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EGPAF Vision

The Elizabeth Glaser Pediatric AIDS Foundation 
(EGPAF) works tirelessly to create a culture of hope, to 
accelerate scientific discovery, and to imagine a world in 
which children and families live free from HIV and AIDS.

EGPAF Mission

EGPAF seeks to prevent pediatric HIV infection and to 
eliminate pediatric AIDS through research, advocacy, and 
prevention and treatment programs. 

OUR VALUES:

The contents of this report are the sole responsibility of the Elizabeth 
Glaser Pediatric AIDS Foundation and do not necessarily reflect the views 
of MOHCC, CIFF, or our other donors. Unless otherwise stated, it is not 
implied or to be inferred that any individuals appearing in this publication are 
living with HIV. All photos unless specified: Elizabeth Glaser Pediatric AIDS 
Foundation Zimbabwe.

INNOVATION EGPAF is committed to working 
with a creative and forward-thinking spirit; believing 
that this mindset is integral to achieving its mission of 
eliminating pediatric AIDS.

EXCELLENCE Whether collaborating with national 
or local governments, working together with researchers, 
or partnering with an array of other organizations, 
EGPAF believes that working together is the only 
way to create a generation free of HIV.

LEADERSHIP From its humble beginnings 
around a kitchen table, EGPAF has emerged as a 
global force in the fight against HIV and AIDS. 
It strives to set an example and find cutting-edge 
solutions to any challenges encountered.

PASSION EGPAF began with a mother’s love for 
her children. That spirit—embodied in each member 
of its hardworking staff—continues to inform its work 
around the world.

ACCOUNTABILITY EGPAF approaches its 
work with integrity, honesty, and transparency. As 
EGPAF implements its programs, it strives for the highest 
ethical standards in support of its donors and partners.

TEAMWORK Whether collaborating with 
national or local governments, working together 
with researchers, or partnering with an array of other 
organizations, EGPAF believes that working together 
is the only way to create a generation free of HIV.
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Executive Summary

Since 2001, the Elizabeth Glaser Pediatric AIDS Foundation (EGPAF) has 
provided support in the implementation of a comprehensive and integrated 
prevention of mother-to-child transmission of HIV (PMTCT) program in 
Zimbabwe as one of the main program partners of the Ministry of Health and 
Child Care (MOHCC).

In 2010, EGPAF was awarded a five-year grant by The Children’s Investment 
Fund Foundation (CIFF) to accelerate the elimination of pediatric HIV and 
keep mothers and families alive in Zimbabwe. The CIFF grant, together 
with complementary funding from the Department for International 
Development (DFID) and the Organization for Public Health Interventions 
and Development (OPHID), enabled EGPAF to focus initially on program 
scale-up and rapid geographic expansion. At the end of December, EGPAF 
was providing direct support to 1,461 sites among Zimbabwe’s 1,560 sites in 
all 62 districts. This successful scale-up was followed in this reporting year—
January to December 2013—by a greater focus on quality implementation 
and substantial preparations for the national transition from World Health 
Organization (WHO) 2010 PMTCT guidelines to the 2013 WHO 
PMTCT guidelines, which recommend initiating all HIV-positive pregnant 
and breastfeeding women on ART for the rest of their lives (Option B+). 
Zimbabwe adopted Option B+ in February of the same year.

Key priorities in 2013 included the following:

1. Sustaining the gains made during rapid expansion of the PMTCT 
program in 2011 and 2012 by shifting focus from program scale-up to 
optimization, and targeting quality improvement interventions to the 
lowest-performing sites and the highest-volume sites

2. Improving and ensuring quality across the PMTCT cascade and 
antiretroviral therapy (ART) services for mothers and babies, with a 
particular focus on addressing low-performing program areas such as 
increasing early infant diagnosis (EID) coverage and improving mother–
baby pair follow-up

3. Providing technical assistance at national, provincial, district, and site 
levels to strengthen government health systems and lay the groundwork 
for program sustainability

4. Optimizing strategies to ensure that all eligible pregnant women and their 
HIV-exposed infants receive appropriate antiretroviral (ARV) prophylaxis 
or ART in line with the Zimbabwe HIV guidelines

NOTEWORTHY ACHIEVEMENTS IN 2013

• Provision of financial and technical support to the MOHCC for the 
adaptation of the WHO 2013 HIV guidelines including the official 
launch of Option B+ in Zimbabwe in November 2013

• Provision of technical assistance to the MOHCC in preparation for roll-
out of Option B+ and pediatric ART for HIV-infected infants

• Continued human resources support through key staff secondments at the 
national and district levels including laboratory scientists for EID

EGPAF continues to have a critical role to play in 
strengthening health systems in support of PMTCT 
and pediatric ART. A refreshed five-year strategic plan 
for 2014–2018 that is in line with MOHCC priorities 
and strategies will position EGPAF accordingly. 
The EGPAF program in 2014 will be guided by our 
refreshed strategic plan (2014–2018) and will focus on 
the following five key areas:

1. ART in MNCH (roll out of Option B+ 
and pediatric ART)

2. Quality program implementation using 
Option B+ guidelines (QI/QA)

3. Robust monitoring and evaluation systems 
and documentation

4. Advocacy and community mobilization including 
tracking and tracing of mother–baby pairs

5. Strengthening program management, logistics, 
and transition/sustainability planning

• Training of health care workers to provide clinical 
mentorship for initiation and management of 
lifelong ART in maternal, newborn, and child 
health (MNCH) settings

• Sensitization of high-level provincial and district 
leadership on Option B+

• Scaling up implementation of quality improvement 
(QI) and data quality assurance activities

• Partnering with the National AIDS Council to 

hold focused HIV and AIDS advocacy meetings 
for the members of Parliament of the newly elected 
government of Zimbabwe

• Presentation of three abstracts at the International 
Conference on AIDS and Sexually Transmitted 
Infections (STIs) in Africa (ICASA)

• Successfully renewing a five-year strategic plan for 
2014–2018 following expiration of the 
2008–2013 plan

Stability of PMTCT commodities, particularly HIV 
test kit supplies, coupled with aging point-of-care 
CD4 machines were of top concern in 2013. EGPAF 
supported the MOHCC with the procurement of 154 
point-of-care CD4 machines in 2010. The machines 
now three years in use are prone to frequent break-
downs. Although the PMTCT district focal persons were 
instrumental in sustaining HIV testing rates through 
close monitoring of stock levels and taking appropriate 
actions to minimize service interruptions, long-term 
solutions are required to address this challenge.

Another major challenge continues to be the long 
turnaround time for EID, largely due to the processing 
of dried blood spot samples being highly centralized.

Only one national laboratory currently serves the entire 
country. Efforts are in place to decentralize the EID 
program, and it is hoped that in 2014 the Bulawayo 
and Mutare laboratories will be functional. EGPAF 
continues to provide support for sample transportation, 
human resources, and supplies.

Other challenges include the following:

• Poor data quality at some health facilities
• Low client retention in care and low 

adherence to prescribed regimens
• Limited funding to implement 

community-level activities

LOOKING AHEAD

SOME PROGRAM CHALLENGES IN 2013

DR. AGNES MAHOMVA 
Zimbabwe Country Director
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Program Achievements by Strategic Goal

Background

Zimbabwe is one of the 22 countries hardest hit by the AIDS epidemic in 
sub-Saharan Africa. The burden of disease and mortality remains significantly 
high, with an estimated 1.4 million adults and children living with HIV in 
2012.* The Joint United Nations Programme on HIV/AIDS 2013 (UNAIDS) 
Global Report estimated that 69,000 new HIV infections and 39,000 AIDS-
related deaths occurred in 2012 in Zimbabwe. The report also estimated an 
adult HIV prevalence of 14.7%, with rates significantly higher among women 
(18%) than among men (12%).1 An estimated 14,000 children were newly 
infected with HIV in 2011, the majority of them (90%) through mother-to-
child transmission of HIV.2 Prevention of mother-to-child transmission of 
HIV (PMTCT) continues to be a priority within the Zimbabwe National HIV 
and AIDS Strategic Plan.

This annual report, covering the period January 2013 to December 2013, 
tracks the progress of each of the four EGPAF-Zimbabwe program strategic 
goals (Box 1) and highlights significant achievements and challenges for the 
year under review.

* UNAIDS 2011-2015 Strategy: Getting to Zero

To support the expansion and provision of quality 
PMTCT and HIV care and treatment services for 
children and their families infected and affected by 
HIV and AIDS

To advance research that increases access to and 
uptake of high-quality integrated HIV prevention, 
care, and treatment services in Zimbabwe

To advance EGPAF–Family AIDS Initiative (FAI) 
Consortium’s leadership role in influencing public 
health policy and inserving as a national advocate 
in the elimination of pediatric HIV and AIDS

To enhance the EGPAF-FAI Consortium’s capacity 
to operate in an effective, efficient, accountable, 
and responsive manner

Box 1. EGPAF-Zimbabwe Program Strategic Goals

STRATEGIC 
GOAL 1

STRATEGIC 
GOAL 2

STRATEGIC 
GOAL 3

STRATEGIC 
GOAL 4

(Photo: James Pursey)
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INCREASING ACCESS TO 
COMPREHENSIVE PMTCT SERVICES

Following release of the World Health Organization (WHO) 2013 guidelines, 
emphasizing lifelong antiretroviral therapy (ART) for all HIV-positive pregnant 
and breastfeeding women, the Ministry of Health and Child Care (MOHCC) 
moved swiftly to adopt Option B+ in national PMTCT guidelines. Supporting 
the MOHCC to roll out and implement these revised guidelines was therefore 
a key priority for EGPAF–Zimbabwe in line with Strategic Goal 1.

This support included adopting and printing the consolidated WHO 2013 
HIV guidelines; updating the scope of work for district focal persons (DFPs) to 
include support of Option B+ rollout, quality improvement (QI), and pediatric 
ART; and conducting ART capacity assessments at the district level to prepare 
sites to provide ART initiation as well as sensitization meetings on the new 
guidelines for district managers.

IMPROVING QUALITY IN PMTCT

EGPAF Direct PMTCT QI Activities

Main Activity Detailed Activity Achievement

On-site QI coaching Coaching and mentoring of site-level 
health workers in QI

140 health workers coached and 
mentored on QI

Support for district 
health teams (DHTs)

Support for DHTs in QI through site-
supportive supervision

40 DHT members coached 
on QI

Didactic QI coaching Refresher training of DFPs in QI 37 DFPs retrained on QI

EGPAF Support to MOHCC QI Activities

Main Activity Detailed Activity Achievement

Capacity building 
for performance 
measurement

• Performance measurement
• Training workshops 
• Sites trained on 

performance measurement
• Health workers trained

• 5 training workshops facilitated
• 38 sites trained on performance 

measurement for QI
• 171 health workers trained on 

performance measurement for QI

Capacity building for 
QI planning

• QI training workshops 
• Sites trained in QI 
• Health workers trained on QI

• 1 QI training workshop facilitated
• 10 sites trained on QI
• 40 health workers trained 

on QI

Strengthening and 
capacity building for 
QI structures

Training workshop for QI site 
focal persons

1 QI workshop facilitated

Table 1. EGPAF support to Zimbabwe’s national QI program
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Figure 1. Districts covered by EGPAF - Zimbabwe

The focus of the PMTCT quality improvement (QI) 
program is to ensure that all patients enrolled receive 
the highest quality of HIV prevention and care and 
treatment services as recommended by national 
guidelines and policies. EGPAF has been supporting the 
MOHCC at national, provincial, district, and site levels 
to utilize QI principles and methodologies to improve 
PMTCT and HIV care and treatment services. 

District- and facility-level staff have been trained and 
mentored to plan and implement QI activities. By the 
end of this reporting period, EGPAF supported all 
62 districts to create an inventory of QI plans. This 
inventory serves as a virtual platform for providing 
continued support to the QI teams at the district 
and facility levels. Details of EGPAF QI support are 
outlined in Table 1.

At the end of December 2013, EGPAF was providing 
direct support to 93% (1,461 out of the total 1,560) 
of the PMTCT sites in all 62 districts throughout 
Zimbabwe (Figure 1). Each district is directly supported 
by one of the 37 DFPs seconded by EGPAF. The 
DFPs received on-the-job mentorship and coaching 

on Option B+ through quarterly site-supportive 
supervision visits conducted by EGPAF in conjunction 
with MOHCC. EGPAF program support remains 
the largest HIV-service-implementing partner to the 
national PMTCT program in Zimbabwe.

To support the expansion and provision of quality 
PMTCT and HIV care and treatment services for 
children and their families infected and affected 
by HIV and AIDS

STRATEGIC 
GOAL 1

Districts supported by EGPAF Provinces
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HIV TESTING AND COUNSELING IN LABOR AND DELIVERY

MATERNAL ANTIRETROVIRAL PROPHYLAXIS

MALE PARTNER HIV TESTING IN ANCBUILDING CAPACITY OF 
HEALTH CARE WORKERS

Building the capacity of health care workers to 
manage the provision of comprehensive PMTCT 
and pediatric HIV services continues to be a key 
strategy to support EGPAF’s overall goal of service 
expansion in Zimbabwe. During this reporting 
period, 2,513 health care workers were trained in one 
or more of the following areas: integrated services 
with Option B+, tracking and tracing standard 
operating procedures, integrated management of 
adult and adolescent illness / integrated management 
of pregnancy and childbirth (IMAI/IMPAC), 
CD4 point-of-care testing, adult opportunistic 
infection (OI)/ART management, pediatric OI/
ART management, infant and young child feeding, 
and rapid HIV testing. A list of the training and 
sensitization meetings is found in the Appendix 1.

HIV TESTING AND COUNSELING 
IN ANTENATAL CARE

During the last quarter of 2012, the Zimbabwe 
national program changed the rapid HIV testing 
algorithm for adults. The revision of the algorithm, 
the unavailability of trained personnel, and recurrent 
stock-outs affected HIV testing for the period January–
June 2013. Of the total 437,945 pregnant women who 
booked for antenatal care (ANC) in 2013, 97% of 
those eligible (399,020) were tested for HIV.

The number of women arriving in labor and delivery 
(L&D) with an unknown HIV status gradually declined 
throughout the year. Of the total 58,301 women who 

arrived in L&D with an unknown HIV status, 
77% (44,715) were tested for HIV (see Figure 3).

In 2013, 95% of HIV-positive pregnant women who 
booked for ANC received some form of antiretroviral 
(ARV) medicines to reduce the risk of mother-to-
child-transmission of HIV. The proportion of women 
identified as HIV-positive in ANC who were already 
on ART rose gradually from 27% in the first quarter 
to 32% in the last quarter. Furthermore, by the end of 
the fourth quarter of 2013, more than 180 sites out of 
the 707 maternal, newborn, and child health (MNCH) 
sites were offering ART to all HIV-positive pregnant 
women regardless of CD4 count or clinical status as 

part of the MOHCC’s early implementation of 2013 
WHO Option B+ guidelines . Women identified as 
HIV-positive not in need of ART for their own health 
in the previous quarter were immediately switched from 
azidothymidine (AZT) prophylaxis to lifelong ART 
in the sites implementing Option B+. This resulted in 
a decline of women receiving ARVs for prophylaxis 
from 55% in the first quarter to 41% in the last 
quarter, while the percentage of women initiating ART 
increased from 13% in the first quarter to 19% in the 
fourth quarter (see Figure 4).

The proportion of male partners who were tested in 
ANC increased from 10% in 2011 to 18% in 2013. 
Although the number of male partners tested in ANC 
has been increasing, from 38,003 (in 2011) to 66,352 
(in 2012) and 72,084 (in 2013), male partner HIV 
testing in ANC continues to be a challenging area. 
The increase is attributed to continued efforts at the 
community level to engage male partners, namely, 
community dialogue days and national radio campaigns 

targeting the role of male partners in PMTCT and 
pediatric HIV care. As implementation moves toward 
lifelong ART for all pregnant and lactating women, 
engagement of male partners in the PMTCT program 
is more critical. EGPAF will intensify efforts to roll 
out more community-level activities to support 
improved uptake in this area, guided by the MOHCC 
Communications Strategy to Support Elimination of 
Pediatric HIV.3

Figure 2. Uptake of HIV testing and counseling and HIV positivity rate in antenatal care (2011-2013)

 ANC Bookings                 Women HIV tested in ANC                         Women testing HIV positive in ANC

450,000
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Arriving in labour with 
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Figure 3. HIV testing and counseling in labor and delivery (L&D) (January 2013-December 2013)

10,000

12,000

8,000

6,000

4,000

2,000

0
Jan-Mar 2013 (Q1) Apr-Jun 2013 (Q2) Jul-Sep 2013 (Q3) Oct-Dec 2013 (Q4)

11,000 10,739
11,585 11,391

769 603 786 851

9,480
9,001

10,139 10,390

5,074 4,681 4,807 4,729
A health care worker uses the CD4 machine at the 
Karanda Mission Hospital in Mt. Darwin
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Table 2. Proportion of clients initiated on ART at 62 mentee sites

ART FOR ELIGIBLE PREGNANT WOMEN

INFANT COTRIMOXAZOLE PROPHYLAXIS AND EARLY INFANT DIAGNOSIS

The proportion of pregnant women initiated on ART in 
ANC gradually increased during the year from 31% (of 
the estimated 5,560 pregnant women in Quarter 1 who 
were eligible for ART) to 54% (of the estimated 4,957 
pregnant women in the fourth quarter of 2013 who 
were eligible for ART) receiving treatment. During the 
year the program experienced stock-out of reagents for 
both the point-of-care and conventional CD4 machines, 
which contributed to a slow increase in ART initiation. 
However, by December 2013, 10% of health facilities 
began implementing lifelong ART for all HIV-positive 
pregnant and breastfeeding women in accordance with 
Option B+, under which CD4 testing is not a 
prerequisite to initiate ART but remains critical 
in monitoring treatment.

Coupled with the roll-out of lifelong ART for HIV-
positive pregnant and breastfeeding women, EGPAF’s 
initiatives of clinical attachment, clinical mentorship, 
and meaningful engagement of district and provincial 
managers in the planning phase through provincial 
sensitizations have made a positive impact in the 
increase of eligible pregnant women commenced 
on ART throughout the year.

EGPAF supported the MOHCC in rolling out ART in 
the clinical mentorship program in order to maintain 
and progressively improve the quality of clinical care of 
HIV-positive pregnant women and their HIV-exposed 
or HIV-infected children through the following means:

1. Supporting the application of classroom learning to 
clinical care of HIV-positive pregnant women and 
their HIV-exposed or HIV-infected children

2. Building a force of health workers equipped with 
skills and confidence in initiating adult and 
pediatric patients on ART and in managing 
patients on treatment

3. Increasing the number of sites that are accredited 
to initiate clients on ART

4. Supporting delivery of high-quality HIV 
prevention and care and treatment at all levels of 
the national health system

5. Improving motivation of health workers by 
providing effective technical support

By the end of December 2013, a total of 210 mentees 
from seven provinces had completed the clinical training 
and attachment program. Table 2 shows the percentage 
of HIV-positive clients initiated on ART during the 
mentorship period at 62 mentee sites. The table also 
shows that the majority of clients initiated on ART 
were general OI/ART clients (men and women), mainly 
because at these sites, the number of HIV-positive 
pregnant and breastfeeding women is relatively low. As 
the service is now readily available, with intensive case 
finding, the expectation is to have an increased number 
of children initiated on ART at these sites. EGPAF will 
continue to work with the MOHCC at all levels to 
strengthen the clinical mentorship program.

As shown in Figure 5, among the total of 54,548 
HIV-exposed infants, 73% were initiated on CTX 
prophylaxis at six weeks of age. Although this is a 
marked increase from the 59% reported in the previous 
reporting year, 2012, slow integration across the broader 
MNCH platform—expanded national program on 
immunization, nutrition, and integrated management of 
neonatal and childhood illnesses—remains a significant 
bottleneck in improving uptake in this area. The 
development of a mother–baby pair follow-up register, 
which began in this reporting period, will strengthen 
integration through improved documentation and 
identification of HIV-exposed infants.

The percentage of HIV-exposed infants who were tested 
for HIV using DNA polymerase chain reaction (PCR) 
declined from 79% at the beginning of the year to 63% 

by December 2013. This drastic decrease is a result of 
multiple challenges that the National Microbiology 
Reference Laboratory faced in the last two quarters of 
2013, namely, breakdown of machines, shortage of 
reagents, and inadequate staff to respond to the backlog 
after machines were restored. Plans to decentralize 
DNA PCR testing to two new sites in Bulawayo 
and Mutare (Mpilo Central Hospital and Mutare 
Provincial Hospital, respectively) and to integrate a 
sample transportation system with the environmental 
health technicians are expected to address some of 
the challenges stated above and, in addition, reduce 
turnaround time between sample collection and 
receiving of HIV test results. In addition, introduction 
of short message service printers for transmission of 
results from laboratory to facility will also help to 
reduce turnaround time.

Client category Percentage initiated on ART 
during the mentorship period

Children (0-14 years) 7

PMTCT (pregnant and breastfeeding women) 11

General clients 82

Figure 5. Infant cotrimoxazole prophylaxis and EID uptake (January 2013-December 2013)
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Figure 4. Maternal ARV prophylaxis uptake in ANC (January 2013-December 2013)
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MONITORING AND EVALUATION

Trainings

Targeted integrated district-level monitoring and 
evaluation (M&E) trainings were aimed toward 
strengthening the capacity of facility-level health care 
workers in monitoring and evaluation. A total of 298 
health workers were trained in the selected nine districts: 
Chirumhanzu, Shurugwi, Harare, Rushinga, Bubi, 
Nkayi, Centenary, Zaka, and Mhondoro-Ngezi.

rouTine DaTa QualiTy auDiTs

In addition to the routine data quality audits reported 
above, 15 data quality audits were conducted in Wedza, 
Goromonzi, and Seke districts, where a community 
intervention is being implemented. The community 
intervention audit involved verification of reported data 
against recounts from registers as well as verification of 
data in the patient-held cards against the corresponding 
entries in the health facility register. This was done to 
assess the quality of data recorded and reported in both the 
patient-held tools and facility-held data collection tools.

eviDence-BaseD review MeeTings 
Continued efforts to promote data use and evidence-
driven decision making remained a key priority in 2013. 
Four quarterly evidence-based program review meetings 
were held, focusing on reviewing program service 
availability, assessing program performance, and sharing 
insights from other data collected by EGPAF so as to 
strengthen program implementation. Participants in the 
meetings included EGPAF technical officers, district 
nursing officers and district focal persons, MOHCC 
officers, and other PMTCT implementing partners. 
At the end of each review meeting, participants made 
recommendations and specific actions plans aimed 
at addressing the identified program gaps. EGPAF 
supported provincial, district, and district focal person 
review meetings at which data were discussed for 
program decision making.

revision of M&e Tools

Ongoing efforts to support strengthening the national 
M&E system included revision of the M&E tools and 
PMTCT indicators according to 2013 WHO guidelines. 
EGPAF also developed standard operating procedures for 
patient tracking and tracing and supported the review of 
the national elimination of mother-to-child transmission 
of HIV (EMTCT) strategic plan for 2011 to 2015.

Figure 6. Cohort analysis of HIV-positive pregnant women’s retention in ANC and on AZT (measured by facility visits 
by mothers to collect drugs) from 36 electronic database sites (October–December 2013)
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RETENTION IN HIV TREATMENT, CARE, AND FOLLOW-UP

High loss to follow-up and poor retention of mother–
baby pairs in the PMTCT cascade continues to be a 
major challenge. Multiple factors are behind the high 
loss to follow-up and poor retention rates, including 
poor documentation, population mobility, user fees, 
distance to health facilities, and lack of psychosocial 
support, as documented in a literature review conducted 
by EGPAF in 2013 on ANC-seeking behavior.4 The 
solutions and strategies to address these challenges are 
multidimensional and should be targeted individually.

EGPAF is working closely with DFPs to improve 
challenges related to poor documentation through  
routine data quality audits. In addition, EGPAF 
supported the development of standard operating 
procedures for tracking and tracing, which will be 
used to address loss to follow-up of mother–baby pairs. 
Standard operating procedures were piloted in two 
districts during this reporting period, and it is hoped 
that they will be adopted for national roll-out in 2014.

The EGPAF-supported electronic database, now in 36 
sites, continues to provide a platform for facilities to 
improve data use in longitudinal follow-up and tracking 
of patients. Through the data entry clerks, reports from 
the electronic database are generated routinely and used 
by the community health workers. In addition, most 
data entry clerks presented their reports at the quarterly 
district review meetings.

Findings from the electronic database of a cohort of 
517 HIV+ pregnant women who enrolled in ANC early 
enough such that they would have been expected to 
have returned to ANC at least 4 times for antenatal care 
and to pick up their next set of AZT medicines show 
that only about two thirds returned 3 times and only 
half returned 4 times. (see Figure 6).

(Photo: James Pursey)

(Photo: James Pursey)
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Table 3. Turnaround time by EID stages

OPERATIONS RESEARCH

Research continues to be a priority for EGPAF and plays a critical role in 
providing evidence to inform programming. Below are details of the operations 
research and rapid assessments that are at various stages of implementation 
aimed at improving program efficiency and effectiveness, including models to 
improve MCH service uptake and retention.

INCREASING DEMAND, ACCESS, AND RETENTION FOR 
SERVICES AT THE COMMUNITY LEVEL

This reporting year, 2013, marks year two of implementing the four-year global 
research Advancing Community Level Action for Improving MCH/PMTCT 
services (ACCLAIM), funded by the Department of Foreign Affairs, Trade and 
Development Canada (DFATD). This intervention includes the engagement 
and training of community leaders, the holding of community days, and the 
creation and engagement of male and female peer groups. Health facility 
profiling and recruitment of community leaders were among some of the key 
activities conducted in this reporting period in the three intervention districts 
(Seke, Goromonzi, and Wedza).

ENHANCING PROGRAM OUTCOMES 
VIA A COMMUNITY-BASED PEER 
FACILITATOR INTERVENTION

A community based peer facilitator intervention on the prevention of mother 
to child transmission of HIV (PMTCT) program outcomes began in July 
2012 and concluded in October 2013. The intervention had an effect on the 
following aggregate demand indicators:

• Compared with the non-intervention group, gestational age at ANC 
booking was reduced by 1.7 weeks (p<0.001 in the intervention group).

• The percentage of women booking at <21 weeks gestation increased 
by 11% (p=0.006).

• The percentage of women who had four or more ANC visits during 
pregnancy increased by 15% (p<0.001).

• The percentage of institutional deliveries increased by 10.5% 
(CI=–10.3–31.3) compared with the control group.

• The intervention resulted in an increase of 12.9% (CI=–10.1–36.0) more 
women in the intervention facilities compared with control groups who 
adhered to ANC visits.

The community-based, peer-facilitated support group intervention was 
effective in reducing the gestational age at ANC booking, improved adherence 
to four ANC visits, retention in care, and proportion of institutional deliveries. 

TURNAROUND TIME FOR EID RESULTS 

VILLAGE HEALTH WORKER RAPID ASSESSMENT

In 2012, EGPAF provided an enhanced package of 
support to village health workers in Tsholotsho District 
aimed at improving linkages between the health facility 
and the community for tracking and tracing of mother–
baby pairs. This enhanced support was assessed to 
ascertain outcomes. Improvements in gestational age 
at ANC booking, number of pregnant women ANC 
visits, male partner testing, increase in percentage of 
health facility deliveries, and increase in retention and 
adherence to care services were observed in Tsholotsho. 
These can be attributed to the high percentage of 

PMTCT-related referrals and high numbers of health 
education sessions conducted as part of village health 
worker intervention in the district. The large population 
reached by these health education sessions demonstrates 
that the program has the potential to improve PMTCT 
program outcomes. Given the potential benefit of the 
additional support, MOHCC and its partners may 
consider scaling up this model while further studying 
effectiveness of the model using a study design with a 
control arm. 

The EID program facilitates early identification of 
HIV-exposed infants. Early diagnosis of HIV infection 
with appropriate linkages to early infant therapy greatly 
reduces under-five childhood morbidity and mortality 
attributable to HIV. Zimbabwe’s EID program is 
highly centralized, with only one national laboratory 
currently serving the country. This centralized setup 
requires an efficient transportation and communication 
system for specimens and results. The midterm review 
of Zimbabwe’s elimination strategy reported average 
EID turnaround time from sample collection to the site 
receiving results of 54 days, which highlights significant 
ongoing challenges in the EID program. 

To understand the challenges in the EID program 
attributable to the long turnaround time, EGPAF 
conducted a rapid assessment of turnaround time for 
EID in selected sites. The key findings of the assessment 
showed that the longest delay is experienced within the 
National Microbiology Reference Laboratory as well 
as in issuing of results to clients, particularly in urban 
EID sites and at central collection points (Table 3). 
Central collection points are mostly provincial, district, 
mission, and rural hospitals, which tend to be busier, 
more complex, and face more challenges sustaining 
community linkages than peripheral sites, which tend 
to be rural and smaller. Decentralization of DNA PCR 
testing and supporting all health institutions to set up 
and maintain functional follow-up mechanisms for HIV-
exposed infants will help reduce EID turnaround time.

Stage Median Time 
(weeks) (Q1; Q3) N

Time taken for sample to move 
from site to laboratory

2.14 (1.64; 3.43) 452

Time spent within laboratory (NMRL) 5.57 (4.71; 6.71) 447

Time taken for test result to move
from the laboratory (NMRL) to the site

2.71 (2.07; 3.86) 148

Time taken for test result to move
from the site to the client

3.57 (1.86; 6.50) 103

It is therefore recommended that the community-
based peer facilitator support groups be rolled out to 
create demand and improve retention in care. This 

is especially important as Zimbabwe steps up the 
implementation of Option B+. To advance research that increases access to and 

uptake of high-quality integrated HIV prevention, 
care, and treatment services in Zimbabwe

STRATEGIC 
GOAL 2



18    El izabeth Glaser  Pediatr ic  AIDS Foundation  |   www.pedaids.org 2013 Zimbabwe Annual Report    19

POST OI/ART MANAGEMENT TRAINING ASSESSMENT

DOCUMENTATION AND INFORMATION 
DISSEMINATION

SURVEY ON RETENTION OF MOTHERS AND INFANTS IN THE PMTCT PROGRAM 
AND ADHERENCE TO ARVS FOR PROPHYLAXIS/ART 

EGPAF continues to provide support to the MOHCC 
to build the capacity of health workers to initiate 
eligible HIV-positive pregnant and breastfeeding 
women and infants on ART. The support includes 
clinical attachments for health workers to increase their 
confidence and ability to initiate women and children 
on ART. ART and PMTCT programs in Zimbabwe are 
vertical, with the ART program in particular remaining 
highly centralized and doctor led. This necessitates 
the training of more health workers, including nurses, 
to start ART initiation in MNCH settings. EGPAF 
conducted a rapid assessment to understand why 
the proportion of eligible HIV-positive women and 
children initiated on ART remained low after these 
trainings. The rapid assessment was conducted between 
November 2012 and February 2013 for all health 
workers who had received either adult or pediatric OI/
ART management training through EGPAF’s support.5

A total of 1,763 health workers trained in adult and 
pediatric OI/ART management were included in this 
assessment. Of these, 1,187 (67%) had received adult 
OI/ART training, 1,067 (61%) had received pediatric 
OI/ART training, and 546 (31%) had received 
both trainings. Of those trained in adult OI/ART 

management, only 359 (30%) had initiated clients 
on ART; only 309 (29%) of those trained in pediatric 
OI/ ART had initiated clients on ART. The median 
length of time from training to ART initiation for those 
trained in pediatric OI/ART and adult OI/ART was 
seven weeks and eight weeks, respectively. Undergoing 
clinical attachment at ART-initiating sites increased 
the likelihood of health workers to initiate clients on 
ART. Reasons for not initiating (for health workers who 
had never initiated patients) included not working in 
an accredited ART-initiating site, lack of confidence, 
and poor implementation of the policy that supports 
nurse-led ART initiation. The increase in health workers 
trained resulted in more sites being accredited to initiate 
ART because availability of trained health workers is 
a prerequisite for accreditation. The MOHCC and 
partners should ensure that more health facilities are 
accredited to initiate ART, while the MOHCC should 
formalize the policy on nurse-led ART initiation and 
continue to advocate for the full staffing of health 
worker posts. Clinical attachments and mentorship 
should be enhanced for health workers who have been 
trained so as to increase their confidence to initiate 
patients on ART.

Retention of mother–baby pairs is key for the success of 
the PMTCT program. Client adherence to prescribed 
regimens is also important for PMTCT. Although a 
functional PMTCT M&E system is in place as part of 
the national HIV and AIDS program M&E system, it 
has limitations in collecting largely cross-sectional data, 
which do not measure client retention and adherence. 
EGPAF supported the MOHCC to conduct a study 
aimed at assessing retention and adherence to ARV 
prophylaxis and ART among HIV-positive women and 
HIV-exposed/HIV-infected infants.6

This study found that of the women who booked for 
ANC early to be eligible for at least four ANC visits, 
50% of them reported to health facilities for the fourth 
recommended visit. This trend was observed across 
all provinces and health facility types. Retention and 
adherence rates for women enrolled in HIV care prior 
to ANC booking (booking with known HIV-positive 
status or already on ART) were higher than rates for 
women enrolled in HIV care during ANC. This may 
suggest that exposure to HIV counseling prior to 
ANC booking increased adherence and retention rates 
during ANC.

It could also be due to the fact that many people 
(regardless of pregnancy) who drop out from treatment 
do so shortly after starting treatment. In the population 
of women started on treatment before ANC, those who 
were going to drop out early already did so, leaving the 
others who are then less likely to drop out.

This may also be because patients who enroll in HIV 
care prior to ANC booking have more time to deal 
with their HIV diagnosis, more time to deal with drug 
toxicities, and more time to disclose their HIV status 
to family members who provide support. No difference 
was observed in retention and adherence rates from 
the electronic database and rates from this survey, 
suggesting that though some challenges may exist with 
documentation of follow-up services in the program, 
the findings of the study remained valid.

Recommendations include the following:
• Retention and adherence counseling need to be 

strengthened in the national PMTCT program 
through training and refresher courses for primary 
counselors and nurses.

• The existing community to facility linkages must be 
strengthened to improve client retention and 
adherence in the PMTCT program.

• Health facilities need support to develop systems for 
identification of defaulting clients so as to institute 
follow-up tracking mechanisms.

• Further analysis of retention data with a patient-
level data quality audit process is needed to validate 
the retention and adherence rates with the poor 
documentation in registers.

conference aBsTracTs

During this reporting period, a total of 28 abstracts 
were developed. Three out of six abstracts developed for 
the International Conference on AIDS and Sexually 
Transmitted Infections (STIs) in Africa (ICASA) were 
accepted and presented at a conference held in Cape Town, 
South Africa, December 7–11, 2013. Table 4 shows the 
titles of accepted abstracts.

Table 4. Accepted ICASA 2013 abstracts

Title of Abstract ICASA 
Accepted as

Use of 3G-Enabled Tablet 
Computers for Remote Data 
Collection and Reporting: 
Enhancing Supportive Supervision 
of Maternal and Child Health 
Facilities Offering PMTCT Services 
in Zimbabwe

Oral

Implementing an Electronic Patient 
Tracking System for PMTCT in 
Zimbabwe: Early Lessons

Poster

Engaging Community Leaders to 
Generate Demand for, and uptake 
of, Antenatal Care and Prevention 
of Mother-to-Child Transmission of 
HIV Services in Rural Zimbabwe

Poster

An additional 22 abstracts were submitted for consideration 
to the 2014 International AIDS Conference.

(Photo: James Pursey)
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RAISING AWARENESS FOR 
THE ELIMINATION OF PEDIATRIC HIV

naTional eMTcT coMMeMoraTion anD 
launch of The opTion B+ naTional guiDelines 
EGPAF, together with other implementing partners, supported the 
MOHCC in holding the inaugural national Elimination of Mother-to-
Child Transmission of HIV (EMTCT) week, November 11 – 15, 2013. The 
objective of this annual one-week campaign and commemoration is to raise 
awareness and sustain the momentum of national efforts to eliminate new HIV 
infections in children and to keep mothers and families alive by 2015 through:

• Building national support on the targets that Zimbabwe seeks to achieve, 
as outlined in EMTCT strategy and in alignment with the Zimbabwe 
National HIV/AIDS Strategic Plan 1

• Promoting leadership commitment and solidarity at various levels in 
support of the national vision for eliminating new HIV infections and 
keeping mothers alive by 2015

• Providing and sustaining momentum for the national elimination 
campaign guided by a national theme and key messages aligned to the key 
pillars and strategic directions of the national response

The week’s commemoration culminated in the ceremonial launch of Option B+ 
by the Vice President of the Republic of Zimbabwe, Mrs. Joyce Mujuru. EGPAF’s 
Zimbabwe Country Director, Dr. Agnes Mahomva, delivered remarks alongside 
officials from UNAIDS, the United Nations Children’s Fund (UNICEF), the 
National AIDS Council, and MOHCC.

ENGAGING KEY INFLUENCERS

GENERATING DEMAND

Through strategic partnerships with the National AIDS 
Council, UNAIDS, and the United Nations Population 
Fund (UNFPA), EGPAF held two HIV and AIDS 
advocacy sensitization meetings for Zimbabwe members 
of Parliament. At the November meeting, which 
targeted the incoming members of the country’s Eighth 
Parliament, 287 members were present. The meeting 
demonstrated the high-level commitment shown by 
Zimbabwe’s Parliament through active participation 

and is an encouragement that discussions on policy 
bottlenecks affecting access to, and optimal provision 
of, service will remain on the legislative agenda. 
Focused technical working group discussions will be 
held with the Portfolio Committee on Health and 
Child Care in 2014 to assist members of Parliament 
with supporting programmatic capacity needed to 
effectively address bottlenecks, particularly user fees 
and health staffing. 

To advance the EGPAF Consortium’s leadership role 
in influencing public health policy and serving 
as a national advocate to achieve elimination of 
pediatric HIV

STRATEGIC 
GOAL 3

Dr. Agnes Mahomva, EGPAF Country Director, delivers remarks at the EMTCT week 
and national launch of lifelong ART for HIV-positive pregnant and breastfeeding 
women in Chikomba, November 2013. Vice President of Zimbabwe, Minister 
of Health and Child Care, and other dignitaries. A PMTCT community dialogue day in Mashambanhaka, Uzumba-Maramba-Pfungwe District

MoBilizing The MeDia  
Following the country’s commitment to eliminate 
pediatric HIV and transition to the 2013 WHO 
guidelines, EGPAF collaborated with the MOHCC to 
sensitize health journalists from print and electronic 
media agencies on the revised guidelines and on the 
impact the guidelines may have on communities. 
Thirty-seven health journalists attended a two-day 
workshop held in Masvingo in September 2013. 
Lectures included a technical overview of the 2013 
guidelines, how Zimbabwe is preparing to adopt 
them, and how the guidelines will impact individuals 
and communities. Guest lecturers were brought in 
to discuss living with HIV and community support. 
The sensitization enhanced traction for pediatric 
HIV reporting, including a radio program targeted 
at community involvement in PMTCT, which has 
been airing on one of the country’s radio stations since 
September 2013.

supporTing coMMuniTy engageMenT 
for eliMinaTion of new hiv infecTions 
in chilDren

With funding from The Children’s Investment Fund 
Foundation (CIFF), a literature review into the factors 
influencing ANC attendance and reproductive-health-
seeking behaviors was commissioned with the aim of 
identifying and describing barriers to and facilitators 
of early (optimal) uptake of ANC and reproductive 
health services among women of reproductive age 
(15–49 years).4 The review constitutes part of EGPAF’s 
support to the MOHCC in addressing bottlenecks in 
the provision of PMTCT continuum-of-care services as 
well as promoting community-based interventions to 
generate demand for early ANC and reproductive health 
services uptake. This commitment seeks to optimize 
health outcomes of women and contribute toward the 
Zimbabwe government’s goal of eliminating new HIV 
infections in children and keeping mothers alive. 
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The findings highlighted the social context of ANC and reproductive-health-
seeking behavior, and largely recommended interventions that empower 
vulnerable groups including adolescents, young women (particularly pregnant 
women under age 20), and women with religious beliefs reticent toward 
uptake of modern health services. Empowering women and strengthening 
their decision-making capacity to enable appropriate care-seeking behavior and 
access to relevant services provides opportunities for addressing challenges that 
women face at various levels of social influence.

Using these findings, EGPAF designed and implemented two broad 
community mobilization strategies; a mass media radio campaign and 
PMTCT community dialogue days. The radio program aired for 13 weeks 
on Radio Zimbabwe and had special emphasis for young adolescent women. 
PMTCT community dialogue days rolled out this year in three targeted 
provinces. The aim of the community PMTCT day is to facilitate community 
systems to respond to barriers in accessing PMTCT services. By working 
closely with the existing provincial, district, and ward structures, this 
intervention provides a capacity-building platform for the district leadership, 
community influencers, and gatekeepers to work with their communities to 
address the barriers preventing women from accessing PMTCT services. The 
leadership and influencers are expected to cascade this knowledge down toward 
village structures, thereby saturating districts. The community PMTCT days 
also provide a platform for the community to collectively discuss and address 
barriers hindering timely access to and uptake of PMTCT services.

Nearly 14,300 individuals were reached during the PMTCT dialogue days in 
2013. Subsequent to the dialogues, Waiting Mothers’ homes were constructed 
in two hard-to-reach communities in Mashonaland Central using community 
resources. Waiting mothers homes are accommodations for expectant mothers 
built at clinics/hospitals where women can stay and access pre-natal and post 
natal care.

To enhance EGPAF Consortium capacity to operate 
in an effective, efficient, accountable, and responsive 
manner

STRATEGIC 
GOAL 4

EGPAF maintained focus on enhancing the efficiency and effectiveness of the 
country office operating processes in 2013. By the end of December 2013, 
the total staff was at 120 full-time employees. Twenty-six new employees were 
recruited during the year, including five replacement positions, one of which 
was the technical director, Dr. Esther Tumbare, who joined the country team 
in September 2013. The internship program grew from four interns to six, who 
are serving in various departments.

The office performed well in the annual internal audit as well as the external 
audit processes. Compliance reviews by funders were also conducted with no 
major findings. Sub-grantee compliance reviews were also conducted as part of 
the routine grant management.

Conclusion and Looking Ahead

(Photo: James Pursey)



2013 Zimbabwe Annual Report    25

Globally and in Zimbabwe, EGPAF is committed to ending pediatric AIDS 
and to realizing a world in which children and families live free from HIV/
AIDS. A refreshed strategic plan for 2014–2018 places a high priority on 
delivering quality, integrated, and sustainable HIV services; ensuring evidence-
based programming through the use of research findings and strategic 
information and evaluation; and promoting and advocating for optimal 
policies, practices, and resources to achieve our mission.

It is our aim to accomplish these new goals through operating within our niche 
and exploiting our competencies to contribute maximally to the national effort 
to end pediatric HIV. The EGPAF-Zimbabwe program in 2014 will therefore 
focus on the following five key areas:

1. ART in MNCH programming (roll out of Option B+ and pediatric ART)
2. Quality program implementation using 2013 World Health Organization 

HIV guidelines (QI)
3. Robust monitoring and evaluation systems and documentation
4. Advocacy and community mobilization including tracking and tracing of 

mother–baby pairs
5. Strengthening program management, logistics, and transition/

sustainability planning 
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Appendix 1
EGPAF-Supported health worker training and sensitization meetings conducted January–December 2013

Type of Training Total Trained

Integrated Management of Adolescent and Adult Illness / Integrated Management 
of Pregnancy and Childbirth (IMAI/IMPAC) training for nurses (2010 World Health 
Organization guidelines)

51

IMAI/IMPAC (Option B+ compliant) trainings for nurses 130

Environmental health technician sensitization meetings for dried blood spot sample 
transportation

252

Rapid HIV testing 275

Refresher training (rapid HIV testing) 58

Adult opportunistic infection / antiretroviral therapy (OI/ART) for mentors 19

Point-of-care CD4 training for nurses 355

Family planning sensitization for nurses 23

Infant and young child feeding sensitization for mothers 75

Tracking and tracing standard operating procedures for health care workers 109

Tracking and tracing standard operating procedures for village health workers 256

Subtotal 1,603

Advanced HIV training for doctors 61

Pediatric OI/ART for doctors 65

Pediatric OI/ART for district focal persons 40

Adult OI/ART for mentors 56

Option B+ training of trainers 27

Option B+ sensitization meetings for managers 140

Subtotal 389

District-level monitoring and evaluation (M&E) trainings 298

IMAI/IMPAC for nurse tutors 102

Adult OI/ART for nurses 61

Community leaders training 60

Subtotal 521

Grand total 2,513
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