some cases hospitals and clinics were built as well as schools and colleges. Several such faith based NGOs are included in the following pages.
One case study on the local government responses to HIV/AIDs in Kenya was prepared by Nina Schuler.(Schuler, 2004) drawing upon the analytical framework of the World Development Report 2004: Making Services Work for the Poor in examining the challenges and opportunities of decentralized service provision. Presenting a short case study based on field research in two towns and one city in Kenya, the author draws lessons from local government experiences in managing the challenges of the epidemic in an environment of decentralization. 

In Kenya PATH used popular culture to interest youth in HIV/AIDS prevention (Anon, 2009a) Kenya’s top musicians teamed up to raise awareness about HIV a.  nd the eQuest contest). Song by top Kenyan musicians, mobile phone contest help youth discover facts about HIV and AIDS. The wining lyrics are as follows:


Even the VIP with the PhD
can get an STD then D-I-E from AIDS.
Slow death feeling no breath in a slow process. 
Two hundred lives less
everyday
across K-E-N-Y-A. 
So if you want to stay better stay away
from S-E-X period to survive the day.

In Tanzania a national multi-sectoral strategic framework has been in effect since 2003.  HIV infection is unevenly distributed across geographic areas, gender, age, and social economic classes. It has struck most heavily the economically active group of adults 14-45. Cases are reported to the National AIDS Control Program (NACP) (Tanzania. Ministry of Health & Social Welfare, 2008) by the Tanzania Health Campaign (Hall, 1978). In Tanzania a U.S. Mission is helping HIV/AIDS orphans to avoid infectious diseases including malaria.(Anon, 2007)
In Uganda prevalence rates have dropped from an average of 18% in the early 1990s to 6.2% in 2002.  Ugandan President Yoweri Museveni has been hailed for his leadership in fighting against HIV/AIDS. In 1991, the campaign grew into an intensive multi-sectoral and multi-media saturation effort. Condoms were distributed and voluntary HIV testing carried out. Counseling and support services were provided, while pop songs, billboard and radio messages popularizing anti-AIDS messages were created. Drama performances and open-air seminars on sex education were held routinely. As a result, HIV/AIDS prevalence, which had soared until 1993, has dropped drastically.  HIV prevalence among women in urban antenatal clinics, for example, fell by half, from roughly 30 per cent in 1991 to 15 per cent in 1996. The estimated HIV infection rate at the end of 1997 was 9.5 per cent of adults aged 15-49. The decline in infection rates has been faster in the urban areas, where the public information campaign is concentrated, than in rural areas where infection rates have been relatively lower. Uganda has (Anon, 2009b) been hailed as a rare success story in the fight against HIV and AIDS, widely being viewed as the most effective national response to the pandemic in sub-Saharan Africa.  

President Museveni established the AIDS Control Program (ACP) (Uganda AIDS Commission, 2006) within the Ministry of Health (MOH) to create policy guidelines for Uganda’s fight against HIV/AIDS. Uganda quickly realized that HIV/AIDS was more than a ‘health’ issue and in 1992 created a “Multi-sectoral AIDS Control Approach.” In addition, the Uganda AIDS Commission, also founded in 1992, has been instrumental in developing a national HIV/AIDS policy. A variety of approaches to AIDS education have been employed, ranging from the promotion of  condom use to ‘abstinence only’  programs. To further Uganda's efforts in establishing a comprehensive HIV/AIDS program, in 2000 the MOH implemented birth practices and safe infant feeding counseling. According to the WHO, around 41,000 women received Preventing Mother To child Transmission (PMTCT) services in 2001. Uganda was the first country to open a Voluntary Counseling and Testing (VCT) clinic in Africa called AIDS Information Centre (AIDS Information Centre Uganda, 2009)
 In Uganda an exploratory study on the impact of HIV/AIDS on the staff at four rural hospitals found that some believed that staff had reduced their closeness to patients. (Dieleman & Bwete, 2007) Another study considered means of bringing youth and adults together to improve adolescent sexual and reproductive health (Herdman, 2005). Provision of treatment by aid groups might not be sustainable in the long run, because “what happens when the funding for ... [the] aid group ... offering the treatment runs out?" said Jamal Mohammed, regional officer for the Horn of Africa at Oxfam International, the UK-based relief organization (OXFAM, 2008).


It has also been suggested that NGOs direct some of their resources to improving government health facilities, making them better able to provide treatment, while governments should train more personnel and improve pay to retain staff in the public health system.   In India and Ethiopia the government provided treatment exclusively, leaving other areas of HIV management to NGOs. "In Ethiopia for example, NGOs can do testing and referrals, but the administration of ARVs [antiretrovirals] is purely the prerogative of the government, and it has worked well for them," said Oxfam's Jamal (OXFAM, 2008). 
 
Alex Mito, a community health worker from Kenya, said most HIV/AIDS patients in rural western Kenya preferred to get their ARVs from NGO-run health facilities because of the additional benefits they received. (IRIN PlusNews, 2009a) "Some NGOs provide food rations and at times monetary assistance to those on their treatment programs, which in most instances is never done at government-owned facilities," he said. If such a system is to work efficiently, African governments will have to overhaul their drug supply systems to limit stock-outs and other supply-related problems. In Kenya and Uganda, for instance, inefficiency has dogged the provision of essential drugs to HIV and TB patients, leading to shortages in government-run health facilities. Increased investment in the public health system was crucial to the successful expansion of antiretroviral treatment services in Africa, speakers said, which could be achieved if governments fulfilled their 2001 pledge to allocate at least 15 percent of the national budget to health. 

According to the Regional Network on Equity in Health in Southern Africa (EQUINET)(EQUINET, 2009), a network of research, civil society and health sector organizations, African governments account for less than one percent of global health spending, despite carrying 25 percent of the global disease burden. 
 
Global initiatives, including UN programs under UNESCO, were increased as diseases became more prevalent. ((Global Fund, 2009). Global funds to fight AIDS, TB and malaria were collected from donors and given to research scientists looking at means of mitigating the impact of epidemics resulting from the unanticipated influx of infectious diseases, especially those not endemic 20 years ago. Since its creation in 2002, the Global Fund has become the main source of finance for programs to fight AIDS, tuberculosis and malaria, with approved funding of U.S. $15.6 billion for more than 572 programs in 140 countries. It provides a quarter of all international financing for AIDS globally, two-thirds for tuberculosis and three quarters for malaria. Global Fund financing enables countries to strengthen health systems by, for example, making improvements to infrastructure and providing training to those who deliver services.
The Global Fund is a unique global public/private partnership dedicated to attracting and disbursing additional resources to prevent and treat HIV/AIDS, tuberculosis and malaria. This partnership between governments, civil society, the private sector and affected communities represents a new approach to international health financing. The Global Fund works in close collaboration with other bilateral and multilateral organizations to supplement existing efforts dealing with the three diseases. 
NGOs Programs

Some NGOs (Non-government organizations) have connections to organizations in the U.S. or other countries outside of Africa such as the Scandinavian countries or Japan and China.  Some made use of a structure already in place such as a diocese or archdiocese. Some honored a particular individual who had been a victim of AIDS or who had mobilized others to join efforts to control HIV/AIDS. NGOs also launched programs to help people with HIV/AIDS. 
Table 4 lists some of the many NGOs active in East Africa in controlling HIV/AIDS. Some are umbrella organizations covering all of East Africa, others are national NGOs. Some have religious roots, coming from a single church or mosque or synagogue. In the pages which follow, some recent activities by these organizations will be described.
An extensive analysis of faith based organizations and stigma was done by Parker and Birdsall. (Parker Warren, 2005) Stigma and discrimination (UNAIDS, 2009) have often been identified as primary barriers to effective HIV prevention, as well as the provision of treatment, care and support. Such viewpoints tend to employ stigma and discrimination as a catch-all for the multiplicity of negative beliefs, attitudes and actions related to the disease, without examining other possible motives. This has the effect of stigmatizing many communities as being uncaring and inhumane, a process that can perpetuate existing marginalization. 
 The analysis by UNAIDS explores theoretical and definitional aspects of stigma and discrimination in relation to HIV/AIDS (UNAIDS, 2009). It then reviews faith-based organization (FBO) responses to HIV/AIDS, considering factors that contribute to stigma and discrimination, as well as those which militate against them.   Stigma involves the expression of negative attitudes and beliefs that contribute to processes of rejection, isolation, marginalization and harm of others. It is useful to distinguish between stigma and discrimination. Stigma is largely related to ideas about others, while discrimination involves some form of direct enactment of stigma which may be verbal or physical, and which is likely to be hurtful and/or harmful to the person to whom it is addressed. Most countries and societies have recognized that forms of stigma and discrimination are antagonistic to concepts of human rights and equality. Constitutions, bills of rights and various pieces of legislation have been enacted with a view to addressing and limiting such practices. South Africa, in general, and in relation to HIV/AIDS, has a wide range of constitutional and legal provisions that set out to address inequalities, and which provide protection from discrimination on various grounds.
1. Kenya

NGOs in Kenya include many types and sizes:  local, and global, religious and secular. Donors rely on a variety of techniques to raise money from organizations and individuals. All NGOs in Kenya like everywhere else need funds to operate. What follows are details about HIV/AIDS programs of 16 NGOs in Kenya.
KENWA (NNAK, 2008)  Kenya Network of Women With HIV/AIDS was founded in 1993. KENWA is a grassroots organization in Nairobi, Kenya. Its 7000 members, mostly women with HIV/AIDS, support their orphaned children / KENWA presently supports 1743 children. It costs $58,000 a month for subsistence feeding . Save Africa's Children, founded by Denzel Washington and Bishop Charles Blake in Los Angeles, California, is KENWA's fiscal sponsor. That means that SAC oversees how KENWA spends donations in Kenya and provides U.S. donors with tax-deductible receipts  KENWA has been recently offered a five-acre tract of land in Nairobi, Kenya. This is KENWA first property ownership. It has always rented space for its 8 drop-in health facilities around Nairobi. Now KENWA is raising money to develop this land with a clinic, foster home, and office facility. 

 
 KENWA's executive director, Asunta Wagura, is known as the Mother Teresa of Nairobi, because at 44 years old, she has helped more poor people with HIV/AIDS in Kenya (now numbering more than 450,000) than Mother Teresa had helped poor people with leprosy in India at the same age.  Asunta Wagura has had HIV/AIDS for 18 years. She knows how it feels to be turned away. When she was 22 and beginning her studies at Nairobi Medical School in Kenya, she was diagnosed as being HIV positive. Expelled from school and shunned by her family, she was left alone to die. In 1993, she and four other HIV-positive women founded KENWA, a grassroots community-based organization with a humble mission: improve the quality of life for women with AIDS and their children. Now 13 years later, KENWA provides life-supporting services to 6951 people, including 1743 orphaned and vulnerable children. 

KENWA is operated mostly by volunteers, mainly women with HIV/AIDS and provides services to 7127 people, including 5384 with AIDS and 1743 orphaned and vulnerable children. It is committed to rise from its dependence on financial aid to become a self-sustaining model for AIDS-based organizations worldwide by 2010.  Kenwa is committed to rise from its dependence on financial aid to become a self-sustaining model for AIDS-based organizations worldwide by 2010.  Educational and vocational empowerment are the means by which Kenwa helps 1.8 million AIDS orphans living without water or electricity or toilet and cooking facilities. KENWA is firmly committed to ensuring that children are educated because education is the greatest weapon against AIDS.  Uneducated, unemployed, and solely reliant on men, women are subjugated in ways that make them vulnerable to contracting AIDS. When their status is discovered, they're often shunned by their husbands and families to care for their children alone and without resources. With antiretroviral therapy, they're living longer. KENWA assists these women with nutritional, emotional, and medical support so they can live productive lives.

KENWA provides women and older orphans with vocational training so they can become financially independent. Graduates of KENWA's sewing school receive their own treadle sewing machine and enough sewing supplies to make five school uniforms. KENWA buys these items so that graduates have seed money to buy supplies for more projects that they can sell. Each graduate will be required to teach three more people to sew .
The Global Fund Kenya (GFK) (Global Fund Kenya, 2008b) is devoted to fighting HIV/AIDS, Tuberculosis and Malaria. GFK was created to increase dramatically resources to fight three of the world's most devastating diseases, and to direct those resources to areas of greatest need. As a partnership between governments, civil society, the private sector and affected communities, the Global Fund represents an innovative approach to international health financing. After several years of active work, its most recent application was rejected.(Global Fund Kenya, 2008a). Kenya will need to find new sources of funding to keep more than 200,000 people on antiretroviral (ARV) treatment after the country’s latest bid for support from the Global Fund to fight AIDS, Tuberculosis and Malaria was rejected, a senior government official said.

“We are too dependent on donor funding for programs like these [related to HIV, malaria and tuberculosis], which are vital to the health of our people – we must start becoming more self-reliant,” Danson Mungatana, Assistant Minister for Medical services, speaking on 27 October, 2008.

Although the Global Fund’s Technical Review Panel recommended that Kenya’s proposal be rejected, the final decision lies with the Fund’s board of directors, due to meet in India in November; however, the board has never disagreed with the review panel. Mungatana noted that the rejection in the Fund’s eighth round of funding was unlikely to have an immediate effect, as the money from the previous round of funding would last until 2010. Kenya had applied for U.S. $130 million for HIV programs, $100 million for malaria and $70 million for tuberculosis. An estimated 98 percent of Kenya’s AIDS programs are donor funded; no funds were set aside for HIV and AIDS in the country’s national budget announced in July. “For us as a country, we need to ask ourselves, is this sustainable? It is not,” Mungatana said. “We are making a direct appeal that the treasury now must start to prioritize our issues.”

As a stop-gap measure, the minister announced that 500 million shillings ($6.25 million) of government money had been set aside to buy ARVs through the Kenya Medical Supplies Agency. “But this is still a small amount compared with what will be needed after 2010. We must do whatever it takes to make sure that no one is taken off ARVs.” The Global Fund is one of the largest supporters of Kenya’s AIDS programs, providing an estimated $100 million every year; the US President’s Emergency Plan for AIDS Relief, PEPFAR, provides about $200 million annually.

The Anglican Church in Kenya (ACK) launched a program on HIV/AIDS, issuing a mandate (Anglican Church of Kenya., 2006). In an ACK survey done by Directorate of Social Services survey in 2004, there are 65,000 Anglican Christians living with HIV/AIDS. Although the death rate has fallen from 700 to 300 people per day this is still a very high rate, next to malaria, which could also be due to HIV infection. The orphans are increasing daily while women are left without husbands.  According to ACK, “Our church has AIDS The church can no longer bury its head in the sand while its own people are dying, suffering and caring for their loved one due to HIV/AIDS.” The church has directly been affected by the AIDS scourge and there is great feeling to execute its mandate of holistic ministry; that of preaching teaching and healing. The church intends to address issues of prevention with an open mind based on reality but strongly propagating church values. The church will provide factual information on the use of condoms with effective counseling on abstinence and faithfulness.
ACK has had an active program on HIV/AIDS control. The BBC reported that (Anglican Church of Kenya., 2006) “an earlier approach in fighting Aids was misplaced, since we likened it to a disease for sinners and a curse from God," said Archbishop Benjamin Nzimbi. He was speaking to a group of HIV positive Christian and Muslim clergy. The BBC's Gladys Njoroge in Kenya says there has been lots of church discrimination against those with HIV - some have been excommunicated. Some Muslims have been killed because of their status, advocates for people with HIV have claimed. Archbishop Nzimbi said the Church would now work to end the stigma associated with Aids. Ugandan clergyman Gideon Byamugisha, who has lived for 19 years with HIV, says the apology is welcome. "It's better to be long overdue than never," he told the BBC's Focus on Africa program. Canon Byamugisha and his Africa Network of Religious Leaders Living with HIV/Aids urged political and religious leaders to fight the stigma by publicly disclosing their own HIV status.

The Anglican “Church of Kenya (ACK) sponsored an HIV/AIDS testing program in which clergy explained to their congregations the need for testing. The overall objective of the program is to strengthen the capacity to respond to the threat of HIV/AIDS. The program includes the following points: (Anglican Church of Kenya., 2006)
- Train peer educators who will be responsible for young people in their dioceses
- Establish youth friendly Voluntary Counseling and Testing Centers.
- Train counselors for VCT centers
- Establish youth resource information centers.   
So far, this project has been successful in developing teams of youth in many dioceses and opening 3 youth friendly voluntary counseling and testing centers. Youth were educated in understanding HIV. These youth in turn educated their friends and neighbors. Thus understanding better how AIDS is spread, they know how to protect themselves, and they can also be sure when caring for family and friends that they can minimize the risk of contracting the disease. Part of the ongoing challenge of dealing with the HIV pandemic is educating both women and men on the risks and on appropriate behavior for this age of AIDS. Women are especially vulnerable and must know how to protect themselves. Even more importantly men must understand the vulnerability of women and respect their rights as autonomous people. This kind of gender education is an overall part of this project. According to a BBC broadcast, the Kenyan Anglican Church has made apologies for its earlier stand on HIV/AIDS. (Anon: BBC, 2006)
KANCO, The Kenya AIDS NGOs Consortium , KANCO, (KANCO, 2009) was established in 1990 as a national membership network of NGOS, CBOs and Faith Based Organizations, private sector research and learning institution that have an interest in HIV and AIDS, TB activities in Kenya. The birth of KANCO “is traced to a group of Civil Society Organizations (CSOs), who had begun responding to the HIV/AIDS epidemic in the late 1980s.  KANCO has expertise in the acquisition, processing and dissemination of up-to-date HIV/AIDS information across the country. “Our core competency lies in providing communities with timely practical information to enhance diverse responses to the AIDS impact.” To date the membership has grown to over 900 CSOs. 

Marie Stopes Kenya’s (Marie Stopes Kenya, 2009) health program includes 25 clinics in Kenya. Services offered include: Family planning; health screening; HIV/STIs; male circumcision; maternal health; post abortion care; primary health care; refugees/IDPs; social franchising; social marketing; young people. Marie Stopes Kenya was established in 1985.

YWCA KENYA (YWCA of Kenya, 2009) is dedicated to eliminating racism, empowering women and promoting peace, justice, freedom and dignity for all. The YWCA Kenya’s Micro Credit Project’s main goal is to improve the social and economic living conditions of low income women and their families with help from the World YWCA Women and Development Fund (WDF). Between 90 and 98 percent of all loans are fully repaid to the local YWCAs running the Micro Credit Projects.   The YWCA Kenya trains women in groups of 10 to learn business and leadership skills that will make them eligible for small business loans to start self-sustaining businesses. 
According to statistics from the Kenya Red Cross (Mombassa) (YWCA Kenya, 2008), by December 31, 2007, there were 110 women, 70 men and 80 children taking refuge at the Mshomoroni police station. At the YWCA in Likoni, there were 80 women and children. On the day of the needs assessment the total number of people at the police station was 125 among them 30 girls, 30 boys, 45 women and 20 men. At the YWCA in Likoni, there were 25 female-headed families, 40 children and a few men who came during the day to visit their families. A total of 55 women participated in the Rapid Needs Assessment in Mshomoroni and Likoni IDPS camps. The methodologies used were focus group discussion and one-on-one interviews. The team that carried out the Rapid Needs Assessment comprised of seven volunteers and staff from Kenya Red Cross (Mombassa),  six volunteers and staff from Kenya YWCA Mombassa branch, Kenya YWCA national headquarters and World YWCA.

On January 16, 2008, a Rapid Needs Assessment for women and girls was carried out in camps for Internally Displaced People (IDPs) at Mshomoroni and Likoni in Mombassa and Kilindini districts in the Coast Province as part of the YWCA emergency response to the crisis arising from Kenya’s post-election violence. The YWCA worked in partnership with the Kenya Red Cross Society, Mombassa Branch. The Kenya Red Cross has been selected by the government as the lead agency for the humanitarian response including coordination of sanitation, water, health and psychological needs among IDPs  The purpose of the Rapid Needs Assessment was to identify the immediate needs of women, girls and children taking refuge at the Dock Section of the Mshomoroni Police Station and at the YWCA in Likoni in order to ensure that women and children’s rights, particularly women’s sexual and reproductive health rights, were catered for in the humanitarian response.
Family Health International Kenya FHIK.(Family Health International Kenya, )  From its founding in 1972, FHIK has been active in programs to control HIV/AIDS.  In an era when approximately 40 million adults and children are living with HIV/AIDS and women of childbearing age account for nearly half of the infected population, family planning has a critical role to play in curbing the HIV/AIDS epidemic. For both HIV-positive and HIV-negative individuals, contraceptive barrier methods such as the male and female condom provide dual protection against unintended pregnancy and HIV transmission. Among HIV-infected women, the prevention of unintended pregnancies is essential for preventing mother-to-child transmission of HIV and reducing the number of children orphaned when parents die of AIDS-related illnesses.   FHI is exploring challenges to and options for addressing the contraceptive needs of individuals and couples in the context of the HIV/AIDS epidemic. Programmatic strategies for strengthening linkages between family planning and HIV/AIDS services such as voluntary counseling and testing (VCT), prevention of mother-to-child transmission (PMTCT), and antiretroviral treatment (ART) are being considered. Moreover, FHI is conducting research on the safety and appropriateness of various contraceptive methods for HIV-infected individuals, including individuals using ART. Integrated family planning and HIV/AIDS services have the potential to create synergistic relationships between programs, reduce missed opportunities, and ultimately maximize the effectiveness and impact of services by providing comprehensive reproductive health care that holistically addresses clients' dual risks of HIV infection and unintended pregnancies 

In an era when approximately 40 million adults and children are living with HIV/AIDS and women of childbearing age account for nearly half of the infected population, family planning has a critical role to play in curbing the HIV/AIDS epidemic. For both HIV-positive and HIV-negative individuals, contraceptive barrier methods such as the male and female condom provide dual protection against unintended pregnancy and HIV transmission. Among HIV-infected women, the prevention of unintended pregnancies is essential for preventing mother-to-child transmission of HIV and reducing the number of children orphaned when parents die of AIDS-related illnesses.
Kenyan Youth Initiatives Program (KYIP)(KYIP, 2009) is a radio and advocacy  program for young people to promote youth reproductive health. This communication program included a mass campaign which combined entertainment-education through radio with direct lobbying of policy makers to help bring reproductive health problems to the forefront of the political debate in Kenya. The quality of the programming was highly professional. Costs were more than off-set by the overall cost-effectiveness of the whole program.. 

Two radio shows were broadcast weekly over the English and Kiswahili services of the Kenya broadcasting Corporation (KBC) which were prepared by KYIP. The Youth Variety Show was a weekly hour long English-language show which had 79 episodes. The Kiswahili drama entitled Dau La Ujana was a weekly 15-minute long show with 26 episodes total.

 Youth Reproductive Health included the following topics: teenage pregnancy, HIV/AIDS and STD's, contraceptive methods, early marriage, female circumcision, boy-girl relationships, parent-youth communication, physical changes in adolescence. The campaign was first designed with formative research. Radio concepts and scripts were devised through workshops. The program was especially important as it gave youth a voice to the policy makers of the country

The Family AIDS Care and Education Services FACES (FACES, 2009) is a program of the AIDS Research Institute at UCSF, the Bixby Center for Global Reproductive Health, and the Kenya Medical Research Institute. Formed in September 2004, FACES is a collaboration between the Kenya Medical Research Institute (KEMRI) and the University of California, San Francisco (UCSF), funded through the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR). AIDS deaths in Kenya have a profound and increasing societal and economic impact. Life expectancy in Kenya has dropped from 60 years in 1993 to 47 years due to the impact of HIV/AIDS. The worst affected area is Western Kenya, where the prevalence is 15-40%. 

FACES’ mission is to provide accessible comprehensive care and support services to HIV affected families and other vulnerable populations in Kenya, reinforce prevention practices, and train Kenyan health workers in scientifically sound HIV/AIDS care.

The Family Life Program FLP of the Catholic Church (Family Life Program, 2009)has worked actively on HIV/AIDS The preparation of the national Catholic AIDS policy ‘This We Teach and Do’ has been in many ways a journey of faith. This has necessitated a deeper examination of the nature of the challenge of HIV/AIDS in the face of over twenty years of the Church’s experience in the broad arena of service delivery, in Preventive and Curative measures and the complex problem of orphans & vulnerable children.  “While the way forward has not always been clear, the Church has never hesitated to provide service and leadership even in difficult areas despite limited resources. We have provided care for the sick, prevention programs particularly for the youth, mother to child prevention programs and assistance to OVCs. While doing all these we have, in reviewing our actions, our successes and our failures, felt the need to work out clear guidelines and broad strategies to provide a roadmap for our various parishes, diocesan institutions and national structures upon which many Kenyans rely for various types of support and services.”  Catholic HIV and AIDS Policy in Kenya is thus meant to 
1. Give a collective sense of direction, overall guidance, justification and reflection on the Church practice with regard to HIV/AIDS.
2. Acknowledge what has been done so far, encourage grassroots initiatives and give structure for responses and programs at all levels. 
3. Serve as a point of reference, provide a framework and elaborate answers on difficult issues. 

The Catholic Diocese of Kittu in Kenya(Catholic Diocese of Kitui, 2004) initiated a home based care program.(Kitengu SR, 2004)The Diocese covers the semi arid and arid districts of Kitui and Mwingi in Kenya, with a population of 842,489 people according to the 2000 National Census. The home based care program for HIV/AIDS was started back in 1989 through the initiative of Dr. Frank Engelhard working in Mutomo hospital. He had observed patients presenting with signs and symptoms of HIV/AIDS as the Hospital. In 1991 the program was initiated at 4 hospitals in the two districts. Immediately thereafter, collaboration with the Ministry of Health in the fight against HIV/AIDS was begun. The program has two main goals, which are: to increase access to quality home based care services for PWAs and to reduce the risk of infection with STIs and HIV/AIDS. The activities include: provision of care and support for those infected and affected by HIV/AIDS; provision of HIV/AIDS pre and post test counseling services; reduction of STI prevalence particularly among the youth through youth program; health education and capacity building for staff, community, PWAs, orphans, orphan guardians and care givers; and funding of income generating activities. Examples here include the support to 670 PWAs through four different centers; Wii Bakery in Kitui Centre with 16 members and Kwodep Vegetable Oil Refinery with 120 members. Results: The 670 PWAs have been empowered to live positively with HIV/AIDS. 
Stigma and discrimination has been reduced in the community and the hospital workload has significantly decreased. While initially about 50 patients would be admitted in Mutomo Hospital per week, this figure has now come to about 30 patients per week. The Wii Bakery is now independent, while the Kwodep group is close to total independence. There has been increased life expectancy for PWAs.  One woman has lived positively with HIV/AIDS since 1987. Home-based care services have reduced bed occupancy and enabled the PWAs to live in dignity surrounded by their loved ones.

The Kenya AIDS Intervention Prevention Project Group (KAIPPG, 2009) was founded in 1995. It is based in Western Kenya, with an international branch located in the U.S. in Rhode Island. “We have hundreds of volunteers, members, and clients in Kenya, and we are partnered or networking with numerous organizations and individuals the world over. We have a special focus on women, children and youth (including HIV/AIDS orphans), and the very poor.” (KAIPPG, 2009)
The National Nurses Association of Kenya  (NNAK) (NNAK, 2008)has an active program on HIV/AIDS control.  NNAK is doing a survey of nurses in Kenya. The Lillian Carter Center for International Nursing has offered technical support in Kenya to computerize and analyze supply and demand data on the nursing workforce and student nurses which are available. The goal was to create a computerized database to serve as a catalyst in identifying and addressing the needs facing nursing in Kenya 

Among the questions studied are the following:

What is the number of nurses in the workforce?

How many nurses are lost to migration?

What qualifications do nurses in Kenya hold/

How is death, especially due to HIV/AIDS affecting the nursing workforce?

Where are the openings for nursing located, and in what sectors?

Maendeleo Ya Wanawake Organisation (MYWO) (MYWO, 2009)  is a women's NGO that deals with issues to do with women's rights and gender equity in Kenya. It was founded by in 1952 and has approximately 600,000 groups contributing to a total membership of about two million women. It is currently chaired by Mrs. Rukia Subow and has various agendas in its mission statement, including maternal, child health and family planning and training women in leadership and development.  Among the programs is one to create an awareness and prevention of HIV/AIDS.
Women fighting AIDS in Kenya (WOFAK) (WOFAK, 2008) is a national NGO established to provide quality care, support and empowerment to women and children infected and affected with HIV & AIDS, to enable them to  live positively . It was founded in August 1993 by a group of women, the majority of whom were HIV-positive. They came together to give support to one another because they were experiencing rejection, stigmatization and discrimination as a result of being affected or infected by HIV & AIDS. In addition, many of their spouses had died and they were faced with the burden of supporting their families alone. “We are guided in our principles by the following values and principles:  

Confidentiality in handling our clients

Quality of service

Service with compassion 

Team - work 
Integrity and ethical practice.”
Currently, WOFAK operates in four provinces where its has nine resource centers distributed strategically in these different parts of Kenya, ostensibly to accelerate women and children’s access and utilization of care and support services The resource centers run by WOFK include 3 centers in Nairobi (Ngong road, Kayole and Kariobangi), Kisumu and Homa Bay in Nyanza Province, Bumala in Western Province and 4 districts at the Coast of Mombasa, Kwale, Taita and Taveta, serve approximately 13,000 clients. WOFAK is also involved with prevention activities targeting the most vulnerable groups of our society notably widows and the youth both in and out of school. These centers operate towards the realization of a broad goal of making HIV and AIDS manageable chronic infections by mitigating its effects among women and children and enabling those not infected to remain free from HIV. 

World Vision Kenya (WVK) (World Vision Kenya, 2004) views HIV/AIDS as a development crisis needing a multi-sectoral response. However, integrating HIV/AIDS with development is rarely practiced; many HIV/AIDS programs are vertical or parallel to other initiatives. World Vision sponsors in Voi the Voi ADP a long-term development program focused on food security, education, health, water and sanitation, and leadership development. HIV/AIDS activities are woven into each activity.  Since 1999 Voi ADP has helped raise the community's standard of living. However, there is the threat of HIV/AIDS wiping out development gains,

Prevention of HIV transmission among 5-15 year olds is done through age-appropriate and values-based education. Parents, teachers and school children collaborate in AIDS prevention campaigns. Churches are mobilized to demonstrate compassion, love and hope through community care coalitions with food security programs that ensure that families with Orphans and  Vulnerable Children (OVCs) have food and have improved incomes. OVCs now own gardens, access certified seeds, oxen and plows. In health, Voi ADP trains community health workers on home-based care to PLWHAs. Trained health sector community development committees integrate HIV/AIDS into advocacy activities. Integration of HIV/AIDS with development activities is more comprehensive, more efficient. It ensures that HIV/AIDS responses tackle root causes of HIV/AIDS such as poverty, illiteracy and power inequality. Participatory planning and teamwork among staff with different specialties is seen as more cost effective, and for some as more appropriate. 
WVK recommend that donors encourage integrated HIV/AIDS programming through projects that show a comprehensive overlap with at least two or three other sectors. Integrated HIV/AIDS programming should be done at all levels of project cycle from conceptualization to monitoring and evaluation and best practices shared.
2. Tanzania
The following 11 NGOs in Tanzania work actively on HIV/AIDS issues. In some cases they are church sponsored, but that is not true of all of them. 

An HIV/AIDS program focusing on youth  is run by the Anglican Church of Tanzania  (Anglican Church of Tanzania - Youth Against AIDS, 2008) The program aims to:
- Train peer educators who will be responsible for young people in their dioceses
- Establish youth friendly Voluntary Counseling and Testing Centers.
- Train counselors for VCT Centers
- Establish youth resource information centers. 
The overall objective is to strengthen the capacity of our Youth to respond to the threat of HIV/AIDS. So far, this project has been successful in developing teams of youth in many dioceses and opening 3 youth friendly voluntary counseling and testing centers. Youth were educated in understanding HIV. These youth in turn educated their friends and neighbors. Thus understanding better how AIDS is spread, they know how to protect themselves, and they can also be sure when caring for family and friends that they can minimize the risk of contracting the disease. The youth friendly voluntary counseling and testing centers test people for the virus and offer counseling pre and post testing. These VCTs are in Dodoma, Mbeya and Tanga.
This next phase of this project will work with the HIV youth committees in 10 dioceses throughout Tanzania: Central Tanganyika, Mpwapwa, Tanga, Dar es Salaam, Morogoro, Southern Highlands, Njombe, Kondoa, Tabora, and Iringa. These HIV committees will be supported to improve their co-ordination, networking and education; and to help them apply for funding from other donor organizations and to set up income generating activities in order to expand their program. It is also planned that these committees will co-operate with people living with AIDS, to create communities of mutual help and to increase awareness-raising among the general population. The current project will also support the ongoing work of the VCTs and ensure that the communities in traveling distance of them know of their existence and the facilities and services they provide. Part of the ongoing challenge of dealing with the HIV pandemic is educating both women and men on the risks and on appropriate behavior for this age of AIDS. Women are especially vulnerable and must know how to protect themselves. Even more importantly men must understand the vulnerability of women and respect their rights as autonomous people. This kind of gender education is an overall part of this project.

A PATH Tanzania TB/HIV Project(Makame M, 2007) was launched in October 2005 with funding from the U.S. Government. PATH’s TB/HIV Project in Tanzania is spearheading the scale-up of TB/HIV services in four different regions of the country: Arusha, Dar es Salaam, Mwanza, and Pwani. During 2007, PATH extended its support to cover 18 districts in the four regions, with a total population of more than seven million. By September 2007, PATH had established 121 service delivery outlets in the 18 districts that provide collaborative TB/HIV services, which include HIV counseling and testing for all newly diagnosed people with TB, testing for TB in people living with HIV (PLHIV), provision of health education on TB/HIV, Co-trimoxazole Preventive Therapy (CPT), condoms, and referral for Anti-Retroviral Therapy (ART) in both the public and private health care sectors.
 Between October 2006 and September 2007, PATH trained a total of 301 health care providers on TB and TB/HIV, including 13 on AFB microscopy, and provided collaborative TB/HIV services to more than 9,000 people with TB disease. Between October 2007 and September 2008, the Project will scale up services in eight more districts: five in the Islands of Zanzibar, two in Arusha, and one in Pwani. With USAID support, the Project will also focus on TB-specific activities to optimize smear microscopy, increase the availability of TB diagnostic services, and enhance DOTS implementation according to the Stop TB Strategy. Patient and community participation in TB care; advocacy, communication, and social mobilization (ACSM); public-private mix (PPM), and health system strengthening are other areas on which the Project will continue to focus.

Family Health International in Tanzania (Family Health International Tanzania, ) includes The Tanzania AIDS Project (TAP), AIDSCAP's strategic approach to HIV/AIDS prevention and control. It hinges on reducing one or all of three key variables in sexual transmission of HIV and other STIs, including: (1) reducing the rate of exposure to STIs by lowering the rate of partner change; (2) reducing the efficiency of transmission; and (3) shortening the duration of infectivity.  AIDSCAP supports interventions that aim to decrease sexual risk, by focusing on sexual partner reduction and increased condom use. It also aims to increase effective treatment of curable STIs. 
While its ultimate goal is to lower the incidence of HIV in target populations, its more immediate objective is to strengthen the technical and management capacity of local partners to conduct STI/AIDS prevention and control interventions. This emphasis on enhancing local capacity reflects AIDSCAP's commitment to having a lasting impact in host countries. AIDSCAP’s Tanzania AIDS Project is consistent with the strategic logic and capacity building principle outlined above. It builds on the experience of USAID's AIDSTECH and AIDSCAP projects, but reshapes the direction and scope of the activities to better respond to the expanding dimensions of the epidemic in Tanzania. 
The TAP phase of USAID's AIDS activities in Tanzania constitutes an important programmatic shift in three respects. First, instead of an earlier strategic emphasis on prevention interventions with "high risk" groups, such as sex workers and truck drivers, the TAP project's target populations are more broadly defined and explicitly inclusive of adults and youth generally. Second, in addition to prevention, TAP aims to reduce the growing health and social consequences of AIDS in Tanzania. Persons with HIV or AIDS, their families, and orphans from AIDS-related circumstances are also targeted to receive improved care and support. And third, to accommodate these expanded goals, TAP instituted an implementation structure that is conducive to achieving broad-based community mobilization. As the structure of supporting separate interventions with specific target audiences was phased out, a system of supporting regional NGO coalitions has been phased in. These regional NGO "clusters" were TAP's primary venue for entering and mobilizing Tanzanian communities. Worksite initiatives that were launched prior to TAP continue to receive support, although these are being absorbed into TAP's organizational structure of NGO clusters. 
TAP's programmatic and structural reformulation represents an attempt to weave STI/AIDS prevention and care interventions into the fabric of Tanzanian social life. Its specific aim is to enable institutions that are firmly grounded in Tanzanian communities to more effectively respond to the AIDS crisis. This implementation approach, as highlighted in the previous section, is in line with the National AIDS Control Program's Medium Term Plan for 1992-1996, which strongly advocates engaging Tanzanian NGOs in the nation's effort to cope with the epidemic and its social impacts. 
While TAP's implementation structure is unique, the program is technically consistent with AIDSCAP's core prevention strategies of reducing the rate of sexual partner change, increasing effective treatment of curable STIs, and increasing access to and use of condoms. Also, although TAP's targeting strategy broadens the conventional emphases on "high risk transmitter groups," it is important to stress that, targeting remains an essential aspect of TAP's strategic foundation. Rather than eliminating targeted interventions, the NGO cluster framework provides an opportunity of interfacing with a greater diversity, and larger number of target population segments. In this way, TAP's strategy better reflects the epidemiologic contours of HIV and other STIs in Tanzania, where infection rates are extremely elevated in the general population as well as in "core" risk groups. In order for behavior change interventions to be successful, implementing NGOs must have sufficient technical and management capacity to effectively plan and conduct activities; they must also operate in a favorable environmental context. 
The key functions of TAP's program are to strengthen the capacity of TAP partner organizations and to enhance the social and policy environment for implementing STI/AIDS programs. To this end, TAP's support units provide training and technical assistance to NGO partners, produce IEC materials and media programs, train clinicians in STI case management, and implement a national condom social marketing project. Most important, TAP provides continual guidance and assistance to the NGO cluster projects through regular and frequent consultative management visits, which emphasize full participation of cluster partners.
The TAP program, can conceptually be represented as multi-tiered, with the uppermost tier representing TAP's key support functions described above, followed by the organization of nine regional NGO clusters, and then by participating NGOs, who constitute the entry point into Tanzanian communities at the district, ward and village levels. It should be emphasized that the different tiers of the TAP organization represent a hierarchy of project support for community level behavior change interventions. The unique strength of this project lies in its framework that promotes integrated community-based STI/AIDS interventions via coalitions of NGOs. Rather than a mosaic of separate projects implementing different components of a comprehensive intervention strategy, this framework provides a coherent reinforcing environment for TAP's NGO cluster projects. Moreover, by strengthening Tanzanians' ability to cope with the severe impacts of AIDS, the TAP project embraces the important notion that AIDS prevention and care are not distinct spheres, but instead are aspects on a continuum of programmatic opportunities and needs. In this sense, TAP represents a holistic out-look on and response to the AIDS epidemic. 
 
African Medical and Research Foundation AMREF (African Medical and Research Foundation AMREF Tanzania, 2009)AMREF has been active in Tanzania for many years. In Tanzania an estimated 7% of the adult population is HIV positive, and AMREF believes that the best means of preventing the rapid spread of transmission is through the rapid spread of information- particularly to young people. In Tanzania a poll showed 60% of people wanted to know their HIV status but lacked the resources to gain this all important knowledge. Through the establishment of Voluntary Counseling and Testing services (VCT) the rate of testing rose by well over 400% in just 2 years. 
Programs on HIV/AIDS and STIs form two-thirds of AMREF Tanzania’s program portfolio and focus on the following broad areas: Voluntary counseling and testing (VCT); Prevention of mother-to-child HIV transmission; Life skills and behavior change education linked with youth-friendly reproductive health services for young people; Innovative teacher-led peer education program on adolescent sexual reproductive health for primary school pupils; Syndromic management of sexually transmitted infections; Care and economic empowerment of people infected and affected by HIV and AIDS; Work place-based prevention programs and peer educators’ training. 
Other health programs are in mining communities, as well as the development of programming for HIV/AIDS control at the district level. A microbicides study focuses on the association between herpes simplex type 2 (HSV2) and HIV transmission. Capacity building and quality assurance of regional laboratories services in Tanzania in support of the National AIDS Care and Treatment Plan includes Anti-Retroviral Therapy. Some other projects are concerned with Adolescent Sexual Reproductive Health (ASRH) in Kinondoni, as well as facilitating a healthier and responsible sexual behavior among adolescents. HIV/AIDS interventions in the work place focus on reducing HIV/AIDS transmission among the work force in organized employment. Programs also develop partnerships for complementary HIV/AIDS interventions, especially for  youth aged between 10 and 24 years and for the care and support for People Living with HIV/AIDS. The goal is to alleviate the burden of HIV/AIDS to individuals/families and communities.  
ANGAZA (ANGAZA Tanzania, 2009) was established by AMREF for youth and has focused on voluntary counseling and testing (VCT) In Kiswahili “Angaza” means shedding light and thusANGAZA works to help youth make the right choices about ones own health.  ANGAZA was established by AMREF with the idea of shedding light on ignorance about HIV status.
The Global Fund for Tanzania (Global Fund Tanzania, 2008) was established in 2001 to assist in the fight HIV/AIDS, Tuberculosis and Malaria. Grants account for a significant amount of the resources made available to the Tanzanian government. Up to August 2008 Tanzania has requested $1,331,963,134 in six rounds to be made available from 2001 to 2008.
Health statistics on Tanzania include the following: Total health expenditure per capita (U.S.) $17; Physicians (number) 822; Nursing and midwifery personnel (number) 13,292; HIV/AIDS Adult HIV prevalence (%) 6.2; People living with HIV/AIDS 1,400,000; People dying with AIDS 96,000; Estimated number of people needing ARV therapy 440,000; Estimated number of people receiving ARV therapy 136,000 AIDS orphans 970,000 Tuberculosis TB prevalence, all forms (number) 180,936 TB incidence, all forms (number) 123,140 TB mortality, all forms (number) 26,014 TB incidence, smear-positive (number) 53,248 Malaria Reported cases 10,566,201 Reported deaths 20,782 Estimated Malaria deaths 38,730 Statistical data provided by the UN, World Bank, WHO, UNAIDS
The Anglican Church in Tanzania sponsors a program Youth Against AIDS (Anglican Church of Tanzania - Youth Against AIDS, 2008) at St. Albans in Dar es Salaam for street children.  Part of the activities includes chicken-raising to help support AIDS orphans who are often street children. The St. Alban’s Children’s Society in Dar es Salaam, Tanzania set up the Mama Mkubwa program (Anglican Church of Tanzania - Kyeema Foundation, 2009) to look after orphaned and street children in the homes of women volunteers. With the number of orphans increasing rapidly due to AIDS, building orphan care centers is not a sustainable solution. Under the Mama Mkubwa program, children are cared for within families by the volunteer women. The Kyeema Foundation is helping these women to set up chicken raising enterprises in their backyards, so they can earn an income to buy food and other necessities for the children in their care.

Tanzania also has a program sponsored by the YWCA  (WYCA Tanzania, 2006).(WYCA Tanzania, 2006)(YWCA of Tanzania, 2005-2009)  Many women in Tanzania lack the emotional and social support, confidence and skills to negotiate safe sex. The YWCA has established a health education program in an urban district which is highly affected by HIV and AIDS. This program has included the development of awareness raising materials, along with training, peer education, and collaboration with other organizations working in the area. Facilitators are trained to challenge current thinking and social norms that have a negative impact on women.  To date, 25 facilitators have been trained in HIV and AIDS, family life education and sexual health. These facilitators are showing leadership in their local communities in responding to HIV and AIDS, by providing support, information and counseling. The young women's committee of the YWCA of Tanzania initiated the program. 
 Chawakua (Women's AIDS Control of Arusha)  (CHAWAKUA, Woman AIDS Control Society of Arusha, 2009) was formed in 1992 to fill the need of supporting women and children impacted by HIV/AIDS. It became a registered NGO in 1994 with the Ministry of Home Affairs in Arusha, Tanzania.  Before its official beginning in 1992, CHAWAKUA members were empowered through education on HIV/AIDS, Sexually Transmitted Infections, Sexual Reproduction and Home Based Care. CHAWAKUA members would meet monthly with specialists in the field of HIV/AIDS to educate its members about the disease. This education empowered the women of CHAWAKUA to educate other women on how the virus was spread. Members would accept monthly invitations from nearby neighborhoods to further educate the community and youth. During this time, CHAWAKUA also provided support to individuals in need of Home Based Care. In the early 1990’s, families infected by HIV were stigmatized by the community. CHAWAKUA reached out to these families to counsel them on how to care properly for loved ones infected by the disease..

In 1995, CHAWAKUA was approached by the USAID funded Tanzania AIDS Project (TAP) to establish a three year partnership. This partnership involved establishing an umbrella organization led by CHAWAKUA to offer Peer Education Training to 27 NGOs of Arusha. The umbrella organization was called Arusha Cluster HIV AIDS Intervention.  The process of Peer Education has long been used as an effective means of HIV Education and awareness in Africa. It involves the training of members of specific peer groups in the knowledge of Sexual Reproductive Health and AIDS Prevention so they in turn can in turn train others in the community. In addition, the funding from USAID supported CHAWAKUA to train the staff of the NGOs in the business of condom sales and marketing.  CHAWAKUA then began using its Peer Educators to train in-school youth about HIV/AIDs. The training was focused towards the primary, secondary and vocational schools on a monthly basis. Training focused on HIV/AIDS, Sexual Reproduction and Sexually Transmitted Diseases.  In 2002, CHAWAKUA was approached by the African Youth Alliance (AYA)(African Youth Alliance (AYA), 2007) with a three year grant funded by Bill & Melinda Gates Foundation. CHAWAKUA was able to implement a project known as ‘Planning My Future”. This project focused on increasing access to HIV/AIDS and Sexual Reproductive Health information and activities to out of school youth. Activities included: • Life Planning Skills Seminars • Peer Education Programs • Monthly Youth Talks • Material Distribution (posters, brochures, apparel) • Entertainment Education » Drama Performance » Sports » Songs » Raps 
Today, CHAWAKUA continues its fight against HIV/AIDS, through educating women and youth about this disease. “We are currently looking for funding to support our many initiatives. We continue to use education as our key driver to empower women and youth about their own sexual health.”

Marie Stopes Tanzania (MST) (Marie Stopes Tanzania, ) was founded in 1989. MSI-T offers services in family planning; health screening; HIV/STIs; male circumcision; maternal health; post abortion care; primary healthcare; social marketing; young people Number of clinics 21. Out-reach is provided via mobile services. Social marketing of products includes several brands of condoms. There is pregnancy testing using test strips.  
TACAIDS Tanzania Commission for AIDS  (TACAIDS, 2008) serves to formulate policy guide lines for the response of HIV/AIDS epidemic and management of its consequences in mainland Tanzania. TACAIDS is responsible for developing a strategic framework for the planning of all HIV/AIDS control programs within the overall national strategy.  The functions of TACAIDS include the following: -

(a)To formulate policy guidelines for the response of HIV/AIDS epidemic and management of its consequences in mainland Tanzania 
(b)To develop Strategic Framework for planning of all HIV/AIDS control programs and activities within the overall national strategy
(c)To foster national and international linkages among all stake holders through proper co-ordination of all HIV/AIDS control programmes and activities within the overall national strategy

(d) To disseminate and share information on the HIV/AIDS epidemic and its consequences in Tanzania and on the programs for its control. 
The Family Planning Association of Tanzania, UMATI, (UMATI, 2009), has a long history in Tanzania as a family planning group. UMATI was established in 1959.  The Chama cha Uzazi na Malezi Bora Tanzania (UMATI) advocates for the rights of couples to choose the number of and spacing of their children. It became a full member of International Planned Parenthood Federation in 1973, bolstering efforts to champion reproductive health rights. Since then, UMATI has been at the forefront in advocating for SRH rights such as safe abortion and providing information, education and communication and other reproductive health services to our target groups of: young, disabled persons AIDS orphans people living with HIV/AIDS (PLWHAs) men and women  At the moment, a wide range of family planning methods are provided. Including screening of cancers of reproductive system such as cervix, breast and prostate; infertility diagnosis and counseling; and treatment of sexually transmitted infections are also offered.  Other services are voluntary counseling and testing (VCT) of HIV; and management of opportunistic infections. 
 In addition, UMATI runs Home Based Care and Support groups program for PLWHAs.  “And to ensure our services are up to standard, we have introduced Quality of Care protocols in 4 of our clinics.  The demand for these services has been on the rise each year.  In 2006, we served 54,897 clients. The government consults us on various SRH issues.” There is still work to be done. Maternal mortality rate stands at 1,500; HIV prevalence among females is 7.1 and males 5.8; and modern contraceptive prevalence of 20 per cent.  Service delivery points include 13 clinics. The members of the governing body are 12 in number and include 1 male and 1 female below 25 years of age.
WAMATA  (WAMATA, 2008) works with people affected by HIV/AIDS. It runs Tanzania's oldest clinic for HIV. The acronym stands for the Swahili phrase "Walio Katika Mapambano Na AIDS Tanzania" which means "People in the fight against AIDS in Tanzania." WAMATA was founded in June 1989 by a small group of Tanzanian professionals and families to assist individuals living with HIV/AIDS diagnoses. Theresa Kaijage led the organization while she was head of social work and family therapy at Muhimbili Medical Centre and a lecturer at the Social Welfare Training Institute. She fund-raised and secured voluntary help, eventually managing to obtain a small office space in the Catholic Brothers of Christian Institution. It was there that she began offering counsel and support to victims of HIV/AIDS through WAMATA. WAMATA collaborates with the government’s National AIDS Control Program (NACP). (Tanzania. Ministry of Health & Social Welfare, 2008)
 The Tanzania Gender Networking Program, (TGNP), (Tanzania Gender Networking Programme (T)GNP, 2008) is an NGO working in the civil society sector since 1993. It is an activist organization focusing on the practical promotion and application of gender equality, equity and women’s empowerment objectives through policy advocacy and mainstreaming of gender and pro-poor perspectives at all levels in the Tanzanian society and beyond.  Much of the section on Health care is devoted to HIV/AIDS. Along with other NGOs, TGNP supplies support services for HIV/AIDS victims and their carers.  Counseling is given to help people cope with the disease as well as the stigma attached to it. Education campaigns have targeted sex workers and truck drivers. Condom dispensers have been installed at truck stops. According to TGNP, “Fundamental changes in cultural values and normative behavior are required for the benefit of all members of society which will empower both women and youth.”
World Vision Tanzania (WVT) (World Vision Tanzania, 2009) also provides an active program for HIV/AIDS control.  World Vision is an international Christian relief and development organization working to promote the well being of all people, especially children. In 2004, World Vision offered material, emotional, social and spiritual support to 100 million people in 96 countries. World Vision Tanzania started in 1981. The heart of World Vision's work is in helping communities build stronger and healthier relationships.  The absence of such relationships impoverishes communities according to WVT.   World Vision focuses on children because they are the best indicator of a community's social health. According to WVT, when children are fed, sheltered, schooled, protected, valued, and loved a community thrives
Youth Against AIDS (YAA) (Anglican Church of Tanzania - Youth Against AIDS, 2008). The Anglican Church in Tanzania established a program for youth, especially street youth. Peer educators were trained who would be responsible for young people in their dioceses. Youth friendly centers were set up as Voluntary Counseling and Testing Centers and counselors were trained.  Youth resource information centers were set up with thee overall objective of strengthening the capacity of Youth to respond to the threat of HIV/AIDS.  So far, this project has been successful in developing teams of youth in many dioceses and opening 3 youth friendly voluntary counseling and testing centers. Youth were educated in understanding HIV. These youth in turn educated their friends and neighbors. 
Thus understanding better how AIDS is spread, they know how to protect themselves, and they can also be sure when caring for family and friends that they can minimize any risk of contracting the disease. The youth friendly voluntary counseling and testing centers test people for the virus and offer counseling both pre and post testing. These VCTs are in Dodoma, Mbeya and Tanga.  This next phase of this project will work with the HIV youth committees in 10 dioceses throughout Tanzania: Central Tanganyika, Mpwapwa, Tanga, Dar es Salaam, Morogoro, Southern Highlands, Njombe, Kondoa, Tabora, and Iringa. These HIV committees will be supported to improve their co-ordination, networking and education; and to help them apply for funding from other donor organizations and to set up income generating activities in order to expand their program. It is also planned that these committees will co-operate with people living with AIDS, to create communities of mutual help and to increase awareness-raising among the general population. The current project will also support the ongoing work of the VCTs and ensure that the communities in traveling distance of them know of their existence and the facilities and services they provide. Part of the ongoing challenge of dealing with the HIV pandemic is educating both women and men on the risks and on appropriate behavior to protect themselves in this age of AIDS. Women are especially vulnerable and must know how to protect themselves. Men need to understand the vulnerability of women and respect their rights as autonomous people. “This kind of gender education is an overall part of this project.” 
3. Uganda

Uganda has been hailed as a rare success story in the fight against HIV and AIDS, widely being viewed as the most effective national response to the pandemic in sub-Saharan Africa. (Anon, 2009b) As was mentioned earlier, President Yoweri Museveni established the AIDS Control Program (ACP) within the Ministry of Health (MOH) to create policy guidelines for Uganda’s fight against HIV/AIDS 
Uganda quickly realized that HIV/AIDS was not just  a ‘health’ issue and in 1992 created a “Multi-sectoral AIDS Control Approach.” In addition, the Uganda AIDS Commission, also founded in 1992, has been instrumental in developing a national HIV/AIDS policy. A variety of approaches to AIDS education have been employed, ranging from the promotion of condom use to 'abstinence only' programs. To further Uganda's efforts in establishing a comprehensive HIV/AIDS program, in 2000 the MOH implemented birth practices and safe infant feeding counseling. According to the WHO, around 41,000 women received Preventing Mother To child Transmission (PMTCT) services in 2001.[
 The following 12 NGOs in Uganda are among those which have active programs which focus on controlling HIV/AIDS. As in the other East African countries, each is the result of a combination of economic and social factors and in some cases involves aggressive marketing.
The AIDS Support Organization (TASO(TASO, 2009) is an indigenous HIV/AIDS service organization in Uganda founded in 1987 by Noerine Kaleeba and 15 other colleagues some of whom have now passed away due to AIDS. The founding of TASO was based on people that were unified by common experiences faced when encountering HIV/AIDS at a time of high stigma, ignorance and discrimination.
Family Planning Association of Uganda (FPAU) (Family Planning Association of Uganda, ) has launched a two-year, $150,000 project aimed at preventing and treating HIV/AIDS and other sexually transmitted infections among commercial sex workers and young people, Uganda's The Monitor reports. According to Elly Mugumya, executive director of FPAU, the project targets young people and sex workers in the Kawempe division of the capital, Kampala. It also will provide no-cost treatment and care for HIV and other STIs, as well as no-cost male and female condoms, Mugumya said. Mugumya added that the project will promote awareness and knowledge building. The project is the first of its kind in Uganda, according to Mugumya and targets sex workers and young people in Kawempe because they are more vulnerable to HIV and other STIs than other groups and have no access to reproductive health services. Kibirige Takuba, a chair for the Kawempe division, is quoted as saying that sex work is a leading cause of the increase in HIV/AIDS cases in the division, adding that 45% of people who received HIV tests last year at two health centers in the division tested positive. 
 

Marie Stopes International, Uganda (MSIU)(Marie Stopes Uganda, 2008)established in 1990, has focused on condoms as the only reliable way to prevent transmission. MSIU has 16 clinics and an active outreach program.  Services offered include Family planning; health screening; HIV/STIs; maternal health; primary health care; post abortion care; refugees/IDPs; young people. Social marketing products & brands Condoms: Lifeguard Blue; Lifeguard Pink  Pregnancy test: Easy Life Pregnancy Test Strips. MSIU sells nearly 20 million Life Guard condoms each year, accounting for around 60% of the private market. More than 144 million Life Guard condoms have been sold to date, contributing significantly to the fight against HIV infection in Uganda. As a strategic partner of the Ministry of Health (MoH), MSIU aims to help distribute more than 225 million Life Guard condoms over the next five years , making Life Guard the top selling condom brand in Uganda. Together the two agencies have run Uganda’s Life Guard contraceptive social marketing (CSM) program since its inception in 1997, with the support of the Federal Republic of Germany. 
MSIU uses social marketing techniques to ensure that Life Guard targets the groups at highest risk of contracting or spreading HIV and other sexually transmitted infections (STIs). These priority target groups include truck drivers, fishing communities and young women. Life Guard is strategically placed in a range of sales outlets commonly frequented, day or night, by each target group, ensuring that the brand is available when and where it is needed. Fishing communities, for example, are reached via general ‘duka’ kiosks, while married couples, the group with the fastest growing rate of new infections, are reached through pharmacies and other traditional commercial outlets. A wide variety of outlets carry Life Guard. Dedicated Life Guard outreach teams deliver behavior change campaigns, mixing information with participatory activities aimed at promoting the correct and consistent use of condoms as part of the comprehensive ABC program (Abstinence, Be faithful, use a Condom). Working directly with communities, these Life Guard teams reach more than 1.4 people. MSI Uganda sells nearly 20 million Life Guard condoms each year, accounting for around 60% of the private market. More than 144 million Life Guard condoms sold to date, contributing significantly to the fight against HIV infection in Uganda as a strategic partner of the Ministry of Health. MSI Uganda aims to help distribute more than 225 million Life Guard condoms over the next five year
Uganda has 29 million people with a population increase of 3.2% per year (2006) the world’s 3rd highest growth rate. HIV+ people are 1.1 million (2006);  AIDS orphans: 2.2 million. Condoms are the only proven way to protect against HIV infection. Over 11 million condoms are used each month in Uganda.  MSI Uganda works closely with the Ministry of Health to ensure that CSM activities serve the priorities established in the country’s National Strategic Plan (NSP) for HIV/AIDS 2007/8-2011/12. Over the coming five year period, MSI Uganda aims to help distribute over 225 million Life Guard condoms on behalf of the Ministry of Health. 
MSIU uses social marketing techniques to ensure that Life Guard targets the groups at highest risk of contracting or spreading HIV and other sexually transmitted infections (STIs). These priority target groups include truck drivers, fishing communities and young women. Life Guard is strategically placed in a range of sales outlets commonly frequented, day or night, by each target group, ensuring that the brand is available when and where it is needed. Fishing communities, for example, are reached via general ‘duka’ kiosks, while married couples - the group with the fastest growing rate of new infections – are reached through pharmacies and other traditional commercial outlets. 
Protecting Families Against HIV/AIDS (PREFA) (PEPFAR, 2009) which works to protect and prevent families against HIV, has created a food security and nutrition programs for HIV-positive people in Masindi, Bulisa and Kayunga districts, The New Vision reports, “Often neglected, food security and nutrition are critical for individuals, households and communities affected by HIV,” according to David Serukka, MD, the executive director of PREFA. “Lack of food security and poor nutrition may hasten progression to AIDS-related illnesses and undermine adherence and response to antiretroviral [ARV] therapy.”  Serukka said increased efforts to address food security and nutrition can help meet the United Nations Millennium Development Goals target of achieving universal access to HIV prevention, treatment, care and support by 2010.  
Action for Development (ACFODE) (ACFODE, 1995)was founded in 1985. ACFODE published this book in 1995 to show NGO’s contributions to women's recognition in Uganda. ACFODE includes information about NGOs which focus on women's issue in Uganda.  The formation of ACFODE was stimulated by the United Nations Third World Conference on Women held in Nairobi in July 1985. According to the founders of ACFODE “The issues raised in this conference necessitated a need for an organized forum, that would formally provide a platform for effective debate and action on issues related to the advancement of women in Uganda; the enhancement of their status, and to increase their involvement in the national development process." Joy C. Kwesiga was a founder and wrote the introduction to the book. Chapter focused on "Spearheading through glass ceilings" was written by Ruth Makama. The Department of Women's Studies at Makerere University in Kampala received support from the Uganda Association of University women. Maxine Ankrah was the Convener. The book gives information on several dozen NGOs, including some affiliated with religions.
The Uganda Network of AIDS Service Organization (UNASO) (UNASO, 2008)was formed in 1996, as an umbrella organization that exists to coordinate and represent AIDS Service Organizations (ASOs) including NGOs, CBOs, FBOs in Uganda.  Institutional capacity building involves strengthening the structure, policies, procedures and systems to make the network more responsive to the aspirations of the civil society ASOs. It includes strengthening the role of governance at the district level to provide leadership of coordinating and representing the Civil Society sector at District AIDS Teams. The focus is to enhance capacities of ASOs and district networks to initiate and implement projects for improved service delivery.    

The program of UNASO includes a commitment toward effective communication and dissemination and organizing platforms for knowledge and experience sharing and learning for civil society actors within and outside Uganda. It focuses on promoting access to strategic information. UNASO ensures that information regarding the priority areas of the National Strategic Plan and any other change in policy/practice regarding the national response to HIV and AIDS are regularly communicated to civil society ASOs. Advocacy and representation as well as the creation and supporting of existing platforms for advocacy are at the fore of the network activities. UNASO forges strategic alliances locally, regionally and internationally with agencies like ICASO and EANNASO hence broadening the platforms for representation and advocacy. Institutional capacity building involves strengthening the structure, policies, procedures and systems to make the network more responsive to the aspirations of the civil society ASOs. It includes strengthening the role of governance at the district level to provide leadership of coordinating and representing the Civil Society sector at District AIDS Teams. The focus is to enhance capacities of ASOs and district networks to initiate and implement projects for improved service delivery, information and communication as well as knowledge management.
UNASO is developing a resource mobilization and sustainability mechanism and linking this to other strategies of networking and collaboration with new partners for increased financial support. The network is building capacity to undertake granting as one of its core goals. Through lobbying and demonstration of capacity, the network shall continue to push for funding mechanisms from grantors and Sub grantees for the non-public sectors to be coordinated by UNASO.
 
 Global Fund Uganda (GFU) (Global Fund Uganda, 2008) notes that Uganda has a total population (in 1000s) 28,947 Population age 0 to 4 (in 1000s) 5,662 Population age 15 to 49 (in 1000s) 12,427 Income Level Low income Under-5 mortality rate (per 1000) 134 GNI per capita Atlas method (current U.S. $340. Total health expenditure per capita (U.S.) $ 22; Physicians (number) 2,209; Nursing and midwifery personnel (number) 18,969;  HIV/AIDS Adult HIV prevalence (%) 5.4; People living with HIV/AIDS 940,000; People  dying with AIDS 77,000; Estimated number of people needing ARV therapy 350,000; Estimated number of people receiving ARV therapy 115,000; AIDS orphans 1,200,000; Tuberculosis TB prevalence, all forms (number) 167,703; TB incidence, all forms (number) 106,037; TB mortality, all forms (number) 25,038; TB incidence, smear-positive (number) 45,98;2 Malaria Reported cases 12,792,759; Reported deaths 47,000; Estimated Malaria deaths 43,490
The Church of Uganda (formerly the Anglican Church in Uganda)  (Anglican Church of Uganda, 2006) has been active in fighting HIV/AIDS. The Church of Uganda was established in 1887 by missionaries of the Church Missionary Society in England. It was called "The Native Anglican Church" until 1961 when it became an autonomous province of the Anglican Communion as the Province of the Church of Uganda, Rwanda and Burundi. In 1980 Uganda became a province on its own. The history of the church in Uganda has been marked by martyrdom and civil strife. The mission statement of the church reads: "The Church of Uganda is an independent Province of the Anglican Community worldwide which subscribes to the Holy Scriptures. It is part of the Holy Catholic and Apostolic Church worshipping the one true God, the Father, the Son and the Holy Spirit. The Church is commissioned to carry out Christ's mission of preaching, teaching, healing and nurturing her people so that they may have abundant life and build an evangelistic, loving, caring, worshipping, peaceful and just community." 
Current activities of the church include spiritual nurture, development and conflict resolution through peace initiatives. It deals with HIV/AIDS through programs of sensitization, to create a sustainable church, mobilizing people to use their potential and utilize available resources, to promote Christian values, and to create room for the young generation in the church. Concerns of the Church of Uganda today are the issue of homosexuality at national and international levels and networking and sharing information through radio, newspapers, television and the internet. 

The Uganda Youth Anti-AIDS Association (UYAAS)(UYAAS, 2005)  has worked to be a positive force for behavioral change since 1992 by directly influencing and involving the youth in educational and developmental efforts in order to improve the reproductive health and effect behavioral change. The involvement of youth in HIV/AIDS education is seen as a crucial element in prevention and behavioral change. Uganda's promotion of HIV/AIDS prevention and Education programs has resulted in a remarkable HIV prevalence decrease when compared with other countries in the world. In the past 14 years, UYAAS has gained vast experience in working directly with young people on educational and behavioral changes concerning HIV/AIDS.
The mission of UYAAS is to improve the reproductive health status of the youth in Uganda through limiting the further spread of HIV/AIDS and other sexually transmitted diseases (STDs) and to involve all youth in the fight against HIV/AIDS through school- and community-based educational efforts that focus on youth aged 10 to 24 years in school and youth aged 18 to 30 out of school, especially in rural areas Uganda to ensure adolescent reproductive health in general. As a result, they have realized tremendous growth in the number of youth that they have reached through their strategies and programs
 

World Vision Uganda (WFU) (World Vision Uganda, 2009) works with communities, faith groups and other agencies to address HIV and AIDS, particularly given the destructive impacts this disease can have on children.  In the 1970s, World Vision's focus broadened from assisting the individual child to include community development. Since the 1980s, the “welfare” approach has gradually changed to a more collaborative relationship. Poor, marginalized people and communities work with World Vision to improve their lives and take control of their futures. World Vision Uganda is part of the World Vision International Partnership, a Christian relief, development and advocacy organization operating in more than 90 countries.
The Young Women’s Christian Association of Uganda (YWCAU) (WYCA Uganda, 2006) has as its mission: “To build a fellowship of women and girls devoted to the task of realizing in our common life those ideas of personal and social living to which we are committed by our faith as Christians. Its areas of Operation include: Reproductive health, women's education, women's economic empowerment, HIV/AIDS programs, appropriate technology, agriculture, literacy, income generating activities, youth programs Activities: Training of field workers, home visits, group talks, drama shows, field visits, community outreach,
The sexual behavior of adolescents has led to increasing rates of STDs, AIDS, pregnancy, abortion, and high rates of maternal and child mortality among youth in Uganda. The AIDS epidemic in Uganda seriously threatens the future of the country's youth. In 1992 the Center for Development and Population Activities, CEDPA (Centre for Development and Population Activities [CEDPA], 1995), together with the Young Women's Christian Association, initiated an innovative reproductive health program for youth in Uganda. 
The YWCA Health Improvement Project (HIP) was the first program in Uganda to provide family planning and AIDS information, education, and services through a network of YWCA youth clubs and community-based fieldworkers. The YWCA has almost one million members throughout Uganda. Over three years, the project served a total of 2618 clients, implementing integrated reproductive health services through its clinics in downtown Kampala and Mbale in Western Uganda, training more than 100 peer health educators to deliver services through youth focused networks, training two nurses in family planning and STD services, and creating linkages for youths to the other critical education, vocational, and income generation services provided by the YWCA. The HIP project has demonstrated its ability to develop successful and effective service delivery models to reach a large number of youths and to promote their active involvement in the program. In 1995, CEDPA's UNFPA -supported Adolescent and Gender Project piloted gender-sensitive reproductive health interventions through the YWCA's networks.  
C. Conclusion

Disease control is expensive, and East Africa has had to rely on donors for much of the funds needed to ensure health. The recent resurgence of infectious diseases, and especially HIV/AIDS, has further strained the economies of countries already under funded. Control of disease is a means of insuring that people live healthy lives. Few people in East Africa have the resources to maintain a life style which includes adequate food, clean drinking water, and at least minimal shelter which protects people from harsh environments, both those natural to the region and those aggravated by human intrusion. Poverty makes control of disease difficult for many, and for some impossible.

Poverty and HIV.AIDS in Sub-Saharan Africa was the theme of the seminar held at the University of Cape Town in December of 2005 on ways to strengthen the scientific basis for drawing conclusions about the associations between poverty and AIDS and, thereby, developing appropriate policy and programmatic initiatives (IUSSP Seminar, 2005) . A common assertion is that poverty has been an important facilitating factor in the spread of the epidemic. Another common assertion is that AIDS morbidity and mortality will be devastating to the economies in those countries most deeply affected by the epidemic. A related worry is that AIDS morbidity and mortality will (further) impoverish the affected households, and in so doing worsen economic inequality in the society as a whole. These assertions about the association between AIDS and poverty are credible, but they are based on a slim empirical research foundation. In line with this, the seminar brought together researchers working on two major themes: (i) Impact of AIDS on the well-being of households and individuals. (ii) Poverty and the prevention and treatment of AIDS. Most of the papers and the posters were based on empirical analysis of individuals and households using micro-level data. (D. Cohen, 2009) ,  
Whether resources came from governments or public organizations, the cost of control is high (J. Cohen, 2008). Both economic and ethical aspects are in play in any strategy for controlling infectious diseases according to Brunet (Brunet-Jailly, 2007). Controlling infectious diseases is expensive and decisions have to be made on how to spend the money. “Cost effectiveness analysis provides a rational basis for making these decisions, even if the present state of the art in this domain does not escape criticism. A presentation of the methods currently available, of the results they have produced, and of the criticisms they deserve, is followed by a discussion of the economic and ethical justifications of adopting a cost-effectiveness approach. This approach is then illustrated by an application to the choice of the best strategy to face up to the HIV/AIDS and tuberculosis epidemics." (Brunet p. 101.)  

Infectious diseases account for over half the total burden of disease in poor countries with high mortality rates, causing over 13 million deaths each year. A small number of infectious diseases are responsible for 90% of deaths: pneumonia, AIDS, diarrhea, TB, malaria and measles. (Brunet p. 103) Recommended programs included impregnated mosquito nets. Possibility of co-infections with reciprocal influences between AIDS and other infections, including malaria, lead to complex models requiring expensive data: "we lack the data to run it." (Brunet p.113)  Brunet notes that one problem is deciding which interventions to use for which populations (and which populations will not be treated).  
Public opinion is repeatedly called upon to contribute additional treatment facilities and drugs so as to help those already afflicted as well as to prevent further infectious diseases from spreading. Ethical issues are involved, and made more complex as funds are limited and rely heavily on global support. So a major issue remains the economic one. Poverty kills. An especially sad truth known by poor people living their lives everywhere on the globe. 

. 

Table 1. Selected Demographic Information, Kenya, Tanzania, Uganda and U.S.

                                                   
      KENYA TANZANIA UGANDA  U.S.
population (millions) 1999                           29.4        32.9            21.5 
281,2(2000)
population (millions) 2006                           36.6
       39.5            29.9        304.3(2008)
average annual growth, population %
         2.5         2.8              3.0  
urban population (% of total) 1998             
32.2
       31.7            13.9
   

life expectancy at birth (years) 1999
   51.3
        51.1
      43.2     76.7 

life expectancy at birth (years)2008            
56.61      51.45           52.34      77.8 (2005)
crude birth rate    1994                                 35.3        42.6 
         51 
  15.0 (2006)

crude death rate   1994 
11.6 
        14.4 
         22.3         14.2. (2006)
 

crude fertility rate 1994
  5 
           5.8              7.1 
   n.a.
total fertility rate 2006
   5.9

 6.1
          7.1       n.a.
contraceptive prevalence rate any
   33 

 20
          16 
    n.a. 

  method (% 1987-94)





people not expected to survive to 
   22.3 
30.6 
    39       n.a. 

  age 40 (% of total pop. 1990)





population without access to health
  23 

58 
    51 
      n.a. 

  services (%, 1990-95)





refugees, by country of asylum
                  239.5        829.7    229.3 
   n.a.
  in 1995 (thousands)
persons living with HIV/AIDS
                       6.7            8.8        4.1
     .001                                                                                                                
(estimated percent)





  Source: UNDP 1999, World Bank 2000, U.S. Census    (AVERT, 2009) (n.a. = not available)
	Table 2.  Causes of death for East Africa and U.S. for selected diseases. (WHO Data)(WHO, 2008)
	

	 
	Global Burden of Disease Categories
	Kenya
	Tanzania
	Uganda
	U.S.

	Population ('000) 
	
	
	     31,540 
	     36,276 
	     25,004 
	   291,038 

	All Causes (2004, except where marked otherwise)
	      1,290.2 
	      1,644.0 
	      1,553.3 
	         831.7 

	
	
	
	
	
	
	
	

	Communicable, maternal, perinatal, nutritional conditions
	         924.7 
	      1,273.3 
	      1,163.1 
	           50.9 

	 
	Infectious and parasitic diseases (selected)
	         725.0 
	         933.1 
	         888.6 
	           22.1 

	
	 
	Tuberculosis
	           62.4 
	           51.4 
	           63.0 
	             0.3 

	
	
	           TB
	HIV- 1990
	           12.0 
	           28.0 
	           30.0 
	             1.0 

	
	
	           TB
	HIV-2006
	           26.0 
	           47.0 
	           60.0 
	               -   

	
	
	           TB
	HIV+1990
	           17.0 
	             8.0 
	           26.0 
	               -   

	
	
	           TB
	HIV+2006
	           46.0 
	           19.0 
	           23.0 
	               -   

	
	 
	STDs excluding HIV
	             1.7 
	           34.4 
	             6.5 
	             0.1 

	
	 
	HIV/AIDS
	
	         457.8 
	         458.7 
	         379.9 
	             4.5 

	  
	 
	Diarrhoeal diseases
	           78.1 
	           87.9 
	         120.9 
	             0.5 

	
	 
	Malaria
	
	           57.3 
	         156.4 
	         165.0 
	             0.0 

	 
	Respiratory infections
	
	         118.2 
	         187.1 
	         160.4 
	           20.6 

	 
	Maternal conditions
	
	           30.6 
	           58.9 
	           32.2 
	             0.2 

	 
	Perinatal conditions
	
	           42.9 
	           67.5 
	           64.5 
	             5.5 

	Non-communicable diseases
	
	         288.6 
	         276.7 
	         274.1 
	         728.3 

	 
	Malignant neoplasms
	
	           53.1 
	           51.5 
	           49.8 
	         191.9 

	 
	Diabetes mellitus
	
	             9.2 
	             9.4 
	             9.0 
	           26.4 

	 
	Neuropsychiatric conditions
	           10.8 
	           10.8 
	           10.6 
	           53.0 

	 
	Cardiovascular diseases
	         135.9 
	         126.3 
	         126.6 
	         317.0 

	 
	Respiratory diseases
	
	           33.5 
	           25.3 
	           31.8 
	           62.7 

	Injuries
	
	
	
	           76.9 
	           93.9 
	         116.0 
	           52.5 

	 
	Unintentional injuries
	
	           52.2 
	           67.3 
	           66.8 
	           36.6 

	 
	Intentional injuries
	
	           24.7 
	           26.6 
	           49.3 
	           15.9 


  Table 3 Activities of Government Agencies for Public Health in East Africa
	
	
	
	

	
	
	
	
	
	
	
	

	
	         Name of 
	
	
	
	HIV/
	Date
	in 2002 

	Country/Region
	      Public Agency
	acronym
	http://www
	Focus 
	AIDS
	Founded
	paper

	 
	
	
	
	
	
	
	

	
	 
	
	
	
	
	 

	East Africa
	UNAIDS Sub-Saharan Africa 
	UNAIDS,SSA
	http://www.unaids.org/en/CountryResponses/Regions/SubSaharanA
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Kenya
	National AIDS Control  Council
	NACC
	http://www.kenya.go.ke/ACU
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Tanzania
	Ta Tanzania AIDs Control
	TACAIDS
	http://www.tanzania.go.tz/hiv_aids.html 
	
	1977
	

	
	
	
	
	
	1995
	

	
	
	
	
	
	
	
	

	Uganda
	Uganda AIDS Commission
	UAC
	http://www.health.go.ug
	
	
	no

	
	
	
	
	
	1998
	no

	
	
	
	
	
	
	
	


Table 4 NGOs Activities to Control HIV/AIDS    
	
	
	
	
	
	
	
	Date
	Number of
	on 2002 list

	NAME of NGO  
	Founded
	acronym
	www
	
	WWW
	Focus 
	Founded
	Clients
	no

	East African National Network of AIDS Service Organization
	             1994               
	EANNASO
	14  EAfrica Pq0&p15
	
	www.eannaso.org
	regional umbrella network
	date
	umbrella for country orgs
	no

	Global Fund to fight AIDS, Tuberculosis and Malaria
	 2002               GFFAIDS          p. 5 world wide
	GFATBM      140 Countries
	www.theglobalfund.org/
	
	grants
	
	
	no

	
	
	
	 
	
	 
	 
	
	
	

	Anglican Church of Kenya
	2009 
	ACK
	/www.ackenya.org/current_news.htm
	
	www
	
	
	
	yes

	Family AIDS Care and Education Services
	2004 
	FACES
	www
	
	www.faces-kenya.org/
	
	
	
	

	Family Health International, Kenya
	1972
	FHIK
	www.fhi.org/en/CountryProfiles/Kenya
	
	
	
	
	
	

	Family Life Programme of the Kenya Catholic Secretariat
	1864 
	FLPKCS
	http://www.kec.or.ke/subsection.asp?I
	
	
	
	
	
	yes

	Family Planning Association of Kenya
	1961 
	FPK
	www.fpak.org
	
	
	
	
	
	yes

	Global Fund to fight AIDS, Tuberculosis and Malaria
	1993 
	KENWA
	www
	
	www.theglobalfund.org/en/savinglivesKenya/hiv
	Fighting HIV/AIDS in Kenya
	no

	Kenya AIDS Consortium
	1990 
	KANCO
	www 
	
	
	
	
	
	

	Kenya AIDS Intervention Prevention Project Group
	1995
	KAIPPG
	www.kaippg.org/programs.html
	
	
	
	
	
	

	Kenya National Nurses Association of Kenya
	p.27
	KNNA
	www nursesassociationke.org/
	
	
	
	
	
	

	Kenya Youth Initiatives Project
	1998
	KYIP
	www.comminit.com/en/node/122785/3
	
	
	
	
	
	yes

	Maendeleo Ya Wanawake Organisation
	1952 
	MYWO
	en.wikipedia.org/wiki/Maendeleo_
	
	
	
	
	
	yes

	Marie Stopes Kenya
	p.19
	MSK
	www.mariestopes.org.ke
	
	www.mariestopes.org
	health screening
	1985
	25
	yes

	Women Fighting AIDS in Kenya
	p. 48
	WOFAK
	www p. 10
	
	www.wofak.or.ke
	
	
	
	

	World Vision Kenya
	p. 27
	WVK
	www.worldvision.org
	
	
	
	
	
	

	YWCA of Kenya 
	p. 20
	YWCAK
	www p
	
	www.ywca.org/site/pp.asp?c=djISI6PIKpG&b=2266313
	
	
	
	yes

	
	
	
	
	
	
	
	
	
	

	African Medical  and Research Foundation
	1957
	AMREF
	usa.amref.org/index.asp?PageID=34&PiaID=2&CountryID=2
	
	
	
	
	yes

	ANGAZA 
	p. 30
	ANGAZA
	http://tanzania.usembassy.gov/sp_04282009.html
	
	
	
	
	

	Anglican Church of Tanzania, Street 
	p.32
	ACT
	www.justgeneration.ca/node
	
	
	
	
	

	Farmily Health International, Tanzania (formerly TAP)
	p.27
	FHIT 
	www.fhi.org/en/index.htm
	
	
	
	
	yes

	Global Fund Tanzania
	p.21
	GFT
	Tanzania
	
	www.theglobalfund.org/cn/savinglilves/tanzania/hif
	Fogjtomg jOVAODS om Tamzania
	orphans
	no

	Marie Stopes Tanzania
	1989
	MST
	www.mariestopes.org/Tanzania.aspx
	
	
	
	
	yes

	Tanzanian Gender Networking Programme
	1993
	TGNP
	 p. 14www.tgnp.
	
	
	
	
	yes

	Family Planning Association of Tanzania
	1959 
	UMATI
	Tanzania
	
	
	
	
	yes

	Walio Katika Mapambano Na AIDS Tanzania
	1989
	WAMATA
	//en.wikipedia.org/wiki/WAMATA
	
	
	
	
	yes

	Woman’s AIDS Control of Tanzania
	1992
	Chawakua
	p. 12/www.chawakua.org/index.html  
	
	
	
	
	

	World Vision Tanzania
	1981 
	WVT
	Yvt.ir,tz
	
	
	
	
	yes

	YWCA of Tanzania
	p. 32
	YWCAT
	 www.archnet.org/library/sites-one-site.jsp
	
	
	
	
	yes

	
	
	
	
	
	
	
	
	
	

	Action for Development
	1985
	ACFODE
	Uganda
	
	
	
	
	yes

	ChC Church of Uganda (earlier Anglican Church of Uganda)
	1887
	CU
	
	
	
	
	
	yes

	Family Planning Association of Uganda
	1957
	FPAU
	www.thebody.com/content/whatis/art41623.html
	
	
	
	
	yes

	Global Fund Uganda
	2002,
	GFU
	www.theglobalfund.org/en/ 
	
	
	tested 5000 employees
	no

	Marie Stopes Uganda
	1990 
	MSU
	p. 16Uganda http://www.mariestopes.org.uk/ShowContent.aspx?id=40
	
	
	
	
	yes

	Protecting Families Against HIV/AIDS
	2004
	PREFA
	www.poz.com/articles/uganda4 Ugan
	
	www.allafrica.com/stories
	
	
	
	

	The AIDS Support Organization 
	1987 
	TASO
	p. 15 Uganda
	
	www.tasouganda.org
	facing stigma
	1987
	HIV+
	yes

	Uganda Youth Anti-AIDS Associations
	1991 
	UYAAA
	http://www.uyaas.co.ug/
	
	
	
	
	yes

	Uganda Network of AIDS Service Organization
	1996
	UNASSO
	http://www.unaso.or.ug/
	
	
	
	
	

	World Vision Uganda
	1983  
	WVU
	www.worldvision.com.au/issues/Transforming_Lives___Child_Sponsorship/WhatIsOurRespons
	
	
	
	
	yes

	YWCA of Uganda
	1995
	YWCAU
	P18. www.wougnet.org
	
	
	
	
	yes
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