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!ÃÒÏÎÙÍ ,ÉÓÔ  
 
ACT !ÃÃÅÌÅÒÁÔÉÎÇ #ÈÉÌÄÒÅÎȭÓ 4ÒÅÁÔÍÅÎÔ  

AGYW Adolescent girls and young women  

ART Antiretroviral Treatment  

ARVs Antiretroviral Drugs  

CARGS Community Adherence Refill Groups 

CATS Community Adolescents Treatment Support Groups  

CCM Global Fund Country Coordinating Mechanism 

CeSSHAR Center for Sexual Health and HIV/AIDS Research  

CHAI Clinton HIV/AIDS Initiative  

CIFF Children Investment Fund Foundation 

DfID  Department for International Development  

DHIS2 District Health Information Software 2 

DREAMS Determined Resilient Empowered AIDS-Free Mentored and Safe  

DSD Direct Service Delivery  

EID Early Infant Diagnosis  

ePMS Electronic patient monitoring system  

FP Family Planning 

FSW Female Sex Worker 

GALZ Gay and Lesbian Association of Zimbabwe  

GBV Gender-Based Violence 

GF Global Fund to Fight AIDS, Tuberculosis and Malaria 

GOZ Government of Zimbabwe  

HRH Human Resources for Health  

HTS HIV Testing and Counseling Services  

IPC Interpersonal Communication  

MOHCC Ministry of Health and Child Care  

MSM Men who have sex with Men 

NAC National AIDS Council  

NASA National AIDS Spending Assessment  

OVC Orphans and Vulnerable Children  

PITC Provider Initiated Testing and Counseling  

PITC+ Provider Initiated Testing and Counseling including HRH 

PLHIV People Living with HIV  

POART PEPFAR Oversight and Accountability Response Team  

PreP Pre-Exposure Prophylaxis  

RDS Respondent Driven Surveys 

RTK Rapid Test Kits  

SID Sustainability Index  Dashboard 

SIMS Site Improvement for Monitoring Systems  
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SNU Sub-National Unit  

STI Sexually Transmitted Infection  

TA Technical Assistance for Service Delivery Improvement 

TBIC TB infection control  

UNAIDS Joint United Nations Programme on HIV/AIDS 

VHWs Village Healthcare Workers 

VMMC Voluntary Medical Male Circumcision  

WHO  Word Health Organization  

ZDHS Zimbabwe Demographic Health Survey 

ZIMPHIA  Zimbabwe Population based HIV Impact Assessment  
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'ÏÁÌ 3ÔÁÔÅÍÅÎÔ 

Building on the geographic prioritization developed in COP 2015, the PEPFAR program will 
continue to invest in the delivery of a comprehensive package of HIV care, treatment, and 
prevention activitieÓ ×ÉÔÈÉÎ έΰ ÏÆ :ÉÍÂÁÂ×ÅȭÓ ΰΪ ÄÉÓÔÒÉÃÔÓȢ 5ÔÉÌÉÚÉÎÇ the 2014 estimates for the 
number of people living with HIV (PLHIV), t he PEPFAR program will refine activities to target 
populations within districts where the gap to saturation is higher.  The PEPFAR program will 
support the Ministry of Health and Child Care (MOHCC) to reach treatment saturation by the 
end of FY 2017 in 17 districts, and 19 districts by the end of FY 2018.  This will be achieved through 
a direct service delivery model focused in Harare/Chitungwiza, Determined Resilient Empowered 
AIDS-Free Mentored and Safe (DREAMS) and Aggressive Saturation districts to identify PLHIV 
through provider in itiated testing and counseling (PITC), targeted outreach, defaulter tracing and 
adherence counseling, surge Human Resources for Health (HRH) capacity, and community index 
testing.  In a change from COP 2015, the PEPFAR program will no longer support 54 high-volume 
sites located in the sustained districts and will redirect this support to a central package including 
procurement and distribution of antiretroviral  (ARVs) drugs and viral load (VL) reagents.  
 
The PEPFAR program will increase the number of people for whom it provides ARVs to 192,989 
patients.  The program will also continue to support voluntary medical male circumcision 
(VMMC) , orphan and vulnerable children (OVC), and targeted high-impact prevention 
activities.  To accommodate some of these changes and to align with the overall goal of achieving 
90-90-90, the PEPFAR program has made several reductions.  Funding for the District Health 
Information Software 2 (DHIS2), decentralization of electronic patient monitoring  system (ePMS) 
and tuberculosis infection control has been reduced; while funding for a drug resistance 
surveillance, implementation science, and integrated HIV trainings has been eliminated. Funding 
for the condom program has been used to develop a Key Populations strategy to scale-up clinical 
services targeting female sex workers (FSW) and men who have sex with men (MSM).  Funds 
ȬÓÁÖÅÄȭ ÆÒÏÍ the aforementioned activities will be used to support direct service delivery activities 
including:  human resources, community ART refill groups (CARGS), mobile outreach initiation 
units and viral load reagents to catalyze the national VL scale-up plan which is currently at 6% of 
ART patients nationwide.  
 
The PEPFAR team has actively collaborated with  key partners including the Government of 
Zimbabwe (GoZ), the Global Fund to Fight AIDS, Tuberculosis and Malaria (GF), bilateral and 
multilateral health development partners, and civil society to ensure program changes align with 
national objectives.  The national ART program and other critical HIV programs in Zimbabwe are 
implemented with the leadership and largely with the manpower and infrastructure of the 
Ministry of Health and Child Care (MOHCC). PEPFAR has successfully leveraged this capacity 
with key commodities, training, mentoring, and site-level support to scale up national coverage. 
Based on the estimated number of PLHIV in each district, the 36 scale-up districts with the 
greatest number of PLHIV were chosen in order to reach 80% of the total population in need of 
services.  In order to focus further within those districts, the program will continue to concentrate 
on higher-volume sites and will only deliver services at sites with over 260 ART patients.  The 
program will coordinate with the GoZ and GF to ensure that sites in non-scale-up districts and in 
smaller sites (<260 ART patients) within scale-up districts continue to receive ARVs and other key 
commodities. 
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PEPFAR Zimbabwe is committed to attaining the 90-90-90 goals outlined by UNAIDS, with plans 
to work with the MOHCC to begin implementation of Treat All (Test and Start). The National 
guideline adaptation process is underway with full national roll-out expected before the end of 
calendar year 2016.  Three provinces (inclusive of four DREAMS Districts) have received the 
greenlight to commence Treat All as of July 2016. 
 

 ΫȢΪ %ÐÉÄÅÍÉÃȟ 2ÅÓÐÏÎÓÅȟ ÁÎÄ 0ÒÏÇÒÁÍ #ÏÎÔÅØÔ 
 
1.1 Summary statistics, disease burden and country or regional profile  
 
According to the 2012 census, the total population of Zimbabwe was 13.1 million. As of July 2015, 
the figure is estimated to have grown to 14.2 million based on preliminary demographic survey 
data. Current national HIV data shows that an estimated 1.55 million people were living with HIV 
in 2014 with an estimated prevalence among people aged 15-49 years of 16.7%.  Annual AIDS 
related deaths have declined over the past decade with approximately 38,6161 AIDS related deaths 
in 2014 compared to 134,247 in 2004.  Zimbabwe has seen a decline in HIV incidence rates among 
adults aged 15-49 years from 2.63% in 2000 to 0.92% in 2014 due to the scale up of various 
prevention and treatment programs.  In terms of absolute numbers, the new HIV infections 
among all adults 15+ years declined nationally from 110,989 in 2000 to 54,762 in 2014.  Among 
children the decline was from 35,893 in 2000 to 9,086 in 2014.  By the end of 2014, ART coverage 
among all HIV+ adults was 51% and 39% among children. 

Looking forward, the Zimbabwe Ministry of Health and Child Care estimates 2015 HIV Prevalence 
at 16.14% among adults ages 15-49 and annual AIDS Deaths at 23,651. Similarly, the annual 
incidence among adults will be 0.65%, down from 5.92% in 1995 and 1.37% in 2009.  As of 
December 2015, average ART initiation is about 8,689 persons per month, however, a major risk in 
achieving high ART coverage and epidemic control is insufficient funding for ARVs, human 
resource shortages, a deteriorating health system and heavy reliance on donor funding.  PEPFAR 
Zimbabwe is joined in its work to reach epidemic control by the Global Fund and the people of 
:ÉÍÂÁÂ×Åȟ ×ÈÏ ÃÏÎÔÒÉÂÕÔÅ ÔÏ ÔÈÅ .ÁÔÉÏÎÁÌ !)$3 4ÒÕÓÔ &ÕÎÄ ɉȰ!)$3 ,ÅÖÙȱɊ ÔÈÒÏÕÇÈ Á έГ ÉÎÃÏÍÅ 
tax, which totaled $34.2 million in 20132. Combined funding from PEPFAR and the Global Fund 
per PLHIV is lowest for Zimbabwe among ten sub-Sahara African countries classified as low 
income by the World Bank. The GNI per capita last measured in 2014 was $840. The government 
of Zimbabwe contributes about 20% of the funds for their annual HIV response, and 
approximately 36% of the national budget is dedicated to the overall health sector3, though past 
ÙÅÁÒÓȭ ÁÃÔÕÁÌ ÄÉÓÂÕÒÓÅÍÅÎÔÓ ÈÁÖÅ ÁÍÏÕÎÔed to just 10% of the program implementation 4.   

PEPFAR Zimbabwe is committed to attaining the 90-90-90 goals outlined by UNAIDS, with plans 
to work with the MOHCC to begin implementation of  Treat All in 6 priority districts beginning in 
July 2016 and a national rollout beginning in October 2016.   

                                                           
1
 Zimbabwe 2014 HIV/AIDS Estimates 

2
 Total 2015 AIDS Levy revenue is unknown, however the proportion of NAC funds allocated to 

commodities is estimated at $16 million per year for both 2016 and 2017. 
3
 MOHCC Resource Mapping 2015 

4
 Confirmed verbally by MOHCC officials on several occasions 
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Table 1.1.1 Key National Demographic and Epidemiological Data  
.ÏÔÅȡ 5ÎÌÅÓÓ ÏÔÈÅÒ×ÉÓÅ ÎÏÔÅÄȟ ÎÁÔÉÏÎÁÌ ΰήίβ ÄÁÔÁ ÉÓ ÕÓÅÄ ÁÓ ÐÒÏÖÉÄÅÄ ÉÎ ÔÈÅ Ȱ:ÉÍÂÁÂ×Å .ÁÔÉÏÎÁÌ ÁÎÄ 3ÕÂ-national 
()6Ⱦ!)$3 %ÓÔÉÍÁÔÅÓ ΰήίβȱ ÐÕÂÌÉÓÈÅÄ ÂÙ ÔÈÅ -ÉÎÉÓÔÒÙ ÏÆ (ÅÁÌÔÈ ÁÎÄ #ÈÉÌÄ #ÁÒÅ ɀ June 2015.  
  Total <15 15+ 

Source, Year 
    Female Male Female Male 

  N % N % N % N % N %   

Total 
Pop 

13,061,239   
2,691,143 50.1% 2,681, 128 49.90% 4,089,557 53.2% 3,599,411 46.8% 

ZIM 2012  

Prevalen
ce (%) 

  
  

  16.7% (ages 15-49) 
 

.ÁÔȭÌ ÅÓÔÉÍÁÔÅÓ 
2014. 

AIDS 
Deaths 
per year 

38,616    7,916  7,916   12,075  10,709   
National HIV 
and AIDS 
estimates 2014. 

PLHIV 

  

  146,824   830,866  59% 572,560  41% 
National HIV 
and AIDS 
estimates 2014. 

1,550,250 

  

Incidenc
e Rate 
(Yr.) 

 0.88%        0.92% (ages 15-49) 
National HIV 
and AIDS 
estimates 2013. 

New 
Infectio
ns (Yr.) 

54,762                   
National HIV 
and AIDS 
estimates  2014 

Annual 
births 

416,988 
 

                

Population 
census 2012; 
(416988/3 271 393 
(number of child 
bearing age 
women) 

% >= 1 
ANC 
visit 

  93.3% 
Data not 
available 

Data not 
available 

    
Data not 
available 

not 
availa
ble 

    DHS 2010/2011  

Pregnan
t women 
needing 
ARVs 

75,009  100%                 

National HIV 
and AIDS 
estimates  2013; 
(mothers 
needing PMTCT 
31 Dec)  

Orphans 
(matern
al, 
paternal, 
double) 

889,339   
889,339 
aged 0-14 
yrs. 

  
889,339 
aged 0-14 
yrs. 

  
Data not 
available 

  
Data not 
available 

  
National HIV 
and AIDS 
estimates  2013 
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TB cases 
(Yr.) 

28,508 
(total 
case 
notificati
on) 

  1,300   1,370   14,251   18,645   
NTP Data for 
2013 WHO 
Global TB report  

TB/HIV 
Co-
infection  

22,442  69% 
Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data 
not 
availa
ble 

Data not 
available 

Data 
not 
availabl
e 

Global TB report 
2014, WHO 

Males 
Circumc
ised[1] 

 
 
 
364,320       143,812       220,508   

MOH VMMC 
program data 
2009 ɀSep 2014) (all ages) 

  

MSM 
HIV 
Prevalen
ce 

 

 
23.5% 
(Sexual 
Minorit
ies and 
HIV in 
Zimbab
we 
Draft 
Report 
(2013 
BRTI) 

                

2013 research 
carried out by 
Biomedical 
Research 
Training 
Institute in 
collaboration 
with GALZ and 
NAC. 
 

Total 
FSW 

~40,000- 
80,000 
(Approxi
mation, 
based on 
RDS 2011-
2013) 

                  
RDS 2011-2013) 
 

FSW 
HIV 
Prevalen
ce 

 

57.5% 
(SAPP
H-IRE 
Baselin
e, 2013) 

                
(SAPPH-IRE 
Baseline, 2013) 

Total 
PWID 

Data not 
available 

Data 
not 
availabl
e 

                  

PWID 
HIV 
Prevalen
ce 

Data not 
available 

Data 
not 
availabl
e 

                  

Priority 
Populati
ons Men 
15-29 

1,776,239 

13.6% 
(of 
total 
populat
ion) 

            1,776,239 

Data 
not 
availabl
e 

  

Priority 
Populati
ons 
Women 
15-24 

1,371,430 

10.5% 
(of 
total 
populat
ion) 

            1,371,430     
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Priority 
Populati
ons 
Women 
24-29 

613,878 

4.7% 
(of 
total 
populat
ion) 

            613,878     

Priority 
Populati
ons 

1,240,817 

9.5% 
(of 
total 
populat
ion) 

                  
  

Men 30-
49 

Priority 
Populati
ons 

1,306,124 

10% (of 
total 
populat
ion) 

                  
 Men 30-
49 

 

Priority 
Populati
ons  

Data not 
available 

Data 
not 
availabl
e 

Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data 
not 
availa
ble 

Data not 
available 

Data 
not 
availabl
e 

See HIV 
prevalence table 
below 

*If presenting size estimate data would compromise the safety of this population, please do not enter it in this table.   

1 MC coverage for 15-29 year olds is 185,337 of total population of 15-29 year olds 1,286,918 ς 14%.   

    
            

 

 

 



 
 

Table 1.1.2 90-90-90 cascade: HIV diagnosis, treatment and viral suppression (12 months)  

 HIV Treatment and Viral Suppression  HIV Testing and Linkage to ART  

  Total 
Population 

Size 
Estimate  

(#)  

HIV 
Prevalence  

(%) 

Total 
PLHIV  

(#)  

On ART 
(#)  

Retained 
on ART 12 
Months  

(#)  

Viral 
Suppressio

n 
12 Months 

Tested for 
HIV  
(#)  

Diagnosed HIV 
Positive  

(#)  

Initiated 
on ART 

(#)  

Total 
population  

13,061,239 16.7 (15-45y) 1,550,250 777,267 

85%. (HIV 
drug 

resistance 
EWI  report 

2013) 

89.6% (HIV 
drug 

resistance 
monitoring 

survey  
report 2009-

2011) 

1,277,772 

Year  2015 ɀ 

HTC 

Program 

data) 

99,788 

Year  2015 ɀ HTC 

Program data) 

Data not 
available 

Population 
less than 15 
years 

5,390,210 (est) 2.7 146,824 55,061 
Data not 
available 

Data not 
available 

122,313 Year  

2015 ɀ HTC 

Program 

data) 

5,050 Year  2015 ɀ 

HTC Program 

data) 

Data not 
available 

Pregnant 
Women  

412,120 (For 
Yr. 2013) 

National HIV 
and AIDS 
estimates  

2013 

15.9% (15-
49 years ) 
ANC 2013 

report  

75,009 
(est. 

mothers 
need 

PMTCT) 

59,190 
(number 
receiving 
PMTCT) 

NA NA NA NA NA 

          

MSM 

 Pending Size 
Estimation  

23.5%(Sexu
al 

Minorities 
and HIV in 
Zimbabwe 

Draft 
Report 

(2013 BRTI) 

Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data not available Data not 
available 

FSW ~40,000- 57.5% 24,667 ~30% Data not Data not Data not Data not available ~30% 



11 
 

80,000 
(Approximati
on, based on 

RDS 2011-
2013) 

(SAPPH-
IRE 

Baseline, 
2013 

(MOT 
estimate 

2009) 

Cowan F 
PLoS 

ONE 2013 

available available available (~50%, Cowan F 
PLoS ONE 2013 

Cowan F 
PLoS ONE 

2013 

PWID  
Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data not 
available 

Data not available  
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1.2 Investment Profile   
 

The HIV response in Zimbabwe is funded primarily from five sourcesɀ PEPFAR, the Global Fund, 
other bilateral donors (DfID, EU, Switzerland and Sweden), the private sector and the national 
government (GoZ/NAC, National AIDS Spending Assessment 2012).  Annual PEPFAR support 
grew by approximately 74% between 2011 and 2012 and is now maintaining level funding  ($95 
million COP support; $7-15 million central initiative funding ).  As a recipient of DREAMS 
initiative  funding,  the country will a lso receive an additional $41 million for prevention  activities 
targeting adolescent girls and young women.  
 
Zimbabwe was one of three countries chosen to participate in the GF New Funding Model (NFM) 
pilot ; receiving $145 million per year ($437 million grant).  The current grant started in January 
2014 and will end in December 2016.  The country received an additional  $25 million through 
Incentive Funding and $6 million for pediatric treatment from the Children Investment Fund 
Foundation (CIFF).  
 
Government health spending has slowly declined with currently expenditures at 7.6% of the total 
GoZ budget. Funding for MOHCC continues at $330 million per year in the 2014 and 2015 
budget.  While these funds are primarily allocated for MOHCC personnel costs, a critical 
component of the national HIV response, the actual funding disbursement is only approximately 
10% of the budgeted amount. On a positive note, at the end of November 2014, the Minister of 
Finance announced that the AIDS Levy (NATF) would be extended to the mining sector in 2015 
which is expected to add approximately $13 million to the annual revenue of the Fund, 35% of 
which is expended on ARVs.  

Table 1.2.1 Investment Profile by Program Ar ea5 6    

Program Area  
Total 
Expenditure  % PEPFAR % GF  % GOZ/NAC 

% Pvt sector  
% HDPG  

Clinical care, treatment and 
support 158,565,455 32.54 24,95 15.64 

22.38 
4.5 

Community -based care 524,316 - 50.16 - - 49.84 

PMTCT 6,094,830 64.50 6.97 - - 28.53 

HTC 7,283,825 42.83 47.29 - - 9.87 

VMMC 53,414,361 59.40 13.25 - - 27.35 

Priority population 
prevention* 52, 160,392 47.69 9.8 4.35 

2.11 
36.06 

Key population prevention* 1,416,490 - 29.37 60.72 9.92 - 

OVC* 14,676,306 49.34 - 0.84 27.26 22.56 

Laboratory 504,000 100.00 - - - - 

SI, Surveys and Surveillance 7,726,594 19.93 77.74 0.13 - 5.65 

HSS 42,767,954 4.90 60.58 19.75 11.43 3.34 

Total  297,334,523 29.88%  26.13%  11.63%  18.77% 13.60%  
 

                                                           
5
 GRP, National AIDS Spending Assessment, 2012), all amounts in 2012 USD 

6
 Note that Priority Population Prevention, Key Pop and OVC are not individual lines in the NASA 
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Table 1.2.2 Procurement Profile for Key Commodities 7
 

Commodity Category  
Total 
Expenditure  

% PEPFAR 
% Global 
Fund  

% GOZ/NAC % Other  % Gap 

ARVs  $146,272,663.90      19.40      59.10      8.20      0      13.30 
Rapid test kits $5,309,761.62      0      81.20      18.80      0      0 
Other drugs $1,152,502.46      12.00      60.40      0      0      27.60 
Lab reagents (EID) $1,001,347.20      0      100      0      0      0 
Lab reagents (POC) $2,517,316.48      0      100      0      0      0 
Lab reagents 
(conventional)  

$12,454,763.20      0      59.00      0      0      41.00 

Lab reagents (VL) $19,570,642.00      15.30      26.50      0      0      58.20 
Condoms (male & female)* $6,494,482.00      100      0      0      0      0 
VMMC kits  $8,667,596.01      45.70      26.00      0      0      28.30 
       
Other commodities $2,446,631.96      42.46     50.78      0      0      6.76 

Total  $205,887,706.83      

 
National Sustainability Profile  

SID Process:  On February 19 and 24 the PEPFAR team met with the MOHCC and National AIDS 
Council (NAC) to pre-populate the Sustainability Index Dashboard (SID) tool. On February 22, 
PEPFAR representatives also met with the Clinton Health AIDS Initiative (CHAI) who has taken a 
leadership role in sustainable financing. On February 26 UNAIDS and PEPFAR co-convened a 
stakeholder validation meeting with participants from the MOHCC, NAC, Global Fund Country 
Coordinating Mechanism (CCM) members, implementing partners, civil society, and other 
development partners.  After an introductory address and clarification regarding the purpose of 
the SID from UNAIDS and the PEPFAR team, the participants divided into four domain 
subgroups to discuss and validate the SID questionnaire based on the data and information 
assembled. The subgroups had a facilitator from PEPFAR, UNAIDS, and CHAI to validate agreed 
upon scores, record data sources, and document points of clarification and context. Upon 
completion of subgroup discussion, the full group then reconvened at the end of the day to review 
the completed tool, discuss the findings and validate the conclusions.  

 

 

                                                           
7 Note : All commodity groups are based on the CY 2017 forecast and commitments from preliminary results 

presented after the February/March 2016 quantification exercise. 

*Male and female condoms are for the public sector program. Refer to PSI for social marketing 

1) For all commodity categories supported by Global Fund, it was assumed that Global Fund CY2017 funding 

will be the same as CY2016 funding levels, except for ARVs where it was assumed that the only Global Fund 

supported patients on ART at December 31, 2016 will be supported in 2017. These assumptions are pending 

the 2017 bridge year funding proposal and Global Fund Secretariat approval.  

2) Rapid test kits do not include the tests required for syphilis. 

3) Other drugs refers to drugs used in the VMMC program. 

4) VMMC kits include requirements for surgical and PrePex methods.  

5) Other commodities refers to commodities and equipment used in the VMMC program other than the 

VMMC kits.  
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Sustainability Strengths:   

¶ Planning and Coordination (9.33, dark green ):  The MOHCC effectively leads the 
coordination of the HIV response in Zimbabwe. A multi-year, costed national strategy 
exists, including specific activities and strategies to minimize the impact of HIV on 
vulnerable populations. The MOHCC also continues to effectively lead the 
implementation of the National H IV Implementation , and coordination with NAC is 
strong. The MOHCC has made great effort to ensure the development of the national 
strategy is an inclusive process.   
 

¶ Quality Management (8.67, dark green ):  The GoZ has institutionalized quality 
management systems and plans to ensure quality improvement methodologies are applied 
to managing and providing HIV/AIDS services. For example, peer-learning opportunities 
are being developed and will be available by the end of 2016. Additionally, HIV program 
performance measurement data are used to identify areas of patient care and service that 
can be improved through national decision-making, policy, and priority setting.  

Sustainability Vulnerabilities:   

¶ Private Sector Engagement (2.71, red ): Private sector engagement needs increased 
attention. For example, the private sector does not actively engage with the GoZ as part of 
the policy and budget decision for HIV programs. Additionally, the policy legal and 
regulatory frameworks make limited provisions for the  needs of private businesses.  
 

¶ Domestic Resource Mobilization (3.06, red ): The GOZ continues to remain highly 
dependent on outside donors to fund their national HIV response. Current resource 
mapping shows around 20% of total funding is from the GOZ.  
 

¶ Epidemiological and Health Data (3.87, yellow ): Zimbabwe requires additional 
capacity to lead and manage planning and implementation of epidemiological survey and 
surveillance activities. Additionally, key population epidemiological and behavioral 
surveillance activities are not funded or conducted by the MOHCC, but by external 
agencies, organization, and institutions. Lastly, there is a lack of reporting for viral load 
data and viral load testing is not done routinely at clinics.  
 

¶ Laboratory (4.72, yellow ): Like many other components of service delivery, there are 
strategies in place, but not fully operationalized at all levels of the system. The entire 
network of laboratories and monitor quality is not covered. There remain large gaps in 
capacity of laboratory workforce, viral load infrastructure, and domestic funds for 
laboratories as a whole.  
 

¶ Commodity Security and Supply Chain (6.14, yellow ): ARV funding for future years is 
uncertain given that planning for the Global Fund beyond 2016 is currently unknown.  
Furthermore, as ART coverage is expected to increase with the introduction of Treat All, 
ARV needs will increase while overall funding is expected to remain stable or decrease.  
Supply chain systems are relatively strong, but still heavily reliant on support from outside 
donors. 
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Additional Observations:  Commodity shortages, especially for ARVs and viral load instrument 
and reagents, remain an area of concern that requires immediate attention.  

Table 1.2.4 PEPFAR Non-COP Resources, Central Initiatives, PPP, HOP 
 

Funding Source  Total PEPFAR 
Non -COP 
Resources 

Total Non -
COP Co-
funding 

PEPFAR IMs 

# Co-
Funded 

IMs  

PEPFAR COP 
Co-Funding 

Contribution  

Objectives  

ACT $0  $0      Accelerating Pediatric Treatment 

DREAMS $23,648,362  $23,648,362  6 $7,192,356 
(OVC Mech) 

HIV Prevention for AGYW 

DREAMS 
Innovation  

TBC TBC     66 Applications Received 
Requesting $159M 

DREAMS Test & 
Start-Men 

$9,980,772  $9,980,772      Test & Start Strategies to reach 
Men in six DREAMS Districts 

VMMC $8,184,744  $8,184,744      VMMC Scale-up in Six DREAMS 
Districts to reach saturation  

Central HOP for 
Condoms  

$7,473,935  $0      Central Funding will procure 
6,324,000 female and 104,037,000 
male condoms 

Local Capacity 
Initiative  

$1,900,000  $1,900,000      Final Year for Local Partner 
capacity building  

Together for Girls $1,400,000  $1,400,000  2   Final Year; Pending Activity for 
the Families Matter Evaluation  

USAID MCH $3,000,000       Reduce MNCH morbidity and 
mortality and improve quality of 
care for MNCH services. 

USAID TB $6,000,000       Improve TB control through 
diagnostics, treatment, and 
infection control.  

USAID Family 
Planning 

$2,000,000  $2,000,000      Increase access to and availability 
of FP services through private 
franchise model 

USAID Supply 
Chain 

 $3,600,000 1  Forecasting procurement and 
distribution of medicines and 
commodities  

USAID Malaria $15,000,000       Improve malaria control through 
case management, long-lasting 
insecticidal net distribution, and 
indoor residual spraying. 

Total  $78,587,813 $50,713,878 9 $7,192,356    
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Alignment of PEPFAR investments geographically to disease burden  
 
Figure 1.4.2 compares PEPFAR USD/PLHIV expenditures in 2015 to HIV burden in PEPFAR scale-
up SNUs and Figure 1.4.3 reflects expenditures in all SNUs. PEPFAR spent on average $78 per 
PLHIV in Zimbabwe in 2015 which varied from $9 in Bulilima (scale-up SNU) to $186 in Kariba 
(hotspot SNU).  Some of this variation can be explained by different service delivery models, such 
as outreach activities that operate out of a central district (such as Bulawayo and Harare), a 
mixture of both direct service delivery and site level technical assistance.  Other aberrations in 
this graphic are due to the fact that PEPFAR support pivoted from a national focus (60 SNUs) to 
36 SNUs including hotspots in 4 SNUs. In COP 2016, PEPFAR funding for sustained districts will 
shift to  a central support model and outreach activities in hotspot districts (e.g. Bindura, Kariba, 
Hwange, and Zvishavane) will be discontinued.  Mobility and ARV availability in p rovincial 
capitals and select districts further skews the district level HIV burden data.  The biggest 
expenditure differences are related to costs in reaching facilities due to distances from capital 
centers and remoteness/inaccessibility. 
 

Figure 1.4.2 Total expenditure, PLHIV, and Expenditure per PLHIV by PEPFAR Scale-up District  

 

   

 

 

Figure 1.4.3 Total expenditure, PLHIV, and Expenditure per PLHIV by all PEPFAR supported SNUs  

 

 

 

 

 

 

 

Figure 1.4.4 HIV  Prevalence by district 2014  
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HIV Prevalence by D istrict  2014 
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1.3 Stakeholder Engagement  
 
The PEPFAR team provides updates to constituents at various fora throughout the year which 
include: bi-monthly health development partner meetings (donors and UN agencies); national bi-
annual planning and review meetings, the last of which was in January 2016 (MOHCC from all 
levels, civil society, NAC and private sector); CCM meetings (multi-sectoral); and MOHCC-led 
technical working group and partnership fora. 

Host country government  

Engagement with the MOHCC has continued since the Frankfurt COP Reviews. For COP 2016, 
initial meetings were held with the Permanent Secretary and the head of the AIDS and TB unit of 
the Ministry. When a COP16 planning retreat was convened in January, two representatives from 
the ministry attended and presented the current programs, partner contributions,  key 
achievements and support gaps.  They also actively participated in the program review and 
planning discussions.  Thereafter, the ministry also identified  one person to accompany the 
PEPFAR team to the DC Management meeting. Additional consultations with the Ministry of 
Health took place after the DC Management meeting, and representatives have been invited to 
attend the approval meeting in Johannesburg. 

Global Fund and other external donors  

Global Fund engagement has been two pronged; direct engagement with members from Geneva 
Secretariat, and discussions with the local UNDP office who are the Principal Recipients for the 
HIV grant. The U.S. government is also represented on the CCM and technical area committees, 
where we have taken the opportunity on several occasions to update them on the PEPFAR 
program.  The PEPFAR team has also participated in several joint meetings with the Global Fund 
secretariat and the Ministry of Health to ensure an aligned message and strategy.  The Health 
Development Partners group have been regularly updated on the COP 2015 implementation 
process and consulted on the COP 2016 preparation processes and strategic focus. UNAIDS and 
WHO, whose targets and guidelines our program is responding, were very supportive of efforts 
and will be represented at the Johannesburg regional review meeting. 

Civil Society  

Since COP 2015, the PEPFAR team has been meeting with the Civil Society Organizations (CSO) 
core group on at least a quarterly basis.  As far as possible, documentation and data sources for 
each PEPFAR Oversight and Accountability Response Team (POART) have been shared ahead of 
the quarterly calls, and feedback has been obtained. The PEPFAR team has used each of these 
opportunities  to share information about the COP 2016 planning process, as well as, DREAMS 
updates. PEPFAR shared the full slide deck prepared for the DC Management Meeting with the 
CSO core group representatives.  Several draft versions of the Datapack have also been shared, 
and the team walked through the Datapack during two separate CSO core group meetings during 
the COP16 preparation period in March and April.  Two representatives from civil society will 
attend and participate in the Johannesburg regional meeting in May.  The PEPFAR team will 
continue to meet CSO representatives on at least a quarterly basis to coincide with the POART 
reviews. 

 



 

21 
 

Private Sector  

Regular Private Sector engagement has been limited during the COP 2016 development process, 
with the exception of Global Fund CCM engagement where private sector is represented.  Some 
discussions have occurred with individual private sector representatives around the PEPFAR 
program, and work continues to improve engagement with the sector.  

άȢΪ #ÏÒÅȟ .ÅÁÒ-#ÏÒÅ ÁÎÄ .ÏÎ-#ÏÒÅ !ÃÔÉÖÉÔÉÅÓ 

The interagency PEPFAR Zimbabwe team reviewed and analyzed the following documents to 
determine core, near-core, and non-core activities for FY 2016: gap analyses used for the 
development of the revised National HIV Strategic Plan (2016-2020), the Global Fund Concept 
Note gap year extension and the SID.  In COP 2016 PEPFAR will continue to fund key program 
areas in support of the national HIV response, including implementation of WHO Guidelines for  
Treat All  and differentiated models of care, HIV prevention  (through the DREAMS Initiative  and 
VMMC), targeted testing and counseling services, OVC, lab strengthening, strategic information, 
and procurement of commodities including viral load .  Activities described as non-core are a 
mixture of activities either covered by another donor or activities that do not directly support 
epidemic control. In COP 2016 non-core activities include HIV integrated trainings, 
guidelines/curriculum development , lab procurements for CD4, outreach testing in hotspots and 
social marketing/distribution  of male condoms nationwide. For a complete list of core, near-core, 
and non-core activities and transition plans, refer to Appendix A. 

έȢΪ 'ÅÏÇÒÁÐÈÉÃ ÁÎÄ 0ÏÐÕÌÁÔÉÏÎ 0ÒÉÏÒÉÔÉÚÁÔÉÏÎ   

 
The PEPFAR Zimbabwe team has worked closely with the MOHCC to review epidemiological and 
program data to ensure Zimbabwe is on track to reach UNAIDS 90-90-90 epidemic control 
targets.  Unmet need for ART was the most important determinant of prioritization  based on 2014 
National HIV Estimates. The 36 sub-national units ( SNUs) identified in COP 2015 continue to 
represent 1 million  or 80% of PLHIV. Within the se 36 SNUs, PEPFAR will achieve saturation in 17 
ȰÓÃÁÌÅ-ÕÐȱ ÄÉÓÔÒÉÃÔÓ ÂÙ ÔÈÅ ÅÎÄ &9 άΪΫα (of which six are DREAMS districts) and saturation in 19 
ȰÁÇÇÒÅÓÓÉÖÅ ÓÃÁÌÅ-ÕÐȱ ÄÉÓÔÒÉÃÔÓ by the end of FY 2018. In COP 2015, the PEPFAR team expected to 
reach saturation in the 36 SNUs by the end of FY 2017, however, due to PLHIV estimates 
increasing between the 2013 and 2014 HIV estimates, a revised strategy was developed to stay on 
track for the 90-90-90 objectives.  While the distribution of HIV  remains largely the same 
geographically, the overall number of PLHIV increased by around 160,000.  A contributing fac tor 
was the overall increase in Harare which is attributed to improved survival rates, lower mortality , 
and differences in population data used in SPECTRUM. To specifically address the Harare  
increase, the PEPFAR team will intensify its reach by implement ing direct-service delivery (DSD) 
activities to saturate health facilities with PITC services (up from the current approximate 29% 
coverage), support timely ART initiation and defaulter tracing, and target key populations 
including FSWs as indicated in Figure 3.1.1. A DSD package of services will also be implemented 
across all the Aggressive Scale-up districts to accelerate the quality and depth of services to 
increase coverage. Additional details are further elaborated in section 4.0. 
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In COP 2015, PEPFAR developed a tiered package of support for Scale-Up and Sustained Districts 
based on the number of ART clients at PEPFAR supported facilities. In particular, PEPFAR 
supported 54 high volume sites (sites with ART >680 patients) in Sustained districts with a 
maintenance package of services including quarterly technical assistance for service delivery 
improvement.  In COP 2016, PEPFAR will work with the MOHCC to transition support for these 
high volume facilities to the Global Fund and other donors to enable the PEPFAR program to 
intensify efforts in the scale-up districts. Facilities in the transitioned districts will fall within the 
ȰÃÅÎÔÒÁÌÌÙ ÓÕÐÐÏÒÔÅÄȱ ÃÁÔÅÇÏÒÙ; receiving lab and supply chain management support to the 
national system including delivery of HIV commodities.  
 
Due to ZimbabweȭÓ generalized epidemic, PEPFAR will target efforts to reach high-risk and 
vulnerable populations as follows: 

¶ DREAMS: Adolescent girls and young women (AGYW) ages 15-24 and a sub-population of 
vulnerable girls ages 10-14 will receive Á ȰÌÁÙÅÒÅÄ ÐÁÃËÁÇÅ ÏÆ ÓÅÒÖÉÃÅÓȱ ÉÎÃÌÕÄÉÎÇ ()6/GBV 
Prevention, HTS, Pre-exposure Prophylaxis (PrEP) for ages >18, access to family planning 
services, social protection, economic strengthening, parenting and other services to 
reduce HIV incidence.  A Treat All Strategy will also be implemented in the six DREAMS 
districts to reach older men who are most likely the partners of the AGYW.  

¶ VMMC :  VMMC resources are being prioritized in the DREAMS and Scale-up districts to 
advance the 80% saturation goal among adolescent boys and young men ages 15-29. 

¶ Key Populations :  In COP 2016 funding will be consolidated in favor of a more 
comprehensive approach aimed at strengthening the clinical cascade for FSW (primary) 
and MSM (secondary) and reaching saturation in 5 urban locations with high numbers of 
FSWs:  Harare, Bulawayo, Gweru, Mutare and Masvingo.  Results of a FSW size estimation 
are expected at the end of FY 2016, while a MSM size estimate study will be implemented 
in FY 2017 to further inform the KP strategy and to ensure efforts are appropriately 
targeted and focused in the right places. 

 
Figure 3.1.1: Change in PLHIV Estimates (2013-2014) 
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 &ÉÇÕÒÅ έȢΫȢάȡ γΪ-γΪ-γΪ 3ÕÐÐÏÒÔ 0ÒÏÖÉÄÅÄ ÂÙ $ÉÓÔÒÉÃÔ #ÁÔÅÇÏÒÙ8 
 

ήȢΪ  0ÒÏÇÒÁÍ !ÃÔÉÖÉÔÉÅÓ ÆÏÒ %ÐÉÄÅÍÉÃ #ÏÎÔÒÏÌ ÉÎ 3ÃÁÌÅ-ÕÐ 
,ÏÃÁÔÉÏÎÓ ÁÎÄ 0ÏÐÕÌÁÔÉÏÎÓ 
 

$ÉÓÔÒÉÃÔ 4ÙÐÅ 
Ω ÏÆ 
$ÉÓÔÒÉÃÔÓ 

%ÓÔÉÍÁÔÅÄ Ω 0,()6 
ɉÅÎÄ ÏÆ &9 ΫΰɊ 

&9 άΪΫα 4Ø·.Å× 
4ÁÒÇÅÔ 

&9 άΪΫα 
4Ø·#522 

3ÃÁÌÅ-ÕÐ ɉÓÁÔÕÒÁÔÉÏÎɊ ΫΫ Ϋβάέαΰ 18,515  151,934 

$2%!-3 
 ɉÓÁÔÕÒÁÔÉÏÎ ÓÕÂ-ÓÅÔɊ ΰ έΪβȟγΰί 75,323 264,703 

(ÁÒÁÒÅȟ #ÈÉÔÕÎÇ×ÉÚÁ 
ɉÁÇÇÒÅÓÓÉÖÅ ÓÕÂ-ÓÅÔɊ Ϋ άγΫȟΪΪί 51,200 Ϋΰίȟέίή 

!ÇÇÒÅÓÓÉÖÅ 3ÃÁÌÅ-ÕÐ Ϋβ ίααȟάίΪ 111,796 ήέβȟΰήΫ 

#ÅÎÔÒÁÌ 3ÕÐÐÏÒÔ  ɉ!26 
$ÉÓÔÒÉÂÕÔÉÏÎ Й ,ÁÂ 
3ÕÐÐÏÒÔ άή άγαȟίΫά - - 

4ÏÔÁÌ ΰΪ ΫȟΰίαȟΫΪα 256,834 1,020,632  

                                                           
8 Ȱ0)4# 4!ȱ ÒÅÆÅÒÓ ÔÏ 4ÅÃÈÎÉÃÁÌ !ÓÓÉÓÔÁÎÃÅ ÆÏÒ 0ÒÏÖÉÄÅÒ-initiated testing and counseling at the site level Ȱ0)4#Ⱦ(2(ȱ 

refers to additional Human Resources at the site level to maximize 0)4# ÁÃÒÏÓÓ ÆÁÃÉÌÉÔÙ ÅÎÔÒÙ ÓÔÒÅÁÍÓȠ Ȱ#!2'3ȱ ÒÅÆÅÒÓ ÔÏ 
#ÏÍÍÕÎÉÔÙ !ÄÈÅÒÅÎÃÅ 2ÅÆÉÌÌ 'ÒÏÕÐÓ ÄÅÖÅÌÏÐÅÄ ÆÒÏÍ ÔÈÅ -3& ÍÏÄÅÌ ÁÎÄ Ȱ#!43ȱ ÉÓ ÔÈÅ Community Adolescent 
Treatment Support Model. 

 

X 
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The PEPFAR team developed targets for ART coverage using MOHCC data for district-level 
disease burden (from National AIDS Estimates 2014) and demographic health information system 
(DHIS) data for site-level ART coverage. Epidemiological analysis during the COP20 15 process 
showed that 80% of PLHIV in Zimbabwe reside in 36 (of the 60) districts. COP 2015 targets, 
therefore, were set with the goal of reaching 80% ART coverage in these scale-up districts over a 
2-year period. The 2014 National Estimates, however, revealed significant variation to the number 
of PLHIV in many of the 36 scale-up districts as indicated in Figure 3.1.1. As a result, in COP 2016, 
19 of these districts have been re-categorized as Aggressive Scale-Up SNUs with projected 
saturation by the end of FY 2018; the remaining 17 (designated as Scale-Up to Saturation) will be 
on target to reach saturation by the end of FY 2017.  
 
Among the significant changes in SNU-level disease burden, Harare and the six DREAMS districts 
warrant further description. For myriad reasons, Harare has seen a significant increase in its 
proportional contribution to the national disease burden (from 12.3% to 17.9%) between the 2013 
and 2014 National Estimates. The DREAMS districts have also seen significant increases in PLHIV, 
and ART coverage is of particular importance to complement ongoing HIV prevention 
interventions among adolescent girls and young women (AGYW). Therefore, the PEPFAR 
Zimbabwe team has proposed to keep the DREAMS districts within the Scale-Up to Saturation 
category, thereby maintaining very ambitious treatment targets in these SNUs. Furthermore, 
additional resources will be focused on Harare and the Aggressive SNUs, given the significant 
effort required to reach 80% ART coverage by 2018. As a result, the COP 2016 national target for 
ART initiation is 256,834. As a further refinement of the COP 2015 approach, the remaining 24 
districts are now categorized as Centrally Supported. Site-level prioritization within the Scale -Up 
SNUs continues to be based on ART patient volume, with PEPFAR-supported sites reaching over 
90% of all ART patients in these districts. These targets remain contingent upon the availability of 
ARVs. 
 
:ÉÍÂÁÂ×ÅȭÓ -/(## ÉÓ ÉÎ ÔÈÅ ÐÒÏÃÅÓÓ ÏÆ revising the national treatment guidelines to align with 
the 2015 WHO recommendations to initiate ART for all PLHIV irrespective of CD4 count. This 
will require additional support to an already strained health care infrastructure  and will further 
strain the ARV supplyȢ )Î ÔÅÒÍÓ ÏÆ ÔÈÅ 5.!)$3 &ÁÓÔ 4ÒÁÃË 3ÔÒÁÔÅÇÙȟ ÒÅÁÃÈÉÎÇ ÔÈÅ ȰÆÉÒÓÔ γΪȱ 
requires heavy investment and strengthening of HIV testing service (HTS) strategies in order to 
ensure PITC is available at all service delivery points in facilities, and to refocus outreach efforts 
on those at highest risk.  
 
The MOHCC has clearly indicated that gaps in human resources are a major barrier to optimizing 
strategies such as PITC among high-risk patients presenting to facilities. In addition, human 
resources are required to support targeted (e.g. outreach or index) testing strategies in the 
community setting. Health-seeking behaviorɂparticularly among young men that are HIV+ but 
clinically wellɂfurther challenges strategies that are strictly facility -based. PEPFAR Zimbabwe 
will therefore  support facility and community -based HTS activities through recruiting, training 
and deploying PITC providers to all sites in Harare/Chitungwiza.  Extra emphasis will be placed 
on targeting children through combined PITC and contact tracing from the ART clinic as index 
patients. Site level support (sensitization around PITC policy, re-organization of patient flow, staff 
placements) to optimize facility -based PITC will continue in all of the Scale-Up districts.  An 
anticipated consequence of the massive PITC effort is an influx of PLHIV to be initiated on ART.  
4ÈÉÓ ×ÉÌÌ ÂÅ ÓÔÒÅÎÇÔÈÅÎÅÄ ÔÈÒÏÕÇÈ ÒÏÖÉÎÇ ÎÕÒÓÅ ÔÅÁÍÓȟ ÅÁÃÈ ÏÆ ×ÈÉÃÈ ×ÉÌÌ ÓÕÐÐÏÒÔ Ȭ!24 )ÎÉÔÉÁÔÉÏÎ 
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$ÁÙÓȭ ÁÔ ÕÐ ÔÏ ί ÃÌÉÎÉÃÓ ÉÎ (ÁÒÁÒÅȢ  Differentiated service delivery models will be supported where 
facilities are most in need of decongestion given the large numbers of ART patients.  
 
PEPFAR Zimbabwe is anticipating approximately 28% of new initiations will  come from the pre-
ART population, 8.6% from the PMTCT program, 53% from facility- and community-based testing 
(including HIV/TB patients), and 9.5% from the pediatric population. The expected positivity 
yield ranges from 4% to 12% depending on the service delivery point. PÒÏÇÒÅÓÓ ÔÏ×ÁÒÄÓ ÔÈÅ ȰÔÈÉÒÄ 
γΪȱ ×ÉÌÌ ÂÅ ÓÕÐÐÏÒÔÅÄ ÔÈÒÏÕÇÈ ÃÏÍÍÕÎÉÔÙ-based activities on adherence and retention. In 
ÁÄÄÉÔÉÏÎȟ 0%0&!2 :ÉÍÂÁÂ×Å ÐÒÏÐÏÓÅÓ ÔÏ ÁÃÃÅÌÅÒÁÔÅ :ÉÍÂÁÂ×ÅȭÓ ÎÁÔÉÏÎÁÌ ÖÉÒÁÌ ÌÏÁÄ ÓÃÁÌÅ-up plan. 
Routine viral load coverage currently stands at approximately 6%; PEPFAR is proposing to 
facilitate an increase to 40% coverage through reagent procurement, specimen transport, 
continuous quality improvement and mentorship for laboratory personnel within the existing 
ÎÅÔ×ÏÒË ÏÆ ȰÓÕÐÅÒ-ÌÁÂÓȢȱ Lastly targeted approached will be implemented to reach hard to reach 
populations including men as indicated in the below table.  
 
Based upon expenditure analysis (EA) analysis, program data from 2015, and projected costs for 
novel service delivery models, PEPFAR Zimbabwe has determined per person costs for facility-
based technical assistance (TA), facility-based DSD, and community-based service delivery 
packages. This represents a different approach from the COP 15 process, where costs were 
determined on a per site basis regardless of the intensity of interventions provided. EA data was 
also used to determine the above-site and national-level costs for activities such as curriculum 
and guideline development and coordination support to MOHCC.   
 
Site-level data for ART coverage (vis-a-vis PLHIV in the respective catchment areas) continues to 
be unavailable; PEPFAR will be working to improve data reporting and consolidation through its 
support for the electronic patient monitoring system (ePMS) and the development of a patient-
level electronic health record. Finally, the PEPFAR Zimbabwe team anticipates a significant 
increase in the quality of data on HIV prevalence and incidence with the availability of two 
ongoing population-level surveys: the Zimbabwe Demographic Health Survey (ZDHS) and HIV 
Impact Assessment (ZIMPHIA). Preliminary results from the ZDHS is expected by mid-2016 and 
by the end of 2016 for ZIMPHIA.  
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Differentiated Care Package 


