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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 AIDSFree 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
STI

TA

TBIC
UNAIDS
VHWSs
VMMC
WHO
ZDHS

ZIMPHIA

Sub-National Unit

Sexually Transmitted Infection

Technical Assistance for Service Delivery Improvement
TB infection control

Joint United Nations Programme on HIV/AIDS

Village Healthcare Workers

Voluntary Medical Male Circumcision

Word Health Organization

Zimbabwe Demographic Health Survey

Zimbabwe Population based HIV Impact Assessment
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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 cardreatment, and
prevention activiieO x EQEET ¢06 1T £ : EIl AA AtkeR261@estiinhtes®BR@OOEAOOS8
number of people living with HIV (PLHIV), t he PEPFAR progranwill 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 201 17 districts and 19 districts bythe end of FY 2018. This will be achieved through
adirect service delivery modelfocused in Harare/Chitungwiza, Determined Resilient Empowered
AIDS-Free Mentored and SafEDREAMS and Aggressive Saturatiordistricts to identify PLHIV
through provider initiated 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 COP2015, the PEPFAR program will no longer support 54 higvolume
sites located in the sustained districtsand will redirect this support to a central package including
procurement and distribution of antiretroviral (ARVs) drugsand viral load (VL) reagents

The PEPFAR program will increase the number of peog 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 beenreduced; while funding for a drug resistance
surveillance, implementation science, and integrated HIVtrainings has been eliminated.Funding
for the condom program has been used to develop a Key Bailations strategy to scale-up clinical
servicestargeting female sex workers (FSW) and men who have sex with men (MSM)Funds

O O A O A Are aféErieritioned 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 scalaup plan which is currently at 6% of
ART patients nationwide.

The PEPFAReam has activelycollaborated with key partnersincluding the Government of
Zimbabwe (GoZ), the Global Fundto Fight AIDS, Tuberculosis and Malaria (GF) bilateral and
multilateral health development partners, and civil society to ensureprogram changes alignwith
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 3&cale up districts with the
greatest number of PLHIV were chosen in order toreach 80% of thetotal 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 80 ART patients. The
program will coordinate with the GoZand GFto ensure that sites in non-scale-up districts and in
smaller sites (<60 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 9690-90 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 ébur DREAMS Districts) have received the
greenlight to commence Treat All as of July2016.
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1.1 Summary statistics, disease burden and country or regional profile

According to the 2012 census, the total population of Zimbabwe was L13million. 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-48 years of 16.7%. Annual AIDS
related deaths have declined over the past decade with approximatel$8,618AIDS related deaths
in 2014compared to 134,247 in 2004. Zimbabwe has seen a decline in HIV incidence rates among
adults aged 1549 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 HIVinfections

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 estimates2015HIV Prevalence
at 16.14% among adults ages-49 and annual AIDS Deaths at 23,651. Similarly, the annual
incidence among adultswill be 0.65%, down from 5.92% in 1995 and 1.37#2009. As of
December 2015averageART initiation is about 8,689 persons per month, however,a major risk in
achieving high ART coverage and epidemic control is insufficient funding for ARVshuman
resource shortages, a deteriorating health system anteavy reliance on donor funding PEPFAR
Zimbabwe is joined in its work to reach epidemic control by the Global Fund and the people of

Ei AAAxAh xEI AT1 OOEAOOA O OEA . AOGETTAI 1)$3 4060
tax, which totaled $34.2 milion in 2013. Combined funding from PEPFAR and the Global Fund
per PLHIV is lowest for Zimbabwe among ten subSahara 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 sectct though past
UAAOOS AAOOAIT AE OAdl®Géd Lodoiofth©prdgrandidiplefnéntativn ‘O
PEPFAR Zimbabwe is committed to attaining the 9690-90 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.

‘Zimbabwe 2014 HIV/AIDSEstimates

%Total 2015 AIDS Levy revenue is unknown, however the proportion of NAC funds allocated to
commodities is estimated at $16 millionper yearfor both 2016and 2017.

¥ MOHCC Resource Mapping 2015

* Confirmed verbally by MOHCC officials on severaloccasions



Table 1.1.1 Key National Demographic and Epidemiological Data
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*If presenting size estimate data would compromise the safety of this population, please do not enter it in this table.

1 MC coverage for 229 year olds is 185,337 of total population 0f4% year olds 1,286,91814%.




Table 1.1.2 9690-90 cascade: HIV diagnosis, treatment and viral suppression (12 months)

HIV Treatment and Viral Suppression

HIV Testing and Linkage to ART
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1.2 Investment Profile

The HIV response in Zimbabwe is funded primarily from five sourceg PEPFAR, the Global Fund,
other bilateral donors (DfID, EU, Switzerland and Sweden)the private sector and the national
government (GoZ/NAC, National AIDS Spending Asgssment 2012) Annual PEPFAR support
grew by approximately 74% between 2011 and 2012 and is now maintaining lefeglding ($95
million COP support; $7-15 million central initiative funding ). As a recipient of DREAMS
initiative funding, the country will also receivean additional $41million for prevention activities
targeting adolescent girls and young wonen.

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 auditional $25 million through
Incentive Funding and $6 million for pediatric treatment from the Children Investment Fund
Foundation (CIFF).

Government health spending has slowlydeclined 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%0f the budgeted amount. On a positive note, at the end of November 2014he Minister of
Finance announcedthat the AIDS Levy (NATF) would be extended to the mining sector in 2015
which is expected to add appoximately $13 million to theannual revenue of the Fund, 35% of
which is expended on AR\s.

Table 1.2.1 Investment Profile by Program Ar eass

Total % Pvt sector
Program Area Expenditure % PEPFAR % GF % GOZ/NAC % HDPG
Clinical care, treatment and 158565455 3254 24,95 15.64 22.38 45
support
Community -based care 524,316 - 50.16 - - 49.84
PMTCT 6,094,830 64.50 6.97 - - 2853
HTC 7,283,825 42.83 47.29 - - 9.87
VMMC 53,414,361 59.40 13.25 - - 27.35
E:;f\)/gtr{tiré;gulatlon 52, $0,392 47.69 9.8 435 2.11 36.06
Key population prevention* 1,416,490 - 29.37 60.72 9.92
ovcH 14,676,306 49.34 - 0.84 27.26 2256
Laboratory 504,000 10000 - - -
SI, Surveys and Surveillance 7,726,594 1993 77.74 0.13 - 5.65
HSS 42,767,954 4.90 60.58 1975 1143 334
Total 297,334,523 29.88% 26.13% 11.63% 18.77% 13.60%

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

. Total % Global
0 0 0, 0,

Commodity Category Expenditure % PEPFAR 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 $12,454,763.20 0 59.00 0 0 41.00
(conventional)
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 hadaken a
leadership role in sustainable financing. On February 26 UNAIDS and PEPFAR amnvened a
stakeholder validation meeting with participants from the MOHCC, NAC, Global Fund Country
Coordinating Mechanism (CCM) members, implementing partners, civil scciety, and other
development partners. After an introductory address and clarification regarding the purpose of
the SID from UNAIDS andthe PEPFAR team, the participants divided into four domain

subgroups to discuss and validate the SID questionnaire baskon the data and information
assembled. The subgroups had a facilitator from PEPFAR, UNAIDS, ar@HAI 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.

" Note : All commodity groups are based on the CY 2017 forecast armbmmitments 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 wa 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:

T

Planning and Coordination (9.33, ): 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, : The GaZ has institutionalized quality
managementsystems 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 201&dditionally, 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:

T

Private Sector Engagement (2.71, -): Private sectorengagement needs increased
attention. For example, the private sector doesot actively engage with the G& 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, -): 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 unknavn.
Furthermore, as ART coverage is expected to increase with the introduction ofreat 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 onsupport 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 Ne@OP Resources, Central InitiativesPPP, HOP

Funding Source Total PEPFAR Total Non - # Co- PEPFAR COP Objectives
Non-COP COP Co Funded Co-Funding
Resources funding IMs Contribution
PEPFAR IMs
ACT $0 $0 Accelerating Pediatric Treatment
DREAMS $23,648,362 $23,648,362 6 $7,192,356 HIV Prevention for AGYW
(OVC Mech)

DREAMS TBC TBC 66 Applications Received

Innovation Requesting $159M

DREAMS Test & $9,980,772 $9,980,772 Test & Start Strategies to reach

Start-Men Men in six DREAMS Districts

VMMC $8,184,744 $8,184,744 VMMC Scaleup in Six DREAMS
Districts to reach saturation

Central HOP for $7,473,935 $0 Central Funding will procure

Condoms 6,324,000 female and 104,037,00(
male condoms

Local Capacity $1,900,000 $1,900,000 Final Year for Local Partner

Initiative 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 $2,000,000 $2,000,000 Increase access to and availability

Planning of FP services through private
franchise model

USAID Supply $3,600,000 1 Forecasting procurement and

Chain distribution of medicines and
commodities

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

Total $78,587,813 $0,713,878 9 $7,192,356
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Alignment of PEPFAR investments geographically to disease burden

Figure 1.42 compares PEPFARUSD/PLHIV expenditures in 205 to HIV burden in PEPFAR scale
up SNUsand Figure 1.4.3 reflects expenditures in all SNUSEPFAR spent on averager8 per
PLHIV in Zimbabwe in 205 which varied from $9 in Bulilima (scale-up SNU) to $186in 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 factthat PEPFAR support pivotedfrom a national focus (60 SNUs)to
36 SNUs including hotspotsin 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 Zvishavané will be discontinued. Mobility and ARV availability in p rovincial
capitals and select districtsfurther skews the district level HIV burden data. The biggest
expenditure differences are related to costs in reaching facilitieslue to distances from capital
centersand remoteness/inaccessibility.

Figure 1.4.2 Total expenditure, PLHIV, and Expenditure per PLHIV by PEPFAR Scaleup District

2015 PEPFAR Expenditure Per PLHIV and Percent of PLBNAb{(Scalep
Districts
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2. 2015 PEPFAR Expenditure Per PLHIV and Percent of PLHIV by SNU
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HIV Prevalence by D istrict 2014
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Zimbabwe - ART unmet need and APR15 TX_CURR by SNU
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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@L6 (MOHCC from all
levels, civil society, NAC and private sector); CCM meetings (multisectoral); and MOHCGCled
technical working group and partnership fora.

Host country government

Engagement with the MOHCC has continued since the Frankfurt COP ReviewsFor 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. Thereafterthe ministry also identified one person to accompany the
PEPFAR team to the DC Management meetig. 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 beetwo 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. governmentis also represented on the CCMand 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. he Health
Development Partners grouphave been regularly updated on the COP2015 implementation
process and consulted on the COR2016 preparation processes and strategic focus. UNAIDS and
WHO, whose targets and guidelines our program is responding, were wy supportive of efforts
and will be represented at the Johannesburg regional review meeting.

Civil Society

Since COP2015, the PEPFAR team has been meeting with th@ivil Society Organizations (CSO
core group on at least a quarterly basis. As far as gsible, documentation and data sources for
eachPEPFAR Oversight and Accountability Response TeanPQOART) 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 processas well as, DREAMS
updates. PEPFARshared the full slide deck prepared for the DC Management Meeting with the
CSO core group representatives. Several draft versions of the Datapack have also bekared,
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 frontivil society will
attend and participate in the Johannesburg regional meeting inMay. The PEPFAR team will
continue to meet CSO representatives on at least a quarterly basis to coincide with the POART
reviews.
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Private Sector

Regular Private Sector engagement has been limited during the COP016 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.

kI OAh-#1 DADA-ATTOA ' AOEOEOEAO

The interagency PEPFAR Zimbabwe team reviewed and analyzed the following documents to
determine core, nearcore, and non-core activities for FY 2016gap analyss usedfor the
development of the revised National HIV Strategic Plan (20162020), the Global Fund Concept
Note gap yearextension and the SID. In COP 2016PEPFAR will continue to fund key program
areas insupport 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
VMMCQ), targeted testing and counseling servicesOVC, lab strengthening, strategic information,
and procurement of commaodities 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 2016non-core activities include HIV integrated trainings,
guidelines/curriculum development, lab procurementsfor CD4, outreach testing in hotspotsand
social marketing/distribution of male condomsnationwide. For a complete list of core, nearcore,
and non-core activities and transition plans, refer to Appendix A.

¢ 8IAT COAPEEA AT A o1 POI AOCET 1

The PEPFAR Zimbabwdeam has worked closely with the MOHCC to review epidemiological and
program data to ensure Zimbabwe is on track to reach UNAIDS 90-90 epidemic control
targets. Unmet need for ART was the most important determinant of prioritization basedon 2014
National HIV Estimates. The 36 sub-national units (SNUS9 identified in COP 2015 continue to
represent Imillion or 80% of PLHIV. Within the se 36 SNUs PEPFAR will achieve saturation in 17

OACCOAOAEBBA AMIKARRIFOEFY 2018n COP 205, the PEPFAR team expected to
reach saturation in the 36 SNUsby the end of FY 2017, howevedue to PLHIV estimates
increasng between the 2013 and 201KV estimates, a revised strategy waslevelopedto stay on
track for the 90-90-90 objectives. While the distribution of HIV remains largely the same
geographically, theoverall number of PLHIV increased byaround 16Q000. A contributing fac tor
was the overall increase in Harare whichs attributed to improved survival rates, lower mortality ,
and differences in population data used in SPECTRUMT o specifically address the Harare
increase the PEPFAR teanwill intensify its reach by implementing 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 indicatedin Figure 3.1.1A DSD package of services will also be implemented
across all the Aggressive Scalap districts to accelerate the quality and depth of services to
increase coverageAdditional details are further elaborated in section 4.0.
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In COP 2015, PEPFA&evelopeda tiered package of supportfor ScaleUp and Sustained Districts
based on the number of ART clients at PEPFAR suppaet facilities. In particular, PEPFAR
supported 54 high volume sites giteswith ART >680 patients) in Sustaineddistricts 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 supportfor these
high volume facilities to the Global Fund and other donors to enable the PEPFARprogram to
intensify efforts in the scale-up districts. Facilities in the transitioned districts will fall within the
OAAT OOBD I OO DA g redkidirg it dndsupply chain management supporto the
national system including delivery of HIV commaodities.

Due to Zimbabwed @&neralized epidemic,PEPFAR will target efforts to reachhigh-risk and
vulnerable populations as follows
1 DREAMS: Adolescent girls and young women (AGYW)ages 1824 and a si-population of
vulnerable girls ages 114 will receiveA O1 AUAOAA DPAAEACA T/GBBVOAOOEAAC
Prevention, HTS, Pre-exposure Prophylaxis (PrEP) for ages >18&ccess to &mily 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.
1 VMMC: VMMC resources are being prioritized in the DREAMS andScaleup districts to
advance the 80% saturation goal among adolescent boys and young men ages2ib
1 Key Populations : In COP 2016 funding will beconsolidated in favor of amore
comprehensiveapproach aimed atstrengthening the clinical cascadefor FSW (primary)
and MSM (secondary)and reaching saturationin 5 urban locations with high numbers of
FSWs: Harare, Bulawayo, Gweru, Mutare and MasvingoResults of a FSW size estimation
are expected at the end of FY 2016, while a MSM size estimate study vik 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)

121,692

102,275

41,927

(20,062)
SCALE-UP TO DREAMS HARARE AGGRESSIVE SUSTAINED
SATURATION SCALE-UP
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3AADEA | OAOQC Y Y YBaéad 18,53 151,934
$2%! -3

i OAOOOAOGED 0 ETBhyoi 75,323 264,703
(AOAOARh #E

i ACCOAGOL O Y Gy YhT T 51,200 YOihte
I CCOAOOBHDA Y B i aahail 111,796 néERhOI

#AT OOAT j13D
30pPT 00 an dyahi Yo - -
47 OAI 01 YhoOi ah 256,834 1,09,632

800)4a# 418 OAEAOO OI 4 AA dritisiel fedting!atd GdtiGOidgiatiik siteEiev®IO0 Dl BEAA O 6
refers to additional Human Resources at the site level to maximized ) 4 # AAOT OO AZAAEI EOU AT 60U OOO0OA
#1171 OT EOU ' AEAOAT AA 2AZFET T ' O1 6O AAOAICHHANMyY Addescent OEA - 3& 11 A
Treatment Support Model.
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The PEPFAR team developed targets for ART coverage using MOHCC data for distrietvel
disease burden (from National AIDS Estimates 2014) and demographic health information system
(DHIS) data for site-level ART coverage. Epidemiological analysis during the COR0 15 process
showed that 80% of PLHIV in Zimbabwe reside in 36 (of the 60) districts. COR015 targets,
therefore, were set with the goal of reaching 80% ART coverage in these scalg districts over a
2-year period. The 2014 National Estimates, however, revealed significant variation to the number
of PLHIV in many of the 36 scaleup districts as indicated in Figure 3.1.1As a result,in COP 2016,
19 of these districts have been reategorized as Aggresive ScaleUp SNUs with projected
saturation by the end of FY2018; the remaining 17 (designated as Scal#p to Saturation) will be

on target to reach saturation by the end of FY2017.

Among the significant changes in SNUlevel disease burden, Harare andhe 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@istricts 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 kep the DREAMS districts within the ScaleUp to Saturation
category, thereby maintaining very ambitious treatment targets in these SNUs. Furthermore,
additional resources will be focused on Harareand the Aggressive SNUsgiven the significant
effort required to reach 80% ART coverageby 2018 As a result the COP 2016 national target for
ART initiation is 256,834 As a furtherrefinement of the COP2015 approach, the remaining 24
districts are now categorized as Centraly Supported. Sitelevel prioritization within the Scale -Up
SNUs continuesto be based on ART patient volume, with PEPFARsupported sites reaching over
90% of all ART patients in these districts. These targets remain contingent upon the availability of
ARVs.

Ei AAAxABO -/ (## Erévisikdthe Gafichal Peainehtigdidelingés B 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
strainthe ARVsuppy8 )T OAOI O T &£# OEA 5.1)%$3 &AOO 40AAE 300A
requires heavy investmentand strengthening of HIV testing service (HTS) strategies in order to
ensure PITC is available at all sergie 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 highiisk patients presenting to facilities. In addition, human
resources are required to support targeted (e.goutreach or index) testing strategies in the
community setting. Health-seeking behavior particularly among young men that are HIV+ but
clinically well» further challenges strategiesthat are strictly facility -based.PEPFAR Zimbabwe
will therefore support facility and community -based HTS activities throughrecruiting, 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, reorganization of patient flow, staff
placements) to optimize facility -based PITC will continue in all of the Sale-Up districts. An
anticipated consequence of the massive PITC effort is an influx of PLHIV to be initiated on ART.
AEEO xEIIT AA OOOAT COEAT AA OEOI OGCE O1T OET ¢ 1 OOOA OA
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$AUOC8 AO Ob OI Differritididd BeAide delilery hdd@simll Bessupported where
facilities are most in need of decongestion given the large numbers of ART patients.

PEPFAR Zimbabwe is anticipating approximately 28% of new initiationsvill 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 expectedpositivity

yield rangesfrom 4% to 12% depending on theservice delivery point POT COA OO O1 x AOAO OE/
yvi o xEIl AA OOPDI Ohhskd adtivitie$ ob Gdierehde brid derfich Un

AAAEOET T h 0%0&! 2 :Ei AAAxA DPOT BT OAO O1T Auppadhl AOAOA
Routine viral load coverage currently stands fapproximately 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

TAOxT OE -1 AAGRG#gkted approached will be implemented to reach hard to reach

populations including men as indicated in the below table.

Based uponexpenditure analysis EA) analysis, program data from 2015, and projected costs for
novel service delivery models, PEPFARIiZbabwe has determined per person costs for facility
basedtechnical assistance TA), facility-based DSD, and communitybased service delivery
packages. This represents a different approach from the COP 15 process, where costs were
determined on a per sitebasisregardless of the intensity of interventions provided. EA data was
also used to determine the abovesite and national-level costs for activities such as curriculum
and guideline development and coordination support to MOHCC.

Site-level data for ART coverage (visa-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 apatient-
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 Helth Survey (ZDHS) and HIV
Impact Assessment (ZIMPHIA). Preliminary results fromthe ZDHS is expected by mid2016 and
by the end of 2016 for ZIMPHIA.
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Differentiated Care Package

+ART initiation
*Refill initiatives
*CARGs

+Fast track individual
refills

«Test and start

*Decentralisation of ART
*ART/TB integration
*PMTCT in MNCH
«Community level services

Service
intensity

Service Health
location worker
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= & monthly clinical visit for
stable adult clients on ART

= 3 monthly refill visits

= Appointment diaries +/-

ePMS

Primary Care Nurse initiates
ART

Primary counsellor conducts

HTS, adherence counselling

* Community Health workers
for defaulter tracing

®» Expert patients for linkages




