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1.0 INTRODUCTION
1.1. BACKGROUND
HIV remains one of the major global public health challenges. In 2016, an estimated 36.7 million people were
living with HIV, globally, of which 2.1 million were adolescents aged 10-19 years and 2.1 million were children
under 15 years of age. In the same year, an estimated 260, 000 adolescents aged 15-19 years were newly
infected with HIV. HIV continues to be one of the leading causes of death among adolescents aged 10-19
years, with an estimated 55,000 AIDS related deaths in 20161. In Africa, AIDS-related illnesses have become
the leading cause of death among adolescents aged 10-19 years2. Although Zimbabwe has recorded an overall
decline in HIV incidence over the last few years, significant geographical variation in HIV incidence and
prevalence persists. There were an estimated 74,460 adolescents aged 10-19 years living with HIV in 2017, and
an estimated 61,802 (83%) were on treatment. In the same year, adolescents accounted for approximately
12.8% of all new HIV infections in Zimbabwe3.
Changing global guidelines and ambitious treatment targets have markedly increased the number of people
eligible for antiretroviral therapy (ART). To galvanize efforts toward ending the HIV epidemic, the United
Nations (UN) and its partners have committed to the 90–90–90 targets to identify 90 percent of individuals
with HIV, initiate 90 percent of those diagnosed on ART and to maintain viral suppression in 90 percent of
those on ART. To achieve these targets, HIV programs are expected to scale-up efforts to significantly increase
the number of HIV-infected children, adolescents and adults identified and subsequently initiated on ART.
Diagnosing HIV infection and initiating treatment are critical steps toward addressing gaps in ART coverage
among adolescents, adults and pediatric patients.
Adolescents in particular have distinctive developmental characteristics that require serious consideration
while engaging them in HIV programs. Providers need innovative approaches to optimize adolescent HIV
diagnosis, enrollment in care for those testing HIV positive, and retention on ART in order to achieve maximal
and durable viral suppression. Greater awareness and increased programmatic focus are necessary to reach
the third 90 (i.e., 90 percent of those on ART achieve viral suppression). Issues of adherence, retention in care,
and advanced (second- and third-line) treatment for children and adolescents living with HIV must be
emphasized in order to achieve and maintain viral suppression as well as prevent HIV drug resistance.
Implementation of differentiated service delivery (DSD) models is key to optimization of HIV services and
achievement of the 90-90-90 targets.
1.2. DIFFERENTIATED SERVICE DELIVERY
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Differentiated service delivery has been defined as a client centered approach that simplifies and adapts HIV
services across the cascade to reflect the preferences and expectations of various groups of people living with
HIV (PLHIV), while reducing unnecessary burdens on the health system 4. By providing differentiated care, the
health system can refocus resources to those most in need. The principles of differentiated care are aimed at
supporting both the achievement of the 90-90-90 targets and the introduction of “Treat All” while improving
the quality of services for clients and responding to the increasing workload faced by health care workers.
Describing models of care as differentiated has been driven by the need to provide adapted services according
to three elements: the clinical characteristics; the sub-population (e.g., pregnant, adolescents, key population);
and context (e.g., urban or rural, conflict or stable setting).
Achieving the 90 90 90 targets will not be easy. Global funding for HIV has plateaued, and many countries are
being asked to do more with less when it comes to HIV programming. A second challenge is that the growing
numbers of patients on ART have led to overcrowding at health facilities, increasing waiting times for patients,
overwhelming clinicians, and consequently compromising health service quality and patient satisfaction.
Finally, gaps in program quality, such as suboptimal retention rates, threaten both individual patient outcomes
and public health goals. DSD is a practical approach to addressing these challenges. It varies the design and
delivery of services offered to different groups of patients and aims to enhance quality, efficiency, and patient
satisfaction. The goal is to place the client at the center of service delivery while maximizing health system
efficiency. Key elements of this approach include re-assessing the “when, where, who, and what” of HIV
services for patient groups with different clinical, psychosocial, and contextual characteristics. Once the
elements have been selected, a model of testing, prevention, initiation or ART delivery can be built using the
building blocks of when, where, who and what is provided as part of a specific service. At each step of the HIV
prevention, care and treatment cascade, differentiated models of service delivery should be designed and
implemented as a direct response to specific challenges or barriers identified for clients and health care
workers (HCWs).
With the introduction of “Treatment for All” and the intention to meet the 90-90-90 targets in Zimbabwe,
innovative strategies are needed to identify adolescents who currently do not know their HIV status, link them
to care and retain them on ART within a health system that is already over-burdened. Continuing to provide
adolescents HIV services in the same way for all clients regardless of their differing needs is not only inefficient
for the health system, but also places an unnecessary burden on the client.
1.3. DIFFERENTIATED SERVICE DELIVERY FOR ADOL ESCENTS HIV SERVICES IN ZIMBABWE
In 2017, the Zimbabwe Ministry of Health and Child Care (MOHCC) adopted the DSD approach to the provision
of HIV services along the continuum of care for all population subgroups including adolescents aged 10-19
years. The MOHCC developed the operational service delivery manual for the prevention, care and treatment
of HIV in Zimbabwe. The manual outlines the facility and community-based models for HIV prevention, care
and treatment differentiated service delivery. The manual was developed with stakeholders including WHO,
UNICEF, PEPFAR, Elizabeth Glaser Pediatric AIDS Foundation (EGPAF) and other technical implementing
partners. DSD for HIV prevention, care and treatment for adolescents is being operationalized under the
leadership of the MOHCC with support from donors and implementing partners.
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A number of gaps still exists in the provision of HIV services to adolescents. Adolescents are currently being
managed together with adults and other population subgroups with little regards to adolescents’ unique needs
and challenges. Most of the health facilities in Zimbabwe do not offer adolescent friendly services such as having
adolescents-specific review dates, providing health services beyond normal working hours and over the
weekend as well as peer support which is critical for retention in care and treatment adherence.
EGPAF-Zimbabwe, through essential support from the Children’s Investment Fund Foundation (CIFF), is
implementing a 2-year ACT Adolescent Project (AAP) focusing on HIV prevention, care and treatment for
adolescents aged 10 to 19 years. The project started in October 2016 and provides national level technical
assistance and direct implementation in 60 health facilities across 10 districts with high burden of adolescent
HIV. The implementation districts were selected across five out of the country’s 10 provinces based on the HIV
burden (i.e., highest number of adolescents diagnosed with HIV among adolescents aged 10-19 years). The 60
health facilities were selected based on HIV burden among adolescents aged 10-19 years.
The AAP included funding to EGPAF-Zimbabwe’s sub-grantee, Africaid, an organization that brings a community
and peer-support focus to the project, primarily through their community adolescent treatment supporter
(CATS) model. CATS are adolescents living with HIV (ALHIV) who voluntarily provide community support to their
peers. The project’s objectives include:






To improve identification of ALHIV;
To increase the proportion of HIV-infected adolescents initiated and retained on ART;
To increase the proportion of HIV-infected adolescents on lifelong ART who are virally suppressed;
To strengthen systems that support collection and use of high-quality health facility and community
adolescent data; and,
To broaden the existing knowledge base related to adolescent HIV through the documentation and
dissemination of best practices and lessons learned.

1.3.1. PROJECT STRATEGIES AND ACTIVITIES
The strategies and activities of the project are as follows:
1.3.1.1. INTENSIFIED SUPPORT FOR ADOLESCENTS LIVING WITH HIV
This strategy focuses on intensified support, care, and treatment for newly identified ALHIV in care and on ART
to improve retention, adherence, viral suppression, and assure seamless transition to adult care. This is achieved
through implementation of the following activities:








Provision of disclosure support for caregivers and adolescents including age- and developmentallyappropriate curricula and materials
Retention and adherence support including strengthened adherence counseling, intensified follow-up,
enhanced PSS support and caregiver education, development of patient materials and HCW job aids
Psychosocial support (PSS) support groups with age- and developmentally-appropriate curricula
including disclosure support, life skills, sexual and reproductive health (SRH) education and services,
and positive prevention
Transition to adult care support through standard operating procedures (SOPs), targeted counseling,
escorts to adult ART clinics, intensified follow-up, and greater bi-directional linkages between pediatric
and adult care and treatment providers/programs; and,
Strengthened human resource competencies for adolescent needs including training of HCWs.
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1.3.1.2. INTENSIFIED SUPPORT FOR PREGNANT ADOLESCENTS
This strategy focuses on provision of targeted support to pregnant ALHIV and to improve access to HIV
prevention and Sexual and Reproductive Health (SRH)/Family Planning (FP) services for pregnant, uninfected
adolescents to help them remain negative. This is achieved through implementation of the following activities:






Provision of the adolescent-focused support groups, classes, and mentor mother programs for HIVinfected pregnant girls;
Intensified follow-up and adherence counseling for pregnant ALHIV on ART, particularly within first
week after HIV diagnosis and ART initiation, postpartum, and during the first 6-week HIV early infants’
diagnosis (EID) testing period;
Enhanced HIV prevention and SRH/FP counseling and education for uninfected pregnant adolescents;
and,
Health care worker training on the specialized needs of pregnant adolescents with talking points for
discussing HIV and SRH issues in an adolescent-friendly manner.

1.3.1.3. INTENSIFIED CASE FINDING FOR HIV AMONG ADOLESCENTS
This strategy focuses on capturing previously unidentified ALHIV, including perinatally infected ALHIV and newly
infected ALHIV, and link them to HIV care and treatment services. This is achieved through implementation of
the following activities:






Development and scale-up of HCW standard operation procedures (SOPs), training curricula, and
talking points on adolescent-friendly services with ongoing support through supportive supervision,
mentorship, and coaching activities;
Support for sites to set up and hold adolescent-friendly corners and/or adolescent-friendly clinic days
with enhanced HIV and SRH counseling and services, flexible hours, and greater assurances of
confidentiality; and,
HCW cross-site learning approaches, including visits to model adolescent-friendly sites and cross-site
mentorship.

1.3.1.4. GREATER AND MORE TARGETED ENGAGEMENT OF ADOLESCENTS IN HEALTH SERVICE
DELIVERY AND COMMUNITY ACTIVITIES
This strategy focuses on improving meaningful involvement of youth and expand adolescent-focused activities
at facility and community levels to improve adolescent specific HIV knowledge, reduce high-risk behaviors, and
increase uptake of HIV services, including HIV testing and counselling (HTC) by youth (e.g., CATS). This is achieved
through implementation of adolescent-focused facility and community based events/activities, including
community dialogues.
1.3.1.5. BUILD THE EVIDENCE BASE FOR ADOLESCENT HIV PROGRAMMING, INTERVENTIONS AND
BEST PRACTICES
This strategy focuses on collection of data and evidence on adolescent HIV interventions and outcomes,
establishment of best practices and approaches regarding adolescents and HIV, and use this information to
improve programming for adolescents. This is achieved through implementation of the following activities:


Support revision of existing national data collection tools to capture finer age-and sex-disaggregated
data;
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Systematically collect additional age-disaggregated and adolescent-focused data and, where feasible,
including outcome indicators;
Conduct secondary analyses of existing data with a focus on adolescents; and,
Conduct program evaluations that have a present adolescent component.

The community component of the AAP is largely driven by CATS. As mentioned, CATS are ALHIV who provide
community support to their peers on a voluntary basis. The AAP has a total of 120 CATS (two per health facility)
to support implementation of adolescent-focused HIV services. CATS were selected through health center
committees that work with clinical staff in the participating health facilities. CATS work between health facilities
and targeted communities. The AAP uses a DSD approach for adolescent HIV prevention, care and treatment
services offered at health facility and community levels. Figure 1 shows the CATS approach to supporting the
health facility and community structure and the flow of key AAP activities and services.

Figure 1: Structure and flow of activities and services supported by CATS in the AAP-supported
facilities and communities

CATS Services within Health Facilities
Counselling – HTS, Disclosure, Adherence, SRH
Linkage to other services
Counselling for caregivers
Mentorship for HWS
Facilitation of Youth Corners
CLINIC

REFERRAL

IMPROVED:
• Adherence
• Virological Suppression
• Psychosocial well-being
• Access to other services eg
• SRH
• Child protection,
Disability

ASSESSMENT

IDENTIFICATION
COMMUNITY

CATS Services within Communities
Home Visits
Identification of red flags
Adherence Support
Referrals for services
Support Groups
CARGs, Refill Groups
mHealth

1.3.2. ROLES AND RESPONSIB ILITIES OF CATS
1.3.2.1. HIV TESTING SERVICES
CATS support index case finding and linkage to HIV Testing Services (HTS), which are modified to include
siblings, other children in the same household, and sexual partners of ALHIV and young people in the
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household. CATS also conduct home visits for tracking, tracing, and linkage of individuals that tested HIVpositive, in addition to those that tested HIV-negative that required referral and linkage for prevention services
such as family planning, voluntary medical male circumcision and pre-exposure prophylaxis.
1.3.2.2. SUPPORT FOR ADHERENCE AND RETENTION
CATS provide differentiated service such as counseling for ART initiation and resupply of prophylactic medicines
according to the clinical/psychosocial needs and circumstances of each child and/or young person. This includes
enhanced adherence support and counseling. In addition, CATS provide referrals for clients among clinics,
community services, and family structures, as needed. These services are provided at health facilities as well as
homes of adolescents living with HIV.
1.3.2.3. DEMAND GENERATION FOR HIV AND CLINICAL SERVICES BY ADOLESCENTS
CATS help create awareness within communities and advocate with popular opinion leaders and gatekeepers
for HTS; ART (initiation, retention, and viral load (VL) monitoring); clinical, psychosocial, SRH; mental health;
disability and the prevention of mother-to-child transmission of HIV (PMTCT) services.
1.3.2.4. CASE IDENTIFICATION AND REFERRAL FOR SOCIAL SERVICES FOR VULNERABLE CHILDREN
AND YOUNG PEOPLE
CATS support the identification and referrals of children, adolescents and young people with child protection
and welfare concerns within the context of the national case management system.
1.3.2.5. MONITORING AND EVALUATION (M&E) OF COMMUNITY-BASED SERVICE PROVISION
CATS use an electronic data system that is based on the Zvandiri mobile data application and named ZVAMODA.
The database captures client level information about services they receive. In addition, CATS capture service
data in paper-based M&E tools.
1.4. FEASIBILITY STUDIES CONCEPTUAL FRAMEWORK
Debora J. Bowen et al in 2009 developed a conceptual framework to guide feasibility studies5. According to this
framework, feasibility studies are used to determine whether an intervention is appropriate for further testing;
they enable researchers to assess whether or not the ideas and findings can be shaped to be relevant and
sustainable. Performing a feasibility study may be indicated when:
a) community partnerships need to be established, increased, or sustained;
b) there are few previously published studies or existing data using a specific intervention technique;
c) prior studies of a specific intervention technique in a specific population were not guided by in-depth
research or knowledge of the population’s socio-cultural health beliefs; by members of diverse research
teams; or by researchers familiar with the target population and in partnership with the targeted
communities;
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d) the population or intervention target has been shown empirically to need unique consideration of the
topic, method, or outcome in other research; or
e) previous interventions that employed a similar method have not been successful, but improved
versions may be successful; or previous interventions had positive outcomes but in different settings
than the one of interest.
1.4.1. APPROPRIATE AREAS OF FOCUS FOR FEASIBILITY STUDIES
Debora J. Bowen et al (2009) proposed eight general areas of focus to be addressed by feasibility studies as
summarized in Table 1.
Table 1: Key areas of focus for feasibility studies and possible outcomes
Area of Focus

Description

Feasibility Study Asks

Acceptability

This relatively common focus
looks at how the intended
individual recipients—both
targeted individuals and those
involved in implementing
programs—react to the
intervention

To what extent is a new
idea, program, process or
measure judged as
suitable, satisfying, or
attractive to program
deliverers and program
recipients?

Demand

Demand for an intervention
can be assessed by gathering
data on estimated use or by
actually documenting the use
of selected intervention
activities in a defined
intervention population or
setting

To what extent is a new
idea, program, process, or
measure likely to be used
(i.e., how much demand is
likely to exist?)

Implementation

This research focus concerns
the extent, likelihood and
manner in which an
intervention can be fully
implemented as planned and
proposed, often in an
uncontrolled design
This focus explores the extent
to which an intervention can
be delivered when resources,
time, commitment, or some
combination thereof are
constrained in some way

To what extent can a new
idea, program, process or
measure be successfully
delivered to intended
participants in some
defined, but not fully
controlled, context?

Practicality

To what extent can an
idea, program, process, or
measure be carried out
with intended participants
using existing means,
resources, and
circumstances and without
outside intervention?
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Sample Outcomes of
Interest
 Satisfaction
 Intent to continue
use
 Perceived
appropriateness
 Fit within
organizational
culture
 Perceived positive
or negative effects
on organization
 Expressed interest
or intention to use
 Perceived demand
 Actual use











Degree of
execution
Success or failure of
execution
Amount, type of
resources needed
to implement
Factors affecting
implementation
ease or difficulty
Efficiency, speed, or
quality of
implementation
Positive/negative
effects on target
participants



Adaptation

Adaptation focuses on
changing program contents or
procedures to be appropriate
in a new situation. It is
important to describe the
actual modifications that are
made to accommodate the
context and requirements of a
different format, media, or
population

To what extent does an
existing idea, program,
process, or measure
perform when changes are
made for a new format or
with a different
population?

This focus assesses the level of
system change needed to
integrate a new program or
process into an existing
infrastructure or program. The
documentation of change that
occurs within the
organizational setting or the
social/physical environment
as a direct result of integrating
the new program can help to
determine if the new venture
is truly feasible

To what extent can a new
idea, program, process, or
measure be integrated
within an existing system?

Expansion

This focus examines the
potential success of an
already-successful
intervention with a different
population or in a different
setting

To what extent can a
previously tested program,
process, approach, or
system be expanded to
provide a new program or
service?

Limited efficacy

Many feasibility studies are
designed to test an
intervention in a limited way.
Such tests may be conducted
in a convenience sample, with
intermediate rather than final
outcomes, with shorter
follow-up periods, or with
limited statistical power

Does the new idea,
program, process, or
measure show promise of
being successful with the
intended population, even
in a highly controlled
setting?

Integration





















Ability of
participants to carry
out intervention
activities
Cost analysis
Degree to which
similar outcomes
are obtained in new
format
Process outcomes
comparison
between
intervention use in
two populations
Perceived fit with
infrastructure
Perceived
sustainability
Costs to
organization and
policy bodies
Fit with
organizational goals
and culture
Positive or negative
effects on
organization
Disruption due to
expansion
component

Intended effects of
program or process
on key
intermediate
variables
Effect-size
estimation
Maintenance of
changes from initial
change

1.5. RESEARCH PROPOSAL – FEASIBILITY STUDY OF IMPLEMENTING DIFFEREN TIATED SERVICE
DELIVERY FOR ADOLESCENT HIV SERVICES IN ZIMBABWE
Although Zimbabwe has adopted DSD models to improve HIV outcomes across the cascade of care for
children, adolescents and adults, there is paucity of data on feasibility of implementing the DSD model to the
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adolescent population in Zimbabwe and globally6. CIFF’s support to the AAP, in partnership with Africaid,
presented a unique opportunity to generate evidence on the feasibility of implementing the DSD model among
adolescents. The purpose of this study was to assess feasibility of implementing DSD model for adolescent HIV
prevention, care and treatment in Zimbabwe with a focus on the extent to which intervention activities were
implemented, demand for the intervention, integration of the intervention within the health delivery system
and acceptability of the intervention by implementers and beneficiaries using the Deborah et al feasibility
study framework.
1.5.1. RESEARCH QUESTIONS
This study sought to answer the following questions:
1.
2.
3.
4.

To what extent were the activities for the adolescents focused DSD approach implemented in the CIFF
supported sites?
To what extent was the adolescents focused DSD approach implemented in the CIFF supported sites
demanded by program implementers and beneficiaries?
To what extent was the adolescents focused DSD approach implemented in the CIFF supported sites
integrated within the existing health delivery system?
To what extent was the adolescents focused DSD approach implemented in the CIFF supported sites
acceptable to program implementers and beneficiaries?

1.5.2. STUDY OBJECTIVES
1.5.2.1. BROAD OBJECTIVE
To determine the feasibility of implementing adolescent-focused DSD for HIV services in selected health facilities
and communities in Zimbabwe
1.5.2.2. SPECIFIC OBJECTIVES
1)
2)
3)

To describe the extent to which adolescent-focused DSD model activities were implemented in selected
health facilities and communities.
To determine effectiveness of the adolescent-focused DSD approach was in increasing demand for HIV
services by program beneficiaries.
To determine the extent to which the adolescent-focused DSD model was integrated within the existing
health delivery system.

4) To determine the acceptability of adolescent-focused DSD for HIV services by program implementers
and beneficiaries (e.g., adolescents and their families, healthcare workers, CATS and their families, CATS
supervisors, district health team, community linkages coordinators).

6

CIPHER 2017 https://www.who.int/hiv/pub/toolkits/cipher-research-adolescents-living-with-hiv/en/
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2.0. METHODOLOGY
2.1. STUDY DESIGN
A descriptive, cross sectional mixed methods study was conducted.
2.2. STUDY POPULATION
Adolescents aged 10-19 years residing in communities served by the AAP.
2.3. STUDY PARTICIPANTS
Study participants consisted of the following:







Adolescents aged 10-19 years residing in communities served by the AAP and their families
CATS supporting the AAP and their families
DSD implementers i.e. facility level health care workers, CATS supervisors and community linkages
coordinators
Community leaders in communities served by the AAP.
Community health workers in communities served by the AAP.
Health managers at national, provincial and district levels.

2.4. SAMPLING METHODS
Multi-stage mixed methods sampling design was used and this included the following:







Multi-stage stratified sampling of districts and health facilities
Purposive selection of health mangers at district, provincial and national levels
Random selection of adolescents and their households
Purposive selection of a caregiver within selected households
Purposive selection of community leaders
Purposive selection of community health workers.

2.5. SAMPLING PROCEDURES
2.5.1. SELECTION OF DISTRICTS AND HEALTH FACILITIES
The first stage involved selection of districts to participate in the study. A total of five (50%) out of the 10 districts
implementing the AAP were randomly selected using the lottery method. The second stage involved selection
of health facilities within the five randomly selected districts. Multistage stratified sampling was used to select
health facilities to participate in the study. Health facilities were divided into two strata; i.e., one stratum
comprising of referral hospitals (provincial, mission and district hospitals) and another stratum comprising of
primary level facilities (clinics etc.). One referral hospital was purposively selected from each of the five districts;
if a district had more than one referral facility, only one was randomly selected. One primary level health facility
was randomly selected in each of the five project districts. A total of 10 i.e. five referral and five primary level
health facilities were selected for the study. Table 2 shows the 10 districts, 60 health facilities and the
stratification that was conducted prior to selection of the 10 facilities to participate in the study. The full list of
facilities implementing the AAP is in Annexure A1.
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Table 2: Districts and stratification of health facilities participating in the AAP
District

Referral Health Facilities (Provincial,
District and Mission hospitals)
Total number of
facilities

Number of
facilities selected

Primary Level Health Facilities
Total number of
facilities

Murewa

3

3

Gokwe South

1

5

Kwekwe

2

4

Hwange

3

Beitbridge

1

Gwanda

1

Matobo

3

Chivi

1

5

Chiredzi

3

3

Zaka

2

4

Total

20

Randomly
selected 5
districts and then
selected 1 facility
from each
selected district

5

3
5
5
3

40

Number of
facilities
selected

Selected 1
facility from
each selected
district

5

2.5.2. SELECTION OF STUDY PA RTICIPANTS
2.5.2.1. HEALTH MANAGERS
Seven health managers were selected to participate in the study. At the national level, one DSD focal person
was purposively selected. At the provincial level, one DSD focal person was purposively selected and this was
either the provincial medical director (PMD), the provincial nursing officer (PNO), the provincial maternal and
child health officer (PMCHO) or the provincial HIV focal person. At the district level, one DSD focal person was
purposively selected from each of the five selected districts and this was either the district medical officer
(DMO), the district nursing officer (DNO), the community health nurse or the district HIV focal person.
2.5.2.2. DSD IMPLEMENTERS
Various differentiated service delivery implementers were selected to participate in the study as follows:





Healthcare workers (HCWs): The DSD focal person (a HCW trained in DSD) was purposively selected
from each of the 10 selected health facilities.
Community linkages coordinators (CLiC): One out of the four community linkages coordinators with
the highest number of selected districts was purposively selected.
Africaid regional coordinators (ARC): One out of the four Africaid regional coordinators with the
highest number of selected districts was purposively selected, and
Zvandiri mentors (ZM): Five Zvandiri mentors – one supporting each selected district participated in
the study.
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2.5.2.3. DSD BENEFICIARIES





CATS: One CATS was randomly selected from each of the selected health facilities. If the health facility
had one active CATS, the available CATS participated in the study.
Adolescents: One adolescent was randomly selected from the Zvandiri database (ZVAMODA) in each
of the selected facilities. Where CATS were amongst the beneficiaries, they were excluded from
participating as beneficiaries.
Focus group discussion (FGD) participants: FGDs were conducted with adolescents accessing services
at the selected health facilities i.e. support group members, youth friendly corner attendees and
pregnant adolescents. One of the two health facilities selected in each district was randomly selected
for the FGDs with 6-12 participants. Five FGDs were conducted.

2.5.2.4: CAREGIVERS OF ADOLESCENTS AND CATS


One adult family member (FM) who had been providing care to an adolescent study participant or CATS
was purposively selected for interviewing.

2.5.2.5. COMMUNITY LEADERS AND COMMUNITY HEALTH WORKERS




Community leaders (CL): Community leaders participated in the study. One community leader (i.e.,
Chief/Village Head/Religious leader/Counselor) involved in the AAP project was purposively selected in
each of the five selected primary level health facilities where there was community leader engagement.
HCWs in participating facilities assisted data collectors in selecting community leaders.
Community health workers (CHW): CHWs (i.e., village health workers (VHW)) participated in the study.
One VHW was selected from each of the five selected districts, chosen by randomly selecting a facility
in which to interview a VHW and randomly selecting the VHWs from the selected facilities. Three VHWs
were selected from referral facilities and two from primary level facilities.

Table 3 summarizes sample size by type of study participant.
Table 3: Sample size by study participant type
Level

Health
Managers

DSD Implementers

CLiC
National

1

Provincial

5

District

5

ARC

ZM

HCW

Beneficiaries

CATS

Adol

CATS
FM

Adol
FM

1

CL

Total

CHW

1

7
5

10
10

10

3060

Community

10

60

10
11

Community
Leaders and
CHWs

1

Facility

Total

Adol
FGD

Caregivers

17

20

14

10
3060

20

5

5
10

30
108

2.6. DATA COLLECTION METHODS
The following methods were used to collect data for the study:








Key informant interviews with national, provincial and district level health managers;
Interviews with DSD implementers, specifically HCW including DSD focal persons, CLiCs, Africaid
regional coordinators and Zvandiri Mentors;
Interviews with DSD beneficiaries (e.g., adolescents and CATS);
FGDs with adolescents accessing services at selected health facilities;
Interviews with caregivers of adolescents and CATS;
Interviews with community leaders and CHW; and,
Review of aggregate HIV programs data in project database

2.6.1. DATA COLLECTION TOOLS
The following data collection tools were used during the study:







Key informant interview guide for national, provincial and district health managers (Appendix 1);
Questionnaire for DSD implementers i.e. CLiCs, HCW, Africaid regional coordinators and Zvandiri
Mentors (Appendix 2);
Questionnaire for DSD beneficiaries (e.g., CATS and adolescents (Appendix 3));
Focus group discussion guide for FGDs with adolescents accessing services at selected health facilities
(Appendix 4);
Questionnaire for caregivers of adolescents and CATS (Appendix 5); and,
Questionnaire for community leaders and CHW (Appendix 6).

In addition to the primary data collected using the tools outlined above, the study used all secondary data on
adolescent HIV service uptake that are aggregated and reported monthly at health facilities as part of the AAP
implementation. EGPAF-Zimbabwe collected and entered these data (Appendix 7) quarterly in a project
database housed at EGPAF. In addition, data for the community component collected by CATS, captured in an
electronic database and submitted to EGPAF every quarter were analyzed.
2.6.2. DATA COLLECTI ON PROCESS






Key informant interviews: Data collectors visited selected key informants at national, provincial and
district level and conducted interviews with the respective managers.
Interviews with DSD implementers: Data collectors visited selected DSD implementers at their
workstations and conducted interviews.
Interviews with DSD beneficiaries and family members: Data collectors interviewed CATS at health
facilities; adolescents and their family members were interviewed in their homes.
Adolescent focus group discussions: FGD with adolescents were conducted at health facilities that
were selected to participate in the study. FGDs were audio-recorded using a voice recorder.
Interviews with community leaders and CHW: Interviews with community leaders and community
healthcare workers were conducted in the community.

2.6.3. DATA COLLECTORS
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Trained and research ethics trained and certified program staff from EGPAF and Africaid collected study data.
Data collectors were accompanied by CATS when they visited selected adolescents and their households to
introduce the study team to the household. Data collectors were placed in five teams of three data collectors
each; one team for each district. A team leader was appointed for each team.
2.6.4. TRAINING OF DATA COLLECTORS
Data collectors were trained on the protocol, data collection tools and processes prior to data collection. The
training was conducted over three days and included research ethics, consenting process and protection of
human subjects. All data collectors had research ethics training certificates. Data collection was conducted after
the training and was conducted over seven working days.
2.6.5. DATA QUALITY ASSURANCE
To ensure the collection of high quality data, team leaders checked all the completed data collection tools and
consent forms for completeness, legibility and clarity of recorded data before leaving a respondent. All data
quality issues identified in the field were corrected before submitting completed forms to the study coordinator.
2.7. DATA ANALYSIS
2.7.1. QUANTITATIVE DATA
Quantitative data were generated from the questionnaires and the routine program services uptake data. The
data were analyzed using Epi Info package. Responses to open ended questions in the data collection tools were
recoded into dichotomous outcomes as appropriate and analyzed quantitatively. Table 4 summarizes
quantitative data analysis by study focus area.
Table 4: Quantitative data analysis by study focus area
Study Focus Area
Implementation



Data Analysis
The extent to which AAP activities were executed as planned
o
o
o
o
o
o
o





Demand



Health care worker capacity building i.e. trainings and mentorship
Recruitment and capacity building of CATS
Community dialogue days focusing on adolescent HIV testing and
enrolment in care
Targeted HIV testing outreaches
Enrolment of HIV positive adolescents in support groups
Home visits and index-case testing facilitation by CATS
Defaulter tracking and tracing by CATS

Amount and type of resources needed to implement the project
Factors affecting implementation ease or difficulty
Positive and negative effects of the AAP on target participants (adolescents and
their families)
Ability of CATS and DSD implementers to carry out the AAP activities
Proportion of DSD implementers reporting that adolescent HIV prevention, care
and treatment DSD services have positive effects on their organization
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Proportion of DSD implementers reporting that adolescent HIV prevention, care
and treatment DSD services have negative effects on their organization
Proportion of DSD implementers and clients expressing their interest in
adolescent HIV prevention, care and treatment DSD services
Proportion of DSD implementers and clients who perceive adolescent HIV
prevention, care and treatment DSD services to be in demand within their
communities
Proportion of adolescents aged 10-19 years utilizing adolescent HIV prevention,
care and treatment DSD services within selected health facilities implementing
the AAP
o
o
o
o
o

Integration










Acceptability










Proportion of adolescents who were HIV tested and received results
Proportion of HIV positive adolescents initiated on ART
Proportion of adolescents retained on ART 6 and 12 months after
initiation
Proportion of adolescents on ART with a Viral Load test done 6 months
after ART initiation
Proportion of adolescents on ART who are virally suppressed 6 months
after ART initiation

Proportion of DSD implementers who perceive adolescent HIV prevention, care
and treatment DSD services to fit well within the existing health delivery
infrastructure
Proportion of DSD implementers who perceive adolescent HIV prevention, care
and treatment DSD services to be sustainable
Proportion of DSD implementers and health managers who perceive adolescent
HIV prevention, care and treatment DSD services to fit well with MOHCC goals
and culture
Proportion of DSD implementers and health managers reporting that adolescent
HIV prevention, care and treatment DSD services have positive or negative
effects on health delivery.
Proportion of DSD implementers and health managers reporting that adolescent
HIV prevention, care and treatment DSD services have disrupted other key
health services due to project expansion
Proportion of beneficiaries (CATS and family members, adolescents and family
members) reporting satisfaction with adolescent HIV prevention, care and
treatment DSD services
Proportion of DSD implementers with intention to continue implementing
adolescent HIV prevention, care and treatment DSD services
Proportion of beneficiaries (CATS and family members, adolescents and family
members) with intention to continue utilizing available adolescent HIV
prevention, care and treatment DSD services
Proportion of DSD implementers and clients who perceive adolescent HIV
prevention, care and treatment DSD services to be appropriate for the age group
and setting
Proportion of DSD implementers who perceive adolescent HIV prevention, care
and treatment DSD services to fit well within the organizational culture

2.7.2. QUALITATIVE DATA
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Qualitative data were analyzed for content (thematic) using MAX QDA. The FGD audio recordings were
transcribed and translated into English by bilingual research assistants into Microsoft Word. A code list
organized by overarching themes was developed to demarcate the content of the text. The creation of
deductive codes and their definitions was based on the study objectives and FGD guides. Transcripts were
managed within MAXQDA.
The study coordinator who has experience in qualitative data analysis developed the standardized codebook
and definitions and coded the first several transcripts, making refinements and adding codes as needed. The
study coordinator then trained two coders in order to standardize coding and help to achieve inter-coder
reliability. The coders were assigned separate transcripts, but worked together as needed and discussed
ambiguous segments of text. The study coordinator resolved any discrepancies in the application of codes
raised by the coders during these discussions. He also reviewed all the coded transcripts for quality control,
the majority of which were early in the coding process to course-correct errors and clarify definitions and
other instructions as needed.
Once all transcripts were coded, MAXQDA was used to create coding reports for each code with separate
coding reports for each participant group. Thematic content analysis was used to identify overall patterns in
the data related to acceptability, satisfaction, and facilitators and barriers to the AAP7. Textual data were
carefully read and re-read at all stages of analysis (e.g., coding, reduction, etc.). Data were first summarized in
tables using bullets for key and/or novel messages and illustrative quotes. Data were reduced further to
descriptive, text-based summaries. These summaries were refined and organized into the final comprehensive
profile of the qualitative data.
2.8. ETHICAL CONSIDERATIONS
The study protocol was reviewed and approved by the Medical Research Council of Zimbabwe (MRCZ) and the
U.S. ADVARRA Institutional Review Boards. All selected respondents were asked to provide written consent to
participate in the study. Parental consent for participation in the study with the minor’s assent was obtained
for respondents (adolescents) ages 10-17 years. Selected respondents aged 18 years and above provided
consent for themselves. Witten informed consent was obtained from all study respondents. Before beginning
the informed consent process, all potential respondents were asked to select a private location either inside or
outside their home, workplace or office, in order to ensure that the study activities were conducted in as much
privacy as possible.
The informed consent discussion was conducted in English, Shona, or Ndebele depending on respondent’s
preferred language. All consent forms and data collection tools for DSD beneficiaries, community leaders and
community healthcare workers were translated from English into Shona and Ndebele by independent bilingual consultants that were not part of the study team. Independent consultants conducted back-translations
in order to ensure accuracy of translated information.

7

Ulin P, Robinson E, Tolley E. Qualitative methods in public health: a field guide for applied research. San Francisco: JosseyBass; 2005.
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Once a respondent was selected, a trained interviewer read the contents of an initial information form which
introduced the study (Appendix A). At the end of the initial information form, permission to provide more
information about the study was obtained from each respondent. The consent procedure was as follows:
For respondents (adolescents) aged 10-17 years: The trained interviewer obtained informed consent from the
parent/guardian/head of household where the selected respondent was a minor (10-17 years old) (Appendix
B). Once the interviewer and respondent had privacy, the respondent was introduced to the study via the
respondent initial information form (Appendix A). If the participant wished to continue, the interviewer read
the contents of a written assent form (Appendix C). Informed written assent was obtained from each
respondent at the end of the assent form.
For respondents ages 18 years and above: If the selected respondent was aged 18+ years (adolescents, health
managers, DSD implementers, community leader, CHW), emancipated minor8, or an adolescent who lives in a
child-headed household, a similar consent process was used as described above except that the
parental/caregiver consent was not obtained. These respondents were administered the initial information
form (Appendix A). Once the initial information form was read, verbal consent to provide more information
about the study was obtained from each respondent. Once the interviewer and respondent had privacy, the
interviewer read contents of a written consent form (Appendix D, E, F and G). There were 4 separate consent
forms i.e. one for adolescents aged 18 to 19 years participating in interviews (Appendix D), a second one for
adolescents participating in focus group discussions (Appendix E), A third one for health managers and DSD
implementers (Appendix F) and a fourth one for caregivers of adolescents, community leaders and community
health workers (Appendix G).
If a respondent agreed to participate in the study, he/she was asked to document their provision of informed
consent by signing their name or making a mark on the printed consent form. The interviewer also signed the
consent form. Respondents who were not literate in Shona, Ndebele or English used their thumb mark as
signature on the paper consent forms. Refusal to provide consent to any part of the study was also
documented on the consent forms. Paper consent forms were used for the entire consent process, and copies
of the signed consent forms were given to all respondents.
All study staff were trained in ethical protection of survey respondents. Strong emphasis during training was
placed on the importance of keeping all study answers strictly confidential. A high level of confidentiality and
security was strictly adhered to in handling the data from the study. All paper forms with study data were
delivered to the survey office and stored in locked file cabinets with access restricted. All voice recordings
were downloaded from recorders onto password protected study computers to ensure confidentiality. Access
to electronic data was restricted to study team. Although respondent names were collected on the paper
consent forms, they were not linked to the study data collection forms. Completed data collection and consent
forms were delivered to the study office and stored in separate, locked file cabinets with access restricted.

3.0. RESULTS
3.1. STUDY RESPONSE RATE

8

An emancipated minor is an individual age 17 years or below and who is either married, pregnant or has a child or is free
from any legally competent representative as defined by law in Zimbabwe.
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Table 5 summarizes the study response rate
Table 5: Study response rate
Study Participant

Sample Size

Achievement

Health managers

11

11

DSD implementers

17

16

DSD beneficiaries*

20

20

Caregivers of adolescents and CATS

20

19

CHW

5

5

Community leaders

5

5

Total

78

76

*Excludes adolescents aged 10-19 years who participated in focus group discussions
The overall response rate was 97%. Sixteen out of 17 differentiated service delivery implementers participated
in the study - one district did not have a Zvandiri Mentor.
3.2. DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS
Table 6 summarizes demographic characteristics of health managers and DSD implementers.
Table 6: Demographic characteristics of health managers and DSD implementers
Category
Health managers

DSD implementers

Frequency

Mean years in post

National DSD Focal Person

1

1.6

Provincial DSD Focal Person

5

4.3

District DSD Focal Person

5

4.3

Community linkages coordinator

1

2

Africaid regional coordinator

1

1

Zvandiri mentor

4

1.3

Facility-level health care workers

10

7.8
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The mean years in post for provincial and district DSD focal persons was four years three months, while that for
facility level HCW was seven years eight months. Table 7 summarizes demographic characteristics of DSD
beneficiaries, specifically CATS and adolescents aged 10-19 years.
Table 7: Demographic characteristics of DSD beneficiaries (CATS and adolescents aged 10-19)
Frequency
(N=20)

Variable

18.39 (sd=3.46)

Mean age in years
Level of education (current for those in school/completed
for those out of school)

Marital status

No education

0

Primary

4

Secondary

16

Tertiary

0

Never married

19

Married

1

Living with partner/
separated/widowed/divorced

0

The majority (16/20) of the beneficiaries had attained secondary education; 19 out of the 20 beneficiaries had
never married. Table 8 summarizes demographic characteristics of caregivers of CATS and adolescents.
Table 8: Demographic characteristics of caregivers of CATS and adolescents
Variable

Frequency (N=19)

Mean age (years)

52.4 (sd=12.4)

Sex

Level of education

9

Some CATS were above 19 years of age i.e. 19-24.
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Female

15

Male

4

No education

5

Marital status

Primary

10

Secondary

4

Tertiary

0

Never married

0

Married

10

Separated

2

Divorced

1

Widowed

6

Living partner

0

The mean age of the caregivers was 52 years while 10 out of the 19 were married.
Table 9 shows demographic characteristics of community leaders and community health workers.
Table 9: Demographic characteristics of community leaders and community health workers
Variable

Frequency (N=10)

Level of education

No education

0

Primary

3

Secondary

7

Tertiary

0

A majority of the community leaders and CHW had attained secondary education.
3.3. IMPLEMENTATION OF AC T ADOLESCENT PROJECT ACTIVITIES
Table 10 summarizes AAP achievements against implementation targets.

Table 10: AAP achievements vs. targets

22

Target

Achievement

Percent
Achievement

Number of supported health facilities

60

60

100%

Number of healthcare workers trained in adolescentfocused HIV prevention, care and treatment differentiated
service delivery (five-day training)

180

187

103%

Number of CATS supporting the program

120

117

98%

Number of CATS trained in adolescent-HIV service provision

120

117

98%

Number of CATS mentored in provision of psychosocial
support and sexual and reproductive health

120

102

85%

Number of community dialogue days conducted

10

12

120%

Number of targeted HIV testing outreaches conducted

10

10

100%

2,612

2,923

112%

2,300

5,501

239%

150

134

89%

4

4

100%

Activity

Number of HIV positive adolescents enrolled in support
groups
Number of home visits to HIV positive adolescents
conducted by CATS
Number of CATS coordination meetings conducted
Number of district program review meetings conducted

There was fidelity to the project activity implementation with the project achieving above the implementation
targets for HCW trainings, community dialogues conducted, HIV testing outreaches, adolescents enrolled in
support groups, home visits conducted by CATS and district program review meetings. The project did not
manage to meet the targeted number of CATS (120), achieving a maximum of 117 CATS (98%) throughout the 2
year AAP implementation period.
Figure 2 shows trends in number of CATS supporting AAP for the period January 2017 to September 2018.
Figure 2: Trends in CATS supporting AAP, January 2017 to September 2018
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The number of CATS supporting AAP declined from a peak of 117 in the July to September 2017 quarter to 102
by the July to September 2018 quarter. The main reasons for this decline are discussed in detail in section 4.1.
Table 11 summarizes factors reported by health managers and DSD implementers to be affecting AAP
implementation ease and difficulty.
Table 11: Factors affecting AAP implementation ease and difficulty as reported by health managers and DSD
implementers
Factors facilitating AAP implementation










Availability of CATS
Competent, caring and capacity built
health workers
Implementing partners supporting the
project
Adolescent-specific clinic review days
Availability of resources such as bicycles
and cell phones for use by CATS
Adolescent SRH (ASRH) which integrates
HIV component
Community involvement in planning and
implementation of HIV programs









Factors affecting AAP implementation
Inadequate resources to support program
activities
Challenges with disclosure of HIV status to
adolescents by caregivers
Inadequate healthcare workers’ capacity
especially those who were new and were
not trained
Long distances to health facilities
Lack of adequate infrastructure at health
facilities
Shortage of health workers
Dysfunctional youth friendly services

The most frequently mentioned factor by a majority of health managers and DSD implementers that made
implementation of AAP ease was the availability of CATs; the second most frequently mentioned factor was
availability of trained healthcare workers. Factors that made AAP implementation difficult included
unavailability of adequate resources, caregivers not disclosing adolescents’ HIV status, long distances to health
facilities and shortage of healthcare workers.
Table 12 summarizes positive and negative effects of the AAP on adolescents and their families, as reported by
health managers and DSD implementers.
Table 12: Positive and negative effects of the AAP on adolescents and their families, as reported by health
managers and DSD implementers
Positive effects of the AAP on adolescents and their
families







Negative effects of the AAP on adolescents and
their families
 Accidental disclosure of HIV status
 Difficulties in monitoring clients in support
groups

Saves time and money
Improves client’s health
Improves health seeking behavior of
families and clients
Encourages disclosure of HIV status and
improves adherence to treatment
Encourages family involvement in the care
of adolescents
Better understanding of issues affecting
adolescents by their caregivers
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Most health managers and DSD implementers reported that the AAP had positive impact on adolescents and
their families including improvement of general health of clients, improvement in health seeking behavior of
families and clients, improvement in HIV status disclosure and improvement of adherence to treatment
regimens. The reported negative effects of the AAP include accidental disclosure of HIV status of clients.
3.4. DEMAND FOR AAP ACTIVITIES
Table 13 summarizes perceptions of DSD implementers on the demand of AAP services.
Table 13: Perceptions of DSD implementers on the demand of AAP services
Frequency
(N=16)

Variable
Number of DSD implementers reporting that adolescent HIV prevention, care and treatment
DSD services have positive effects on health delivery
Number of DSD implementers recommending implementation of adolescent focused HIV
prevention, care and treatment DSD services

16
15

Number of DSD implementers who perceive adolescent HIV prevention, care and treatment
DSD services to be in demand within their communities

15

Number of DSD implementers reporting that adolescent HIV prevention, care and treatment
DSD services have negative effects on their organization

2

All the sixteen DSD implementers reported that adolescent HIV prevention, care and treatment DSD services
had positive effects on health delivery, 15 reported that the services were in demand and 15 recommended
implementation of adolescent focused HIV prevention, care and treatment DSD services. Only two out of the 16
DSD implementers reported that adolescent HIV prevention, care and treatment services had negative effects
on their organization.
Table 14 summarizes perceptions of DSD beneficiaries on the demand of AAP services.
Table 14: Perceptions of DSD beneficiaries on the demand of AAP services
Frequency
(N=20)

Variable
Number of DSD beneficiaries expressing their interest in adolescent HIV prevention, care and
treatment DSD services
Number of DSD beneficiaries who perceive adolescent HIV prevention, care and treatment
DSD services to be in demand within their communities

20
20

All the 20 AAP beneficiaries expressed their interest in adolescent-focused HIV prevention, care and treatment
DSD services; all 20 beneficiaries reported that these services were in demand.
Figure 3 shows trends in HIV testing among adolescents aged 10 to 19 years in the 60 AAP supported health
facilities for the period January 2017 through September 2018.
Figure 3: Trends in HIV testing among adolescents aged 10-19 years, January 2017-September 2018
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The proportion of adolescents tested for HIV remained above the project target throughout the project
implementation period except for the January to March 2017 and the July to September 2018 quarters.
Figure 4 shows trends in the identification of HIV positive adolescents aged 10 to 19 years in the 60 AAP
supported health facilities for the period January 2017 through September 2018.
Figure 4: Trends in identification of HIV positive adolescents aged 10-19 years vs. targets, January 2017September 2018
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HIV testing yield was consistently around 2% throughout the project implementation period except for the
January to March 2017 quarter. The project managed to achieve 60% (1,676/2,993) of the HIV positive
adolescent target over the two-year implementation period.
Figure 5 shows trends in ART initiation of HIV positive adolescents aged 10 to 19 years in the 60 AAP supported
health facilities for the period January 2017 through September 2018.
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Figure 5: Trends in ART initiation of HIV positive adolescents aged 10-19 years, January 2017-September 2018
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Since project inception, a fluctuating trend was observed on the proportion of HIV positive adolescents initiated
on ART, however performance improved from 90% (223/247) in the January-March 2017 quarter to 99%
(201/203) in the July-Sept 2018 quarter. The project achieved 94% (1,569/1,676) linkage to ART of all HIV positive
adolescents identified during the project implementation period.
Figure 6 shows trends in 6 and 12-months ART retention of HIV positive adolescents aged 10 -19 years in the 60
AAP supported health facilities for the period January 2017 through September 2018.
Figure 6: Trends in 6 and 12-months ART retention of HIV positive adolescents aged 10-19 years, January 2017September 2018
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The proportion of adolescents retained on ART 6 and 12 months after initiation improved throughout the project
lifespan from below 70% at project inception to above 90% in the July to September 2018 quarter. The 6 and
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12-months retention targets were 85% and 80% in program year one (January to September 2017) and 90% and
85% in program year two (October 2017 to September 2018) respectively.
Figure 7 shows trends in viral load testing and suppression among HIV positive adolescents aged 10 to 19 years
6 months after ART initiation in the 60 AAP supported health facilities for the period January 2017 through
September 2018.

Percent

Figure 7: Trends in viral load testing and suppression among HIV positive adolescents aged 10-19 years 6
months after ART initiation, January 2017 to September 2018
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Viral load testing uptake improved from 5% (10/222) at project inception to 22% (33/147) by July to September
2018 quarter, above the program year target of 20%. There was a decline in the proportion of adolescents who
were virally suppressed from 80% (8/10) in the January to March 2017 quarter to 69% (34/49) in the October to
December 2017 quarter. Performance however improved thereafter reaching 79% (26/33) in the July to
September 2018 quarter; viral suppression rates were however consistently below the project target of 85% in
program year one (January to September 2017) and 90% in program year two (October 2017 to September
2018).
3.5. INTEGRATION OF THE AAP WITHIN EXISTING MOHCC STRUCTURES
Table 15 shows perceptions of health managers and DSD implementers on integration of AAP within MOHCC
structures.
Table 15: Perceptions of health managers and DSD implementers on integration of AAP within MOHCC
structures
Variable

Frequency

DSD Implementers

N=16

Proportion of DSD implementers who perceive adolescent HIV prevention, care and
treatment DSD services to fit well within the existing health delivery infrastructure

28

10

Proportion of DSD implementers who perceive adolescent HIV prevention, care and
treatment DSD services to be sustainable

14

DSD Implementers and health managers

N=27

Number of DSD implementers and health managers who perceive adolescent HIV
prevention, care and treatment DSD services to fit well with MOHCC goals
Number of DSD implementers and health managers who perceive adolescent HIV
prevention, care and treatment DSD services to fit well with MOHCC culture
Number of DSD implementers and health managers reporting that adolescent HIV
prevention, care and treatment DSD services have positive effects on health delivery

26
26
27

Number of DSD implementers and health managers reporting that adolescent HIV
prevention, care and treatment DSD services have negative effects on health delivery
Number of DSD implementers and health managers reporting that adolescent HIV
prevention, care and treatment DSD services have negatively affected other key health
services due to project expansion

4
6

Ten out of 16 DSD implementers reported that adolescent HIV prevention, care and treatment DSD services
fitted well within the existing health delivery infrastructure and 14 reported that provision of adolescent HIV
prevention, care and treatment DSD services was sustainable. A majority of DSD implementers and health
managers reported that adolescent HIV prevention, care and treatment DSD services are aligned well with
MOHCC goals, fit well within MOHCC culture and had positive effects on health delivery. Only four out of the
27 DSD implementers and health managers reported that DSD services have negative effects on health
delivery and six reported that adolescent HIV prevention, care and treatment DSD services had negatively
affected other key health services due to project expansion. Some of the cited reasons included the need to
have separate rooms to offer adolescent friendly services and the need for allowances for CATS which the
MOHCC may not have.
3.6. ACCEPTABILITY OF THE AAP BY DSD IMPLEMENTERS AND BENEFICIARIES
Table 16 shows perceptions of DSD implementers and beneficiaries on acceptability of the AAP interventions.
Table 16: Perceptions of DSD implementers and beneficiaries on acceptability of AAP
Frequency

Variable

n

Beneficiaries (CATS and family members, adolescents and family members)
Proportion of beneficiaries reporting satisfaction with adolescent HIV prevention, care
and treatment DSD services

N=40
39

Beneficiaries and DSD implementers
Proportion of beneficiaries and DSD implementers who perceived adolescent HIV
prevention, care and treatment DSD services to be appropriate for the age group
Proportion of beneficiaries and DSD implementers who perceived adolescent HIV
prevention, care and treatment DSD services to be appropriate for their setting
Beneficiaries (CATS and adolescents)
Number of beneficiaries with intention to continue utilizing available adolescent HIV
prevention, care and treatment DSD services
DSD Implementers

29

%

97.5%
N=36
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91.7%

32

87.5%
N=20
20

N=16

Number of DSD implementers with intention to continue implementing adolescent HIV
prevention, care and treatment DSD services

16

A majority (91%) of beneficiaries i.e. CATS, adolescents and their family members reported that they were
satisfied with adolescent-focused HIV prevention, care and treatment DSD services. About 91% and 88% of
beneficiaries and DSD implementers reported that DSD services were appropriate for the age group and their
setting respectively. All CATS and adolescents reported their intention to continue using adolescent HIV
prevention, care and treatment DSD services. All DSD implementers reported their intention to continue
implementing adolescent focused prevention, care and treatment DSD services.
3.7. QUALITATIVE RESULTS FROM FOCUS GROUP DISCUSSIONS WITH ADOLESCENTS ACCESSING
HEALTH SERVICES AT AAP SUPPORTED HEALTH FACILITIES
Qualitative data were collected during focus group discussions with HIV-positive and HIV-negative adolescents
aged 10-19 years accessing health services in five out of the 10 facilities that participated in the study. Results
from these discussions are summarized along the broader themes explored; please also see quotations of
feedback received on these services.
3.7.1. AVAILABILITY OF HIV PREVENTION, C ARE AND TREATMENT SE RVICES FOR YOUNG
PEOPLE AT HEALTH FACILITIE S
Perspectives of adolescents on availability of HIV prevention, care and treatment services for young people at
health facilities were explored in order to gain insight into the changes that the adolescent-focused
differentiated service delivery had brought into the health delivery system.
HIV testing: Adolescents felt that HIV testing services were available and accessible within health facilities, and
these services were offered free of charge. Some adolescents were happy about provider-initiated HIV testing
and counselling as it helped them to know their status early and access appropriate medicines. Some adolescents
were happy about health education they received when they visited health facilities for HIV testing services.
“These people [healthcare workers] help us so much. There are some young people who don’t want to be tested
so they advise us to come and get tested and then they counsel us before they tell us our results.” (Female
adolescent, urban)
“I went to the hospital for HIV testing and they gave me pamphlets on how one gets infected with the virus, on
prevention and then after that they tested me.” (Female adolescent, rural)
“Blood tests are done and if the test is positive and you have HIV virus, they then give you medication.” (Female
adolescent, rural)
ART initiation: Some adolescents reported that positive people were initiated on ART soon after HIV diagnosis.
ART was reported to prevent further spread of the HIV virus as well as prolong the lives of those on treatment.
“Diseases in our bodies will not have power so it is okay to take the pills so that our CD4 count increases.” (Female
adolescent, urban)
“If you go to the hospital they test you and then if after testing, you are HIV positive, they immediately give you
ARVs so that the virus does not spread.” (Female adolescent, urban)
“Those who are HIV positive are given tablets so that they can live a long life.” (Female adolescent, urban)
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Monitoring of clients on ART: Very few adolescents were aware of ART treatment monitoring and its importance
in managing clients on ART. None of the respondents mentioned viral load testing, the gold standard for
monitoring clients on ART.
“I think their immune system is tested to assess whether it has increased from the number they were.” (Male
adolescent, rural)
“It helps us when we take our tablets because our CD4 will be in trouble.” (Female adolescent, urban)

Youth friendly areas: Respondents reported the need to offer services to young people in a separate area from
where general adult patients were managed. Having specific area/room designated for HIV testing only was
reportedly stigmatizing especially to young people who may want to be tested but end up opting out because
of the health facility set up.
“What if someone who you go to school with sees you entering a place where they test AIDS, when in school they
will say, ah, that one has AIDS, they will just tease you for something you may not have.” (Female respondent,
urban)
3.7.2. FACILITATORS OF ACCE SS TO HIV PREVENTION, CARE AND TREATMENT SERVI CES AT
HEALTH FACILITIES
Factors which facilitated adolescents to access health services at health facilities were explored during the focus
group discussions in order to gain insight into availability of youth-friendly services at the supported health
facilities, as well as assess the level of implementation of adolescent-focused differentiated HIV prevention, care
and treatment services.
Youth specific review dates: Some adolescents reported that there were specific days of the week when young
people would come to health facilities to access HIV services including pick-up of medicines.
“Setting apart days for young people to have their blood tested at the hospital; l really like that because others
feel motivated if they see their peers getting tested at the hospital. This in a way helps to reduce the infection
rate because young people will be encouraging each other to go and be tested and receive counseling.” (Male
adolescent, rural)
Opening during the weekends: A few adolescents reported that some health facilities were opening during
weekends and this was accommodating young people especially those in school as they did not have time to
visit health facilities during the week.
“I think it is good because during school going days they won’t find time to come here [health facility], but during
weekends when they are free, they can come and this does not interfere with their studies.” (Male respondent,
rural)

Support from CATS: A few adolescents reported that they were aware of community adolescent treatment
supporters (CATS), and that these CATS were helping young people to access health services.
“Young people will encourage his/her peer thus we won’t be shy and those that are encouraging you won’t laugh
at you saying this one has HIV- something that will make me feel ashamed and lead me to stop taking my
medication.” (Male adolescent, rural)
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“When there is a disease like AIDS, they [healthcare workers] select people who come during specified days to
educate other young people about the disease.” (Female adolescent, urban)

Support group meetings: Most adolescents expressed satisfaction with support groups for young people.
Support group meetings involved provision of health services to young people on their own in a friendly
environment. Young people get to interact, share ideas, play games and provide support to each other on HIV
and other health and life issues.
“What these people did was to put us all in a group and give us advice, encourage us by telling us that we are
not the only ones but many. Because of this you will feel that you are not the only one and after that you will feel
very free.” (Female adolescent, urban)
“Oh, the support group! We come after one week on Saturdays, at either 2 pm or 9am. They teach us, we play
games and then we go on trips.” (Male respondent, urban)
“I once went to one clinic this other day. We found a support group there; the boys were so excited that even I
was interested. I saw them; they had all services like sports, yes and all the food so that they always want to
come. These support groups should not be stopped as they are helpful.” (Male respondent, rural)
“We arrived at the hospital at 8 am and they educated us about various things concerning our health and we left
around 12pm. They taught us a lot of things about how we can live, how we can look after ourselves in our
homes, how we can avoid being infected by various diseases.” (Female respondent, urban)
“We are excited by the new information that we receive at the support groups. We also get an opportunity to
relax our minds playing games and we also get the opportunity to learn from those with in-depth knowledge
about our health and also how to prevent diseases and how to take medicine.” (Male adolescent, rural)
“The support group promotes awareness say when one is on medication, then what is that medicine for? There
are some parents who can stay with their child without telling them what that medication is for, instead they will
tell them that they have a heart problem and yet the medication is not for that...” (Male adolescent, rural)
Preferential treatment of schoolchildren: Preferential treatment of schoolchildren when they seek health
services was cited by a few adolescents as one of the facilitators to accessing health services by young people.
This involved being assisted ahead of other people.
“I'm glad that if a school child comes and needs to be treated he does not join the queue, they value the need for
them to go back to school.” (Male adolescent, rural)

Timely provision of health services: Some respondents expressed satisfaction with the timely manner in which
health services were offered to clients, particularly in emergency situations.
“The way we are being cared for at this hospital is better because when it comes to emergencies an ambulance
is always ready, for example from Gokwe to Gweru. It's like if you get here feeling very ill, you will see the nurses
rushing with you to theatre or to the ward doing all the action needed to see that you are healed. It’s like the
nurses here have this mentality that they don’t want to see people suffering, I like that mentality.” (Male
adolescent, rural)

Provision of health information: A few adolescents expressed their happiness with the health education
information provided by HCWs. Health education empowered young people to take necessary preventive
measures.
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“Okay, what I liked during my visit to the hospital is that they took their time to teach us as the youth. It gives
me joy that they took their time to teach us, after teaching us we will be able to protect ourselves from a lot of
things.” (Male adolescent, urban)
3.7.3. BARRIERS OF A CCESS TO HIV PREVENTION, CARE AND TREATMENT SERVICES AT HEALTH
FACILITIES
Attitude of HCWs: A majority of adolescents reported that bad HCWs’ attitudes were one of the major barriers
to accessing health services. Bad attitudes were scaring young people. Some HCWs were reported to be spending
time on social media on their phones at the expense of timely service provision to clients resulting in long waiting
times at health facilities. The bad attitudes were contributing to poor retention of young people in care, including
those living with HIV.
“Others [healthcare workers] are too harsh, others are good; you find different individuals. These people are
harsh when you get to the hospital. It’s like the other day I witnessed a nurse going through their WhatsApp but
a patient was suffering on the side, this made me angry. There is a lot of shouting now and then.” (Female
respondent, urban)
“That is why you see that some people end up not bringing their children to the hospital, and they end up giving
each other medicines at home. They will be avoiding the treatment (bad) they get from the nurses.” (Female
adolescent, urban)
“When getting our viral load checked, there was a problem when taking you for counselling. You would find
different people and then those people would make you not to come again. There are some people that when
you go there, they will be harsh to you which makes you not to come back for review. If someone does it in a
harsh way, then you will tell yourself that it is better for me to leave it.” (Male adolescent, urban)
“You see why we say they are rough. It's similar to being injured on the leg and you have a wound. You see that
someone is in pain but you continue being rough. There are some nurses that although you are still in the queue
having your card written, they will be frowning at you as if saying why did you come here? There are some nurses
who if you just make a little error accidently they will shout at you as if you've killed a person.” (Male adolescent,
rural)
Long waiting time at health facilities: Some adolescents reported that long waiting time at health facilities was
one of the barriers to accessing services by young people. This was compounded by not having youth friendly
areas where young people would be managed without having to mix with other general patients.
“If you were a person who likes disorder even if you are in a queue you will still be causing confusion and pressure.
Everything you do you are putting pressure and you are a person of short cuts. It's similar to what we see with
nurses these days, say the people are waiting here and that a person who is ill is supposed to be treated this way
or that way. We just see that the nurses are just taking someone they know, and then bring him/her to the front
but he's right at the end of the queue.” (Male adolescent, rural)
“I think that when a young person who is sick comes to the hospital for treatment they are supposed to be
attended to timeously so that they are not disheartened which may lead them to leave without getting any
medical assistance...” (Male adolescent, rural)
Long distances to health facilities: Long distances to health facilities was reported by some adolescents to be
one of the major barriers to accessing health services, especially in the rural areas. The long distances attract
high transport costs, further compounding the problem.
“Our hospitals are supposed to have facilities that are adequate. Yes, some people will be coming from areas
that are deep down there like Sayi and Chitekete areas but will need to get assistance here. So at times some
people won’t be having enough money for transport.” (Male adolescent, rural)
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Cost of health services: Health service cost were reported by some adolescents to be a barrier to accessing
health services. In public sector health facilities in Zimbabwe, HIV services are offered free of charge and these
include HIV testing and counselling, ARVs, TB treatment medicines, CD4 count and viral load testing. Clients are
however expected to pay for other medicines including those used for treatment of sexually transmitted
infections.
“I do not think that paying is good because you will find that others don’t have the money when they are ill. So
when the medicine is being sold, it becomes difficult to get it.” (Male adolescent, urban)
“I cannot say that it's normal because I've heard someone say that he had medicines written and the ones written
here, there are no such drugs. Some of these drugs are usually found in the private pharmacy where they are sold
but the person won’t have the money.” (Male adolescent, rural)
Lack of edutainment: Lack of edutainment at health facilities especially for young people was reported by
adolescents to be one of the barriers to accessing services.
“I just wanted to add that in terms of entertainment, our people are not happy, our people who will not be well
like the ones in the labor ward and maternity we can say that they need televisions so that when they are giving
birth they won’t feel the pain that much. Even if people will be hurting, they won’t feel that they are hurting
because of entertainment.” (Male adolescent, rural)
“I have also gone to the hospital but have never come across such a place [youth friendly area].” (Male
adolescent, urban)
Delayed disclosure of HIV status: Delayed disclosure of HIV positive status to young people was reported by
some adolescents as one of the challenges faced by young people. This was almost always associated with
negative outcomes in these young people such as defaulting treatment and sometimes suicide ideation.
“So when the child is told (that they are HIV positive] maybe when they are 18, like now, they can commit suicide
by drinking poison or other things, isn’t it?” (Male adolescent, rural)
3.7.4. NATURE OF CLINICAL CONSULTATION PROCESS AT HEALTH FACILITIE S
The nature of clinical consultation when adolescents seek health services within facilities was explored in order
to gain insight in the acceptability of the DSD approach by beneficiaries.
Explaining medical procedures: A few adolescents reported that healthcare workers explained to patients all
clinical procedures including physical examinations.
“Health workers explain, if you find a nurse who has the time for it. Others when they don’t have the time, they
tell you a little bit and leave.” (Female adolescent, urban)
“What I enjoy here at the hospital is that the nurses are treating the patients well, and they suggest that one
should get your medicines in good time, they are not rough and they tell you in a good way.” (Female adolescent,
rural)
Fairness (first come, first serve): Some adolescents reported that healthcare workers generally treated patients
with fairness but sometimes this was not the case.
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“They [healthcare workers] follow the queue but how they treat you depends on how they are related to the
patients.” (Male adolescent, urban)
“Sometimes you will find that when you go to a certain nurse to get help, they will tell you that I don’t have time
for you and they will look aside, turn and go away.” (Female adolescent, urban)
“I came here on Friday and we were in a queue but I was attended first because I was in school uniform. They
said you have to go to school. Sometimes they treat you better than someone else, sometimes they handle you
worse. You will be worse off, but generally, they will try their best to treat you well depending with the nurse on
duty.” (Male adolescent, urban)
Maintenance of confidentiality: A majority of respondents reported that confidentiality was generally
maintained but there were some health workers who shared confidential information of patients. Respondents
reported that they felt really bad when they heard people discussing their condition in communities, with some
having suicidal ideation.
“There are those nurses whom you tell your issues and when you come out they start talking about you. When
they run out of stories, you will hear them say, “You know there is a person who came here”, you see, your secret.
You will also hear them outside and that will make you not to go back again.” (Male adolescent, urban)
“It depends on you. Others commit suicide and others report. So those who can’t bear it end up committing
suicide by hanging just to offload this and that. Others may end up defaulting treatment because of the actions
of these nurses.” (Female adolescent, urban)
“When one wants to see the nurse or doctor, they enter that room and close the door. I went there [clinic] when
I had flu and I entered the consultation room and closed the door. During our discussion, I don’t know if anyone
might have heard what we were talking about since the door was closed.” (Female respondent, urban)
“Some are able to keep secrets and others may not. For some who come here [clinic] for viral load tests, if you
meet them in the township they will tell out that your viral load these days is high - you need to take your
medication otherwise you will die. In the township, imagine how many people will hear that.” (Male adolescent,
rural)

3.7.5. HEALTH FACILI TY INFRASTRUCTURE AND AVAILABILITY OF EQUIPMENT AND SUPPLIES
Availability of medicines and diagnostic equipment: Some adolescents reported that sometimes certain
medicines were not available in health facilities and this was forcing people to buy from private pharmacies,
which was expensive and many people cannot afford.
“Sometimes you would have come to the hospital because you have a headache and you would want medicine
for that. When you get here they will tell you that there is no medicine, while you are very sick.” (Female
adolescent, urban)
“They tell you what you are suffering from but they tell you to go and buy the medicine. You will have to go and
find the medicine and buy it from the pharmacy.” (Male respondent, urban)
“It depends with the nature of the disease. If the disease is widespread or dangerous and the hospital does not
have any means to treat it, they refer you to other health centers but if they have the treatment, they help you.”
(Female adolescent, urban)

Availability of entertainment: Non-availability of entertainment was reported across all the five health facilities
where the focus group discussions were conducted.
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“There is nothing unless you entertain yourself with your phone . They however sometimes give you papers to
read and magazines.” (Female respondent, urban)
3.7.6. INVOLVEMENT O F CLIENTS IN THE PLANNING AND IMPLEMENTA TION OF HIV SERVICES
FOR YOUNG PEOPLE
Health center committees: Some adolescents reported the existence of school health committees which work
closely with health center committees in the development and implementation of health programs.
“Those in the committee [school health] meet with representatives from the hospital and they are taught about
this and then they come to the school and teach us.” (Male adolescent, urban)
“They go to the hospital and get educated and then they bring the charts so that if there are people that do not
understand, they are able to see and show others in school.” (Female adolescent, urban)

Suggestion boxes: A few adolescents reported that there were suggestion boxes at their health facilities.
“Yes, these complaints [in suggestion boxes] are being received because we are seeing some notable changes
which are a response to our complaints.” (Male adolescent, rural)
3.6.7. HIV PREVENTION, CARE AND TREATMENT SE RVICES OFFERED IN CO MMUNITIES
Availability of HIV prevention, care and treatment services within communities was explored in order to gain
insight into implementation of AAP interventions such as community dialogue days, targeted HIV testing
outreaches, community mobilization for HIV services and home visits by CATS.
HIV testing outreaches: Some adolescents reported that there were HIV testing outreaches conducted by health
workers within communities. In addition to HTS, other health services such as eye care and blood pressure
checks were provided. The outreaches were attended by different organizations.
“We do have nurses coming to provide services in the community. There would be different departments, others
will be having their eyes tested, others testing for HIV, many things will be going on.” (Male adolescent, urban)
“This year they are not working that much. They distributed condoms around the shops, testing people just to
see how they responded. Then they realized how they can help prevent the disease because many people are
getting tested.” (Female adolescent, rural)
“We can see that there are those who come to schools, they come on Wednesdays and Fridays to encourage
people to go and get tested. Then there is this one of circumcising to prevent HIV. They travel around in schools
visiting even in homes. You can see them travelling in their truck or parked by the shops calling people to come
and get circumcised.” (Male adolescent, rural)
Community mobilization for HIV services: Community mobilization for HIV services was one of the community
health activities cited by adolescents. Activities include follow up of people on treatment in communities as well
as mobilizing people to be tested for HIV.
“We have those who do follow ups, sometimes they do that to invite us to get tested and to take our pills. We
find out through these follow ups that someone has missed their clinic visit.” (Female adolescent, urban)
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“They write about it [HIV testing campaign] in the borehole areas, shops and in hospitals and inform us that on
such a date there is such an event.” (Female adolescent, urban)

Distribution of HIV prevention commodities: Distribution of HIV prevention commodities such as condoms
within communities was one of the services mentioned by participants.
“We see that children aged 10-19 are being helped. If you get here at the hospital, if you are one of the first ones
you will find that there are boxes with condoms that you can take if you are interested. There are some [condoms]
which are supplied free of charge and some which are purchased.” (Male adolescent, rural)
“They put boxes with condoms so that people can take for free. They don’t sell them but they encourage people
to take so that they can protect themselves during sex.” (Female adolescent, urban)

Home visits by health facility staff: Participants were not aware of any home visits conducted by health staff.
“I have never come across that [home visits] but I think that after health care providers discover that a young
person is HIV positive after testing, they want to do follow ups on their health to check how that person is doing,
how they conduct themselves so that they don’t spread the virus to many people.” (Female adolescent, urban)
3.6.8. WHAT ADOLESCENTS LIKE ABOUT HIV SERVICES OFFERED WITH IN COMMUNITIES
Community outreach for HIV service provision: A few adolescents who were aware of HIV services offered in
communities reported that they were happy with these services. The most frequently mentioned service was
HIV testing which was reported to be voluntary; HIV self-testing was mentioned as an option available for young
people.
“They [healthcare workers] talk about HIV prevention and it’s good. They will tell you about HIV testing. They will
ask you, “have you ever been tested”, and if not they give you options. You can go to the clinic, any testing center
or you can get a self- testing kit. It’s your choice whether you are going to take their advice or not. They don’t
force you to do it.” (Male adolescent, urban)
“We like it [HIV testing in community] because we won’t be aware that we are HIV positive. So when you get
tested, you instantly get the treatment and after that you will be okay.” (Female adolescent, urban)
3.6.9. IMPROVING AVAILABILITY AND QUALITY OF HIV SERVI CES FOR YOUNG PEOPLE
Suggestions and recommendations on ways to improve the quality of HIV services offered to young people was
explored during FGDs in order to gain insight in program gaps and preferences of young people. The major
recommendations were centered around improvements in healthcare worker attitudes towards clients,
reduction in waiting time for clients during clinic visits; distribution of HIV prevention commodities and
information, education and communication materials in schools; health education in schools and communities,
support groups for young people accessing health services as well as provision of youth friendly services in all
health facilities.
Attitudes of healthcare workers: Healthcare worker attitudes towards clients were reported by adolescents as
one area that needed improvement.
“Some nurses don’t care. They will say wait and after serving one person they will be on WhatsApp, or answer
calls on their phones. The queue will be moving and you will just sit on the bench waiting to be served.” (Male
adolescent, urban)
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“When we come to queue for the pills, the queue will be very long and only one nurse would be serving slowly.
Maybe that is why they say when you are at work you should switch off your phone because it may disturb you.
Things like WhatsApp messages take away your attention; you will start looking at your phone. When you see
that there is a long queue, you have to work faster.” (Female adolescent, urban)

Reduce waiting time for patients: Long waiting time for clients during clinic visits was reported by adolescents
as one area that required improvement.
“They [healthcare workers] have to work faster in giving out the pills because others would be in a hurry to go to
work. So that person may be late for work.” (Male adolescent, urban)
“They are slow. There are times that they start cleaning when a lot of patients have arrived. You have to look at
the time. Opening time is, let’s say 8 o’clock but right now it’s half-past 8, they are still… they started cleaning
now, so you see that there are delays.” (Male adolescent, urban)
“I will talk about care. There are some people who come from far places. Maybe they would have travelled in the
morning with the hope that by 2pm they would have finished and they go back. They will end up leaving here at
3pm because the nurses are slow.” (Female adolescent, urban)

Distribute HIV prevention commodities in schools and colleges: One of the major challenges cited by
respondents was the non-availability of condoms and other HIV prevention and treatment commodities in
schools.
“It’s the same like at Chiedza were I used to learn; there were no condoms, there was nothing. Last term there
was an issue that caused a schoolchild to drop out because of pregnancy. At Njelele they are not there. If you go
to Gokwe School they are not there, you go to CZM they are not there.” (Female adolescent, rural)

Involve youth in the development and implementation of health interventions: Adolescents recommended the
involvement of young people in the provision of HIV services as youth reportedly understood each other better.
“I think that they [healthcare workers] should introduce youth to work at the hospitals because as the youth we
are able to understand each other if other youth tell us about HIV.” (Female adolescent, urban)

Community outreach activities: Adolescents recommended aggressive community mobilization for outreach
activities to ensure good participation by target population. This would ensure achievement of intended
outcomes including uptake of HIV services.
“I think they should improve the way in which they notify people because some people can ignore and not go to
where they would have been invited. I don’t know how they can do it but they should do it in such a way that if
they want the youth to congregate somewhere to teach them about health issues, it should be done in such a
way that it attracts a lot of young people so that a lot of them get educated and not a few of them only.” (Female
adolescent, urban)
Health education in health facilities, schools and communities: Provision of health education within health
facilities, schools and communities was one of the key recommendations made by adolescents. Schoolteachers
were reportedly not doing enough in terms of health education because of competing priorities. Some
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participants suggested that healthcare workers should take the responsibility of teaching people in schools,
while others recommended door-to-door sensitizations.
“The teacher will be saying I have some things that I want to do too. They should appoint a health care
practitioner who will teach each and every class that this is how it [condom] is used.” (Male adolescent, rural)
“There should be an improvement in organizing the youth, educating them about health issues and how to
prevent HIV virus.” (Female adolescent, urban)
“It is better that they go to each home educating people. They will tell them on what to do so that they do not
get infected by diseases.” (Female adolescent, urban)
“I think that they should advise people that whenever they have a new partner, they should first go and get tested
at the hospital before they have children.” (Female adolescent, urban)
Support groups and youth friendly areas for young people: The formation of support groups for young people
and youth friendly areas at health facilities were recommended by adolescents.
“In my view, I think that if they could put up a shed at this hospital where young people could be tested and given
training say on specific dates in a week.” (Male adolescent, rural)
“I think there is need for clubs for young people where they can be taught about HIV and sexually transmitted
diseases so that they remain aware.” (Male adolescent, rural)
“I think if they could put up like a sub-office which opens every day, one can go there anytime and enquire, saying
that l am taking my medication in this manner, meaning this person is free to open up.” (Male adolescent, urban)
Multi-month dispensing of medicines: Dispensing of medicines enough to last several months 10 for young
people on treatment for chronic conditions was one of the recommendations made by adolescents. This was in
view of the long distances to health facilities and the associated transport costs that many young people cannot
afford.
“If they could give us medicine for a longer period of time because sometimes you are given allocation for a
month but for someone who has to travel long distances to come here it is expensive and at times they don’t
have money for transport so if you are given an allocation say for 2, 3, or 4 months that would do but then you
will need some lessons also, otherwise you may end up forgetting.” (Male respondent, rural)

10

The Operational Service Delivery Manual has guidance on dispensing multi-month ARVs for stable ART
patients.
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4.0. DISCUSSION
4.1. IMPLEMENTATION OF AAP ACTIVITIES
The AAP activities were implemented according to plan in all 60 targeted health facilities across the 10 selected
districts in Zimbabwe. The project achieved above the implementation targets for healthcare worker capacity
building, community dialogues for HIV service provision, targeted HIV testing outreaches, HIV positive
adolescents enrolled in support groups, visits to homes of HIV positive adolescents conducted by CATS as well
as district program review meetings.
The project did not reach the target for number of CATS supporting the project, reaching a maximum of 98%
(117/120) CATS throughout the two-year implementation period. The project experienced higher than expected
CATS attrition rates; a total of 17 CATS were lost during the two-year project implementation period. CATS’
attrition was largely a result of high mobility of this age group with some getting married/ going back to further
their education/ getting employment (15) and some dying (2). The cause of deaths were AIDS defining
opportunistic infections such as tuberculosis and meningitis. This might be an indication that whilst CATS
provided support to their HIV positive peers, they also need support in order to remain within care and adhere
to their medicines in order to achieve maximal and durable viral suppression. The lower than target number of
CATS supporting the program meant that targets for CATS trained and mentored in the provision of adolescent
HIV services including psychosocial support could not be achieved. The project achieved 89% (134/150) of the
CATS coordination meetings and this can be attributed to time constraints.
Some of the factors which facilitated AAP implementation include healthcare worker capacity building which
was conducted at the beginning of the project. Capacitated healthcare workers supported most project activities
including provision of differentiated care to adolescents and young people, recruitment and training of CATS
and supported community activities including dialogue days and targeted HIV testing outreaches. The availability
of trained and mentored CATS ensured that activities such as home visits to defaulting HIV positive adolescents
and formation of support groups was conducted. The availability of resources for use by CATS including bicycles
and cell phones facilitated smooth implementation of the project. In addition, the project was fully supported
by program officers stationed in the implementation districts.
Adolescent HIV prevention, care and treatment services were available at supported health facilities. The
services include HIV testing, ART initiation for those identified as HIV positive as well as monitoring of
adolescents on ART through VL testing. Adolescents felt that HIV testing services were available, accessible
within health facilities and communities through outreaches, and the services were offered free of charge. A
majority of adolescents expressed their happiness about provider-initiated HIV testing and counselling as it
helped them know their status and access appropriate medicines. Adolescents were happy about health
education they received when they visited health facilities for HIV services. Adolescents were knowledgeable
about some of the services which should be offered to people living with HIV, including ART initiation on the
same day of diagnosis and CD4 count testing. In addition, adolescents were aware of the benefits of ART
including prevention of spread of HIV. The high knowledge levels about CD4 monitoring, timing of ART initiation
and benefits of ART demonstrate improvements in treatment literacy, which is a marker of the positive effects
of the adolescent-focused HIV DSD services. Only a few adolescents were aware of viral load testing, the gold
standard for monitoring clients on ART. This is of major concern as adolescents who are unaware of the need
for viral load testing are unlikely to demand the service thereby contributing to low service uptake.
Adolescents reported that youth friendly areas/corners were generally not available in most supported health
facilities. Adolescents expressed desire to have health services for young people offered in areas separate from
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where general adult patients were managed. The adolescents were however against the provision of HIV testing
for all clients in a labeled room as this was reportedly stigmatizing especially to young people who may want to
be tested but end up opting out.
There were some factors that affected project implementation and these include dysfunctional youth friendly
services and lack of adequate infrastructure at health facilities. Other reported factors include long distances to
health facilities which affected both CATS and adolescents.
A majority of study participants reported that the project had positive effects on adolescents and their families
and this includes improvement in health condition, facilitation of disclosure of HIV status, family involvement in
the care of HIV positive adolescents as well as an improvement in the health seeking behavior of adolescents
and young people. Participants reported some negative effects of the project including accidental disclosure of
HIV status associated with home visits.
Availability of HIV services within communities was explored in order to gain insight into implementation of
some of the AAP planned activities such as community mobilization for HIV services, HIV testing outreaches and
home visits by CATS. Some adolescents reported that there were HIV testing outreaches conducted by health
workers within their communities. In addition to HIV testing, other health services such as eye care and blood
pressure checks were also provided. Targeted HIV testing outreaches is one of the effective approaches to reach
out to adolescents with services especially those in the hard-to-reach areas. Participants mentioned HIV selftesting as an option available for young people. Although this was a new intervention, it had been implemented
in the AAP supported districts and is an approach with great potential to reach out to adolescents with HIV
testing services. The provision of HIV testing during the night (moonlight testing) is another approach that was
implemented targeting young women and girls involved in sex work. Community mobilization for HIV service
demand generation was conducted through dialogue days as well as home visits by CATS; the home visits were
to both HIV positive and negative adolescents. Participants however expressed ignorance on any home visits
conducted by healthcare workers.
4.2. DEMAND FOR ACT ADOLESCENT PROJECT ACTIVITIES
Perceptions of DSD implementers and beneficiaries on the demand for adolescent HIV services were explored.
All DSD implementers reported that adolescent HIV prevention, care and treatment services had positive effects
on health delivery. In addition, nearly all DSD implementers reported that these services were in demand by
communities and therefore recommended implementation of this approach. All beneficiaries consisting of CATS,
adolescents and their family members expressed their interest in adolescent-focused DSD services, and reported
that these services were in demand. These positive perceptions about demand for these services demonstrates
the positive effects that this DSD approach brought to delivery of HIV services.
HIV service program data from all 60 supported health facilities for the two-year implementation period were
analyzed in order to determine service uptake, which is a function of demand for services. Data analysis focused
on uptake of HIV testing, initiation on ART, retention of adolescents on ART, uptake of viral load testing and viral
suppression.
HIV testing uptake: The proportion of adolescents tested for HIV remained above the project target throughout
the project implementation period except for the January to March 2017 and the July to September 2018
quarters. The January to March 2017 quarter largely involved project start up activities including recruitment
and training of CATS as well as healthcare workers’ capacity building; the July to September quarter performance
was affected by slowdown of implementation of project activities as the project was ending. A number of HIV
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testing strategies were implemented including health facility provider initiated testing, targeted HIV testing
outreaches, community and health facility index case testing as well as moonlight testing. The project managed
to achieve 60% of the HIV positive adolescent target over the two-year implementation period. The need to
increase HIV testing yield (HIV positive adolescents identified) resulted in focused, targeted interventions which
inevitably resulted in reduction in the number of adolescents tested, hence the decline in performance in the
final six months of implementation.
ART initiation: Since project inception, a positive but fluctuating trend was observed on the proportion of HIV
positive adolescents initiated on ART; however performance improved from 90% in the January-March 2017
quarter to 99% (201/203) in the July-September 2018 quarter. Overall, 94% (1,569/1,676) of all HIV positive
adolescents identified during the project implementation period were initiated on ART, above the project and
national target of 90%. The high ART uptake can be attributed to healthcare worker training and on-site coaching
on DSD approach, peer support of adolescents by CATS and implementation of quality improvement initiatives
by all supported health facilities.
Retention on ART: Overall, there was a significant improvement in the proportion of adolescents retained on
ART 6 and 12 months after initiation from below 70% at project inception to above 90% in the last
implementation quarter of the project. This is a notable achievement given the numerous challenges that
adolescents face including disclosure of HIV status. These results can be attributed to peer support provided by
CATS within facilities and in the communities, as well as formation of functional support groups within selected
facilities.
Viral load testing and suppression: Viral load testing uptake improved from 5% at project inception to 22% by
the last quarter of project implementation, above the program year target of 20%. The improvement can be
attributed to implementation of quality improvement projects and continuous healthcare worker capacity
building through coaching and mentoring by the project officers. Some of the quality improvement interventions
implemented include using color-coded stickers to identify clients due for viral load sample collection,
synchronizing six months VL sample collection with medication pick up as well as using structured facility-based
daily health education sessions to improve treatment knowledge about viral load monitoring and to empower
clients to take control of their care. Some of the challenges faced include limited number of viral load testing
platforms across the country and long turnaround time from sample collection to issuing of test results.
Although the proportion of adolescents who were virally suppressed gradually improved from 69% in the
October to December 2017 quarter to 79% in the last quarter of project implementation, the performance was
sub-optimal and below project and national target of 90%. There is need for continued support to adolescents
to remain in care and adhere to their ARV medicines.
Factors which facilitated adolescents to access health services at health facilities were explored in order to gain
insight into availability, access to and uptake of these services. Some adolescents reported that there were
specific days of the week, usually during weekends, when young people went to health facilities to access HIV
services including pick-up of medicines. This approach was facilitating access to services especially for in-school
adolescents who have limited time during weekdays. In most instances, adolescent-specific review dates
coincided with adolescent support group meetings. Support group meetings reportedly involved provision of
health services to young people on their own and in a friendly environment. In addition, young people
interacted, shared ideas, played games and provided support to each other on HIV and other health and life
issues. Although mentioned by a few adolescents, CATS supported their peers (both HIV positive and those
negative) to access health services. Preferential treatment of school children when they seek health services and
provision of health information were cited by adolescents as some of the facilitators to accessing health services
by young people. This involves being assisted ahead of other people. These facilitators to accessing health
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services by young people demonstrate the importance of context in the provision of health services to young
people. Environments that are dominated by adults are threatening and young people are more likely to shun
such settings. Edutainment provided during adolescent-specific clinic days and support group meetings is
important in retaining adolescents in care that is critical for achievement of good health outcomes.
Barriers to accessing HIV services by adolescents were explored and these include bad attitudes of healthcare
workers, long waiting time at health facilities, long distances to health facilities, high health service user fees,
non-availability of some medicines at health facilities that forced people to buy from private pharmacies and
lack of edutainment. A majority of adolescents reported that bad healthcare workers’ attitudes were one of the
major barriers to accessing health services; bad attitudes were scaring young people. Some healthcare workers
were reportedly spending time on social media on their phones at the expense of timely service provision to
clients resulting in long waiting times at health facilities. The bad attitudes can contribute significantly to poor
retention of young people in care leading to poor health outcomes. Long waiting time at health facilities was
one of the reported barriers to accessing services by young people. This was compounded by not having youth
friendly areas where young people would be managed without having to mix with other general patients, as well
as lack of edutainment during the long waiting time at health facilities. Long distances to health facilities was
reported by some adolescents to be one of the major barriers to accessing health services, especially in the rural
areas. The long distances attract high transport costs that most adolescents cannot afford. Although CATS had
bicycles, some distances in rural areas were too long and this affected CATS activities such as home visits for
mobilization of HIV testing of family members of HIV positive index cases as well as follow up and support of
defaulting adolescents.
Some adolescents reported that sometimes certain medicines were not available at health facilities and this was
forcing people to buy from private pharmacies. This is a potential barrier to accessing services especially by
adolescents who depend on their parents/caregivers for financial and material support. Most vulnerable
adolescents including orphans and those living in child-headed households would not afford to pay for the
medicines. This challenge however did not affect access to ARVs and other medicines used to treat opportunistic
infections as these medicines are offered free of charge in all public sector facilities in Zimbabwe.
4.3. INTEGRATION OF THE ACT ADOLESCENT PROJECT WITHIN EXISTING MOHCC STRUCTURES
Perceptions of managers and DSD implementers on integration of AAP within MOHCC structures were explored.
Nearly all DSD implementers and health managers reported that adolescent HIV prevention, care and treatment
DSD services fitted well with MOHCC goals and culture. This is an indication that the AAP approach was not at
variance with overall mission of the MOHCC i.e. provision of quality differentiated services that meet and exceed
client expectations.
A majority of DSD implementers felt that the adolescent-focused DSD services fitted well within the existing
health delivery infrastructure and that these services were sustainable. This is an indication that the AAP
approach did not require changes to the existing physical infrastructure as well as financial, material and human
resource complement. Institutionalization of the AAP approach within MOHCC is important for the sustainability
of the adolescent-focused DSD services beyond the life of the project given that Zimbabwe is a resource-limited
country.
Nearly all DSD implementers and health managers reported that adolescent-focused DSD services had positive
effects on health delivery. This could be a result of the notable improvements in uptake of HIV services by
adolescents including HIV testing, ART initiation, retention in care and viral load testing which are all directly
related to good treatment outcomes including maximal and durable viral load suppression. In addition, DSD
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services were reported as facilitators of health seeking behavior of adolescents. Adolescents were identified by
DSD implementers and health managers as a key population which requires innovative approaches including
offering DSD for HIV services. Some of the key outcomes of implementing DSD for HIV management is
decongestion of health facilities and less frequent clinic visits by clients. A majority of adolescents are either in
high school or colleges11, which makes frequent clinic visits a challenge for this group. Having clinical review
dates specific for adolescents over the weekends and during school holidays is one of the successful strategies
implemented by the AAP. In addition, support groups for adolescents living with HIV were formed and were
functional throughout project implementation.
Only a few (4 out of the 27) DSD implementers and health managers reported that DSD services have negative
effects on health delivery, and that adolescent DSD services had negatively affected other key health services
due to project expansion. One of the frequently cited reasons was inadequate infrastructure, in particular a
stand-alone room for offering adolescent-friendly services. This could also be a result of additional workload
especially during initial stages of the AAP project implementation with the associated start-up activities including
recruitment and capacity building of CATS as well as week-long training of healthcare workers. Although the
monthly incentives (allowances) given to CATS were reported to be a good motivator, some DSD implementers
felt that the model may not be sustainable once this incentive is withdrawn at the end of the project.
Involvement of communities in the planning and implementation of HIV programs was explored in order to gain
insight into the integration of DSD services within existing MOHCC structures. Some adolescents reported the
existence of functional school health committees which worked closely with health center committees in the
development and implementation of health programs. Provision of health education to school-going
adolescents within schools is one of the strategies of reaching out to this population. It is however not possible
to distribute HIV prevention commodities such as condoms in schools given the current Ministry of Education
restrictive policy.
4.4. ACCEPTABILITY OF THE ACT ADOLESCENT PROJECT BY DSD IMPLEMENT ERS AND
BENEFICIARIES
Perceptions of DSD implementers, health managers and DSD beneficiaries consisting of adolescents, CATS and
their family members were explored. A majority of beneficiaries reported that they were satisfied with
adolescent focused HIV prevention, care and treatment DSD services. This can be attributed to a number of
factors including the friendly atmosphere during clinical consultation process, the low incidence of opportunistic
infections among adolescents on ART as well as peer support offered by CATS. The high proportion of DSD
beneficiaries and implementers who reported that DSD services were appropriate for the age group and their
setting is supportive of the acceptability of these services to adolescents living with HIV. All DSD implementers
expressed their intention to continue implementing the DSD approach to HIV service provision to adolescents.
The reasons for their intentions include empowerment of adolescents living with HIV to consult healthcare
providers on an ongoing basis as well as the restoration and preservation of the health of adolescents living with
HIV due to improvements in retention and adherence to medication.
The nature of clinical consultation when adolescents seek health services was explored in order to gain insight
into acceptability of the DSD approach by beneficiaries. Although a majority of adolescents reported that

11

The Zimbabwe Demographic and Health Survey (2015) estimated that 73% of women and 77% of men
reached secondary level of education
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health care workers explained clinical procedures to clients, pressure of work was reported to be one of the
reasons why some healthcare workers failed to do this. Clear instructions on how and when to take
medication were reportedly being given to adolescents; this is commendable as it has a direct bearing on
adherence to treatment, which is one of the difficulties faced by this population group. Some adolescents
reported that healthcare workers generally treat patients with fairness but sometimes this was not the case.
Adolescents were however happy about being prioritized by healthcare workers especially during school days
as they would not have enough time to wait for longer periods at the facilities. A majority of respondents
reported that confidentiality was generally maintained but there were some instances when HCWs shared
confidential information of patients. Respondents reported that they felt bad when they heard people
discussing their medical condition in communities, with some having suicidal ideation. Failure to maintain
confidentiality erodes trust in the health delivery system by adolescents and is likely to be associated with low
retention and adherence rates leading to poor health outcomes.
Suggestions on ways to improve the quality of HIV services offered to young people were explored in order to
gain insight into program gaps and preferences of young people. This is critical for the design and
implementation of adolescent HIV prevention, care and treatment programs, which are sensitive to the needs
of this vulnerable population. Adolescents recommended improvement in healthcare worker attitudes
towards clients. Healthcare workers’ attitudes is one of the well-documented determinant of client satisfaction
with health services, as well as a determinant of continued use of available services. A health care
environment that is not friendly to adolescents results in them shunning facilities thereby reducing retention
within care among those with chronic illnesses such HIV infection. Reduction in waiting time for clients during
clinic visits was another recommendation from participants. One of the major challenges cited by respondents
was the non-availability of condoms and other HIV prevention and treatment commodities in schools; the
participants recommended that these should be availed in order to prevent HIV transmission as well as
teenage pregnancies. This recommendation however goes against the government policy that prohibits
distribution of family planning and HIV prevention commodities in schools. Other recommendations include
provision of health education in schools and communities, establishment of support groups for young people
accessing health services, provision of youth friendly services in all health facilities as well as involving young
people in the development and implementation of HIV programs. Adolescents also recommended dispensing
of enough medicines to last several months for young people on treatment for chronic illnesses including HIV.
This was in view of the long distances to health facilities and the associated transport costs which many young
people do not afford, as well as accommodating adolescents in boarding schools who have limited time to visit
health facilities on a regular basis.

5.0. CONCLUSIONS
Results of this study showed that it is feasible to implement adolescent-focused HIV prevention, care and
treatment DSD services in resources limited settings. The AAP was implemented using a DSD model aligned to
the MOHCC guidelines, and capacity building of healthcare worker and CATS were critical for the successful
implementation of the AAP project and achievement of project objectives.
Although adolescent-focused HIV prevention, care and treatment DSD services were available in supported
health facilities and communities, youth friendly areas/corners were not widely available.
Bad attitudes of healthcare workers were one of the major barriers to accessing HIV services by adolescents.
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The AAP managed to generate demand for and increased uptake of adolescent-focused HIV prevention, care
and treatment services by adolescents. HIV services offered during AAP implementation were well integrated
within existing MOHCC structures and acceptable by healthcare workers, communities and beneficiaries. The
CATS model requires resources for continuous recruitment, capacity building and allowances for CATS.
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6.0. RECOMMENDATIONS
 The MOHCC should roll out the adolescent-focused HIV prevention, care and treatment DSD
approach that uses CATS as volunteers in order to improve the quality and uptake of HIV
services by adolescents.
 The MOHCC national HIV and TB program managers and implementing partners should avail
resources to support capacity building and provision of incentives for CATS.
 The MOHCC AIDS and TB programs national directorate and implementing partners should
develop a package of services aimed at supporting CATS in order to ensure maintenance of
their physical and mental health.
 The MOHCC provincial and district health teams should consider revitalization of youthfriendly areas/corners in all public sector health facilities in order to increase access of health
services by adolescents.
 District health teams, the National AIDS Council district officers and implementing partners
should support all public sector health facilities to establish adolescent support groups and
youth-specific clinic review dates.
 The MOHCC human resources department should consider implementing healthcare workers’
staff motivating and customer care strategies in order to improve attitudes towards clients.
 All public sector health facilities should implement quality improvement initiatives including
reconfiguring client flow and other structural changes in order to reduce client waiting time
within facilities.
 The MOHCC national AIDS and TB program directorate should engage the Ministry of Primary
and Secondary Education in order to improve health facility-school linkages, as well as repeal
policies that prohibit distribution of HIV prevention commodities in schools.
 MOHCC district and health facility managers should consider engaging adolescents in the
design and implementation of adolescent-focused HIV prevention, care and treatment
programs.
 To the extent possible, all health facilities should dispense several months of ARVs to
adolescents and young people who may have challenges regularly visiting health facilities.
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ANNEXURE A1: DISTRICTS AND HEALTH FACILITIES IMPLEMENTING THE AAP
District

Health Facilities
Referral health facilities

Primary level health facilities

Murewa

Murewa District Hospital, St. Paul’s
Musami Mission Hospital, Nhowe
Mission Hospital

Dombwe Clinic, Munamba Clinic, Jekwa Clinic

Gokwe
South

Gokwe South District Hospital

Nyaje Clinic, Cheziya Clinic, Tongwe Clinic, Mateta
Clinic, Njelele Clinic

Kwekwe

Kwekwe General Hospital, Silobela
District Hospital)

Mbizo 1 Clinic, Mbizo II Clinic, Sidakeni Clinic,

Hwange

Victoria Falls District Hospital, St.
Patricks’ Mission Hospital, Hwange
Colliery Hospital

Chinotimba Clinic, Lupote Clinic, Lukunguni Clinic

Beitbridge

Beitbridge District Hospital

Shabwe Rural Health Centre, Makakabule Clinic,

Ntabeni Clinic

Majini Rural Health Centre, Tongwe Clinic,
Dulibadzimu Clinic
Gwanda

Gwanda Provincial Hospital

Phakama Clinic, Mapate Clinic, Gungwe RHC,
Buvuma Clinic, Selonga Clinic

Matobo

Maphisa District Hospital, St Joseph's
Mission Hospital, Tshelanyemba Mission
Hospital

Mbembeswane Clinic, Homestead Rural Health
Centre, Sankonjane Rural Health Centre

Chivi

Chivi District Hospital

Ngundu Rural Health Centre, Chivi Rural Hospital,
Nyahombe Rural Health Centre, Zivuku Clinic,
Madzivadondo Clinic

Chiredzi

Chiredzi District Hospital, Triangle
Private Hospital, Chikombedzi Mission
Hospital

Chipiwa Clinic, Tshovani Clinic, Chizvirizvi Rural
Health Centre

Zaka

Ndanga District Hospital, Musiso
Mission Hospital

Nemauku Rural Health Centre, Bota Clinic,
Chinyabako Clinic, Jerera Satellite Clinic

Total

20

40
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APPENDIX 1: KEY INFORMANT INTERVIEW GUIDE FOR NATIONAL, PROVINCIAL AND
DISTRICT HEALTH MANAGERS
Ministry of Health and Child Care

What language do you prefer for our discussion today?
___English
___Shona
___ Ndebele
Identification
Participant number ________________________________
Note: This should have the participant type code (KI), province, district, and sequential number. Sequential
numbering should begin at 01.
Participant type:

National DSD focal person
Provincial DSD focal person
District DSD focal person

Interviewer Name: ________________________________
Interview date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
Tool checked by: __________________________ Date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
INSTRUCTIONS: This interview should only be started once informed consent has been obtained from the
participant. Read all of the questions aloud to the participant. Use the probes as needed if the respondent looks
uncertain or indicates that he/she is unsure what you mean.
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Introduction
Hello, my name is ______________. I am one of the interviewers for a research study supported by Ministry of
Health and Child Care. The purpose of this study is to understand how HIV programs for adolescents aged 10-19
years are being implemented in Zimbabwe, with a focus on acceptability, demand for, integration within existing
health delivery system and sustainability of the services. We would like to invite you to join this study. Your
participation will help the Ministry of Health and Child Care to make health, in particular HIV services for young
people better.
Start time: __ __ . __ __
Thank you again for agreeing to participate in our study.

A: Responded Identification Information
1

Health delivery level

District
Provincial
National

2

Respondent designation

3

Number of years in current position

B: Implementation of differentiated service delivery
4

Did you receive any training in differentiated service delivery for HIV prevention,
care and treatment? (Yes/No)

5

If yes to question 4, when were you trained (Month and year)

6

What is your understanding of differentiated service delivery for HIV prevention, care and treatment?

Yes

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
7

List the 3 elements of differentiated service delivery.
1……………………………………………………………………………………………………………………………………………………….
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No

2. ……………………………………………………………………………………………………………………………………………………….
3. ……………………………………………………………………………………………………………………………………………………….
8

List the 4 building blocks of differentiated service delivery.
1. ……………………………………………………………………………………………………………………………………………………….
2. ……………………………………………………………………………………………………………………………………………………….
3. ……………………………………………………………………………………………………………………………………………………….
4. ……………………………………………………………………………………………………………………………………………………….

9

Briefly explain your roles with regards to differentiated service delivery for HIV prevention, care and
treatment:
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….

10

Have you ever been involved in facilitating capacity building activities for health care
workers and other differentiated service delivery implementers? (Yes/No)

11

If Yes to question 10, which capacity building activities (Tick all that apply)

Yes

No

Yes

No

Training curriculum development
Facilitating during training
Supportive supervision
Mentorship
Participated in review meetings
Other, specify:

12

In your opinion, does implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment require additional resources above
those currently provided by the Ministry of Health and Child Care including those
from Global Fund and Health Development Fund? (Yes/No)

13

Provide reasons for your answer to question 12:
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
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………………………………………………………………………………………………………………………………………………………
14

What are the factors that are facilitating implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment?
………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..

15

What are the factors that are hindering implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment?
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………………………..

C: Demand for differentiated service delivery
16

Do you think that differentiated service delivery models for adolescent HIV
prevention, care and treatment have positive effects on health delivery? (Yes/No)

17

Provide reasons for your answer to question 16:

Yes

No

………………………………………………………………………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
18

Do you think that differentiated service delivery models for adolescent HIV
prevention, care and treatment have negative effects on health delivery? (Yes/No)

19

Explain your answer to question 18:

Yes

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
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No

20

Do you think that differentiated service delivery models for adolescent HIV
prevention, care and treatment are in demand? (Yes/No)

21

Explain your answer to question 20:

Yes

No

……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
22

23

In your opinion, does implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment have positive effects on clients and
their families? (Yes/No)

Yes

No

Provide reasons for your answer to question 22:
………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………

24

In your opinion, does implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment have negative effects on clients and
their families? (Yes/No)

25

Provide reasons for your answer to question 24:

Yes

No

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………..

D: Integration of differentiated services within existing health delivery structure
25

26

In your opinion, does implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment fit well with Ministry of Health and
Child Care goals (Yes/No)

Yes

Provide reasons for your answer to question 25:
…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..
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No

………………………………………………………………………………………………………………………………………………………..
27

28

In your opinion, is implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment fit well within the existing health
delivery infrastructure? (Yes/No)

Yes

No

Provide reasons for your answer to question 27:
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………

29

In your opinion, is implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment sustainable? (Yes/No)

30

Provide reasons for your answer to question 29:

Yes

No

………………………………………………………………………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………………………….

31

……………………………………………………………………………………………………………………………………………………….
In your opinion, has implementation of differentiated service delivery models for
Yes
adolescent HIV prevention, care and treatment affected other key health services
(Yes/No)

32

If Yes to question 31, state the effects:

No

……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….

E: Acceptability of differentiated service delivery
33

Do you think the national differentiated service delivery models for adolescent HIV
prevention, care and treatment are appropriate for the age group? (Yes/No)

34

Explain your answer to question 33:

Yes

………………………………………………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………………………………………………
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No

………………………………………………………………………………………………………………………………………………………..
35

Do you think the national differentiated service delivery models for adolescent HIV
prevention, care and treatment are appropriate for your setting? (Yes/No)

36

Explain your answer to question 35:

Yes

No

………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
37

Do you think differentiated service delivery models for adolescent HIV prevention,
care and treatment fit well within the culture of the Ministry of Health and Child
Care? (Yes/No)

38

Explain your answer to question 37:

Yes

No

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………...
………………………………………………………………………………………………………………………………………………………..

39

Would you recommend continuation of implementing differentiated service delivery
models for adolescent HIV prevention, care and treatment? (Yes/No)

40

Provide reasons for your answer to question 39:

Yes

………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………

Thank You

56

No

APPENDIX 2: QUESTIONNAIRE FOR DSD IMPLEMENTERS [COMMUNITY LINKAGES
COORDINATORS (CLICS), AFRICAID REGIONAL COORDINATORS (ARC), ZVANDIRI
MENTORS (ZM) AND HEALTHCARE WORKERS (HCW)]
Ministry of Health and Child Care

Feasibility of adolescent-focused HIV prevention, care and treatment differentiated
service delivery (DSD) in Zimbabwe
What language do you prefer for our discussion today?
___English
___Shona
___ Ndebele
Identification
Participant number ________________________________
Note: This should have the participant type code (DI), province, district and sequential number. Sequential
numbering should begin at 01.
Participant type:

Community Linkages Coordinator
Africaid Regional Coordinator
Zvandiri Mentor
Healthcare Worker

Interviewer Name: ________________________________
Interview date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
Tool checked by: __________________________ Date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
INSTRUCTIONS: Use this interview guide to collect data from differentiated service delivery implementers i.e.
Community Linkages Coordinators (CLiCs), Africaid regional coordinators (ARC), Zvandiri mentors (ZM) and
healthcare workers (HCW). This interview should only be started once written informed consent has been
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obtained from the participant. Read all of the questions aloud to the participant. Clarify questions as needed if
the respondent looks uncertain or indicates that he/she is unsure what you mean.

Introduction
Hello, my name is ______________. I am one of the interviewers for a research study supported by Ministry of
Health and Child Care. The purpose of this study is to understand how HIV programs for adolescents aged 1019 years are being implemented in Zimbabwe, with a focus on acceptability, demand for, integration within
existing health delivery mechanism and sustainability of the services. We would like to invite you to join this
study. Your participation will help the Ministry of Health and Child Care to make health, in particular HIV
services for young people better.
Thank you again for agreeing to participate in our study.
Start time: __ __ . __ __

A: Demographic Information
1

Province

2

District

3

Health facility type [for Healthcare
workers only]

Clinic
Rural hospital
Mission hospital
District hospital
Provincial hospital

4

Number of years in current
position

B: Implementation of differentiated service delivery
5

Briefly explain your responsibilities with regards to differentiated service delivery for HIV prevention, care and
treatment:
………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
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6

Can you briefly tell me your understanding of differentiated service delivery?
………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………

7

List the 3 elements of differentiated service delivery.
1. ……………………………………………………………………………………………………………………………………………………….
2. ……………………………………………………………………………………………………………………………………………………….
3. ……………………………………………………………………………………………………………………………………………………….

8

List the 4 building blocks of differentiated service delivery.
1.……………………………………………………………………………………………………………………………………………………….
2.……………………………………………………………………………………………………………………………………………………….
3.……………………………………………………………………………………………………………………………………………………….
4. ……………………………………………………………………………………………………………………………………………………….

9

List any 2 HIV testing services differentiated service delivery models.
1.
2

10

List any 3 differentiated ART delivery models for stable clients.
1.
2.
3.
4

11

Did you receive any training in differentiated service delivery for HIV prevention,
care and treatment? (Yes/No)

12

If yes to question 11, when were you trained and by which organization

Yes

a. When trained (Month and year): ………………………………………………………………………………………………….
b. Training institution/organization:…………………………………………………………………………………………………
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No

13

Have you ever received mentorship on differentiated service delivery? (Yes/No)

14

If yes to question 13, who provided you with mentorship and how often was the mentorship done?
a. Cadre who provides mentorship: ………………………………………………………………………………………………..
b. Frequency of mentorship: …………………………………………………………………………………………………………...

15

Have you ever been involved in facilitating capacity building of other differentiated
service delivery implementers? (Yes/No)

16

If yes to question 15, briefly explain the capacity building activities:

Yes

No

a. Cadre(s) capacity built: …………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………..
b. Capacity building activities: ……………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………..
17

For HCW only: In your opinion, does implementation of differentiated service
delivery models for adolescent HIV prevention, care and treatment require
additional resources above those provided by the Ministry of Health and Child Care
including those from Global Fund and Health Development Fund? (Yes/No)

18

Provide reasons for your answer to question 33:

Yes

…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
19

If Yes to question 17, what type of resources are required?
a. Type of resources: ……………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………..

20

What are the factors that are facilitating implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment?
………………………………………………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………….
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…………………………………………………………………………………………………………………………………………………………
21

What are the factors that are hindering implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment?
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………

22

Have you ever participated in the recruitment of CATS? (Yes/No)

23

If Yes to question 22, briefly explain your responsibilities in the recruitment of CATS:

Yes

No

…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
24

Have you ever participated in capacity building of CATS? (Yes/No)

25

If Yes to question 24, briefly explain your responsibilities in capacity building of CATS:

Yes

No

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
26

Have you ever participated in community outreach activities focusing on adolescent
HIV prevention, care and treatment services? (Yes/No)

27

If yes to question 26, explain the activities you participated in and your responsibilities:

Yes

No

a. Community outreach activities: ………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
b. Responsibilities: …………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………….
28

Have you ever supported enrolment of HIV positive adolescents in support groups?
(Yes/No)

29

If Yes to question 28, briefly explain your responsibilities: ………………………………………………………………

Yes

…………………………………………………………………………………………………………………………………………………………
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No

30

Do you have any role to play with regards to visits by CATS to homes of HIV positive
index cases? (Yes/No)

31

If Yes to question 30, explain your roles: ………………………………………………………………………………………….

Yes

No

………………………………………………………………………………………………………………………………………………………….
32

Do you have any role you play in the follow up of defaulting HIV positive
adolescents? (Yes/No)

33

If Yes to question 32, explain your role(s)………………………………………………………………………………………….

Yes

No

………………………………………………………………………………………………………………………………………………………….
34

List the differentiated service delivery models for adolescent HIV prevention, care and treatment available in
your area:
Health facilities:
1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………
Community:
1……………………………………………………………………………………………………………………………………………………….
2……………………………………………………………………………………………………………………………………………………….
3………………………………………………………………………………………………………………………………………………………

Questions 35 to 43 should be answered by facility level health care workers only
35

Adolescent HIV testing services are offered in all health service entry points at this
facility? (Yes/No)

36

If No to question 35, which service points do not offer HIV testing services?

Yes

No

1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
3……………………………………………………………………………………………………………………………………………………….
37

ART initiation services are offered in all health entry points at this facility? (Yes/No)
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Yes

No

38

If No to question 37, which services points do not offer ART initiation services?
1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………

39

This health facility has a youth friendly corner? (Yes/No)

Yes

No

Verified (Yes/No)

Yes

No

40

This health facility offers the Zvandiri package of health services? (Yes/No)

Yes

No

41

If No to question 40, provide the reasons:
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………

42

43

This facility has a functional tracking and tracing mechanism for defaulting HIV
positive clients? (Yes/No)

Yes

No

Verified (Yes/No)

Yes

No

If Yes to question 42, briefly explain the mechanism:
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………..

44

45

In your opinion, does implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment have positive effects on clients and
their families? (Yes/No)

Yes

No

If Yes to question 44, provide reasons:
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………

46

47

In your opinion, does implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment have negative effects on clients and
their families? (Yes/No)

Yes

If yes to question 46, provide reasons:
………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
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C: Demand for differentiated service delivery
48

Do you think that differentiated service delivery models for adolescent HIV
prevention, care and treatment have positive effects on health delivery? (Yes/No)

49

Provide reasons for your answer to question 48:

Yes

No

…………………………………………………………………………………………………………………………………………………………...
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………..
50

Do you think that differentiated service delivery models for adolescent HIV
prevention, care and treatment have negative effects on health delivery? (Yes/No)

51

Explain your answer to question 50:

Yes

No

……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
52

Do you think that differentiated service delivery models for adolescent HIV
prevention, care and treatment are in demand? (Yes/No)

53

Explain your answer to question 52:

Yes

No

…………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………..

D: Integration of differentiated services within existing health delivery structure
54

In your opinion, does implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment fit well with Ministry of Health and
Child Care goals (Yes/No)

55

If Yes to question 54, provide reasons:

Yes

…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
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No

56

In your opinion, is implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment fit well within the existing health
delivery infrastructure? (Yes/No)

57

Provide reasons for your answer to question 56:

Yes

No

…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
58

In your opinion, is implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment sustainable? (Yes/No)

59

Provide reasons for your answer to question 58:

Yes

No

…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..

60

In your opinion, has implementation of differentiated service delivery models for
adolescent HIV prevention, care and treatment affected other key health services
(Yes/No)

61

Provide reasons for your answer to question 60:

Yes

No

…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..

E: Acceptability of differentiated service delivery
62

Do you think the differentiated service delivery models for adolescent HIV
prevention, care and treatment you offer are appropriate for the age group?
(Yes/No)

63

Explain your answer to question 62:

Yes

No

…………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………
64

Do you think the differentiated service delivery models for adolescent HIV
prevention, care and treatment you offer are appropriate for your setting? (Yes/No)

65

Explain your answer to question 64:

Yes

………………………………………………………………………………………………………………………………………………………….

65

No

………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………
66

Do you think differentiated service delivery models for adolescent HIV prevention,
care and treatment fit well within the culture of the Ministry of Health and Child
Care? (Yes/No)

67

Explain your answer to question 66:

Yes

No

…………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………..
68

Would you recommend continuation of implementing differentiated service delivery
models for adolescent HIV prevention, care and treatment? (Yes/No)

69

Provide reasons for your answer to question 68:

Yes

………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………

Thank You
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APPENDIX 3: QUESTIONNAIRE FOR DSD BENEFICIARIES (CATS AND AD OLESCENTS)
Ministry of Health and Child Care

Feasibility of adolescent-focused HIV prevention, care and treatment differentiated
service delivery (DSD) in Zimbabwe
What language do you prefer for our discussion today?
___English
___Shona
___ Ndebele
Identification
Participant number __ -__ -__ __
Note: This should have the participant type code (DB), province, district and sequential number. Sequential
numbering should begin at 01.
Participant type:

Community Adolescent Treatment Supporter
Adolescent

Interviewer Name: ________________________________
Interview date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
Tool checked by: __________________________ Date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
INSTRUCTIONS: Use this interview guide to collect data from differentiated service delivery beneficiaries i.e.
CATS and adolescents. interview should only be started once written informed consent has been obtained from
the participant. Read all of the questions aloud to the participant. Clarify questions as needed if the respondent
looks uncertain or indicates that he/she is unsure what you mean.

Introduction

67

Hello, my name is ______________. I am one of the interviewers for a research study supported by Ministry of
Health and Child Care. We are conducting this research study in order to learn more about young peoples’ health
and life experiences. We are interviewing young men and women in your area who are between 10 and 19 years
old, as well as health managers, healthcare workers, community leaders and village health workers. Your
participation will help the Ministry of Health and Child Care to make health, in particular HIV services for young
people better.
Thank you again for agreeing to participate in our study.
Start time: __ __ . __ __

A: Basic Information
1

Province

2

District

3

Name of health facility where you
are receiving care & treatment

4

Health facility type

Clinic
Rural hospital
Mission hospital
District hospital
Provincial hospital

B: Demographic Information
5

What is your age? (Years)

6

Sex (Male/Female)

Male

7

What is your highest level of education? (Tick what applies)

No education
Primary
Secondary
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Female

Tertiary
Other (Specify)
8

What is your marital status? (Tick what applies)

Single
Never married
Married
Separate
Divorced
Widowed
Living partner

C: Implementation of HIV prevention, care and treatment programs
9

List the adolescent HIV prevention, care and treatment services available in your community:
1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………

10

In your opinion, does implementation of HIV prevention, care and treatment
services for young people require additional services (Yes/No)

11

If Yes to question 10, state the additional services:

Yes

No

……………………………………………………………………………………………………………………………………………………….

12

What are the factors that are facilitating young people to access HIV prevention, care and treatment services?
………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..
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13

What are the factors that are hindering young people to access HIV prevention, care and treatment services?
………………………………………………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
Questions 14 to 23 are for CATS only

14

List the adolescent HIV prevention, care and treatment services available at the health facility where you
receive care and treatment services:
1……………………………………………………………………………………………………………………………………………………….
2……………………………………………………………………………………………………………………………………………………….
3……………………………………………………………………………………………………………………………………………………….

15

Briefly explain your responsibilities with regards to provision of HIV prevention, care and treatment services
to young people:
…………………………………………………………………………………………………………………………………………………….....
………………………………………………………………………………………………………………………………………………………..

16

Have you ever participated in community outreach activities focusing on HIV
prevention, care and treatment services for young people? (Yes/No)

17

If yes to question 16, explain the activities you participated in and your responsibilities:

Yes

No

a. Community outreach activities: ………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………

b. Responsibilities: …………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………
18

Have you ever supported enrolment of HIV positive adolescents in support groups?
(Yes/No)

19
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Yes

No

If Yes to question 18, briefly explain your responsibilities: ………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
20

Have you ever conducted visits to homes of young people living with HIV? (Yes/No)

21

If Yes to question 20, how often do you do this and what services do you offer to young people during these
visits

Yes

No

a. Frequency of home visits: …………………………………………………………………………….………………………………
b. Services offered………………………………………………………………..………………………….………………………………
22

Do you have any role you play in the follow up of defaulting HIV positive young
people? (Yes/No)

Yes

No

23
If Yes to question 22, explain your role(s)………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………….

D: Demand for HIV prevention, care and treatment
24

Do you think that HIV prevention, care and treatment services for young people are
in demand? (Yes/No)

25

Provide reasons for your answer to question 24:

Yes

No

………………………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………………………..
26

Does your local health facility engage the community when designing HIV
prevention, care and treatment services for young people? (Yes/No)

27

If Yes to question 26, briefly explain how they do this:

Yes

………………………………………………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..
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No

28

In your opinion, does your local health facility offer HIV prevention, care and
treatment services that are friendly to young people? (Yes/No)

29

Provide reasons for your answer to question 28:

Yes

No

………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
30

What do you like about HIV prevention, care and treatment services offered to young people at your local
health facility?
1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………

31

What do you suggest must be changed about HIV prevention, care and treatment services offered to young
people at your local health facility?
1……………………………………………………………………………………………………………………………………………………….
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………

32

What do you like about HIV prevention, care and treatment services offered to young people in your
community?
1……………………………………………………………………………………………………………………………………………………….
2……………………………………………………………………………………………………………………………………………………….
3……………………………………………………………………………………………………………………………………………………….

33

What do you suggest must be changed about HIV prevention, care and treatment services offered to young
people in your community?
1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………
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34

Do you think that HIV prevention, care and treatment services offered to young
people at the health facility and in the community have positive effects in your
community? (Yes/No)

35

Provide reasons for your answer to question 34:

Yes

No

…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
36

Do you think that HIV prevention, care and treatment services offered to young
people at the health facility and in the community have negative effects in your
community? (Yes/No)

37

Provide reasons for your answer to question 36:

Yes

No

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………

E: Acceptability of HIV prevention, care and treatment services
38

Are you satisfied with HIV prevention, care and treatment services available at your
nearest health facility and community? (Yes/No)

39

Provide reasons for your answer to question 38:

Yes

No

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
40

Do you think the HIV prevention, care and treatment services offered to young
people are appropriate for the age group? (Yes/No)

41

Provide reasons for your answer to question 40:

Yes

No

…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
42

Do you think the HIV prevention, care and treatment services offered to young
people are appropriate for your setting? (Yes/No)

43

Provide reasons for your answer to question 42:
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Yes

No

…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..
44

Do you think the HIV prevention, care and treatment services offered to young
people in the community fit well within your culture? (Yes/No)

45

Provide reasons for your answer to question 44:

Yes

No

…………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………..
46

Do you intent to continue utilizing HIV prevention, care and treatment services
available to young people in your community and at the health facility? (Yes/No)

47

Provide reasons for your answer to question 46:

Yes

…………………………………………………………………………………………………………………………………………………………

Thank You
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APPENDIX 4: FOCUS GROUP DISCUSSION GUIDE FOR ADOLESCENTS
Ministry of Health and Child Care

Feasibility of adolescent-focused HIV prevention, care and treatment differentiated service
delivery (DSD) in Zimbabwe
What language do you prefer for our discussion today?
___English
___Shona
___ Ndebele
Instructions



Use this to guide the Focus Group Discussion (FGD) with adolescents accessing health services at the
selected health facilities.
This FGD should only be started once informed consent has been obtained from all participants.

Introduction
My name is………………………………., and my colleague’s name is………………………………. We are from the Ministry of
Health and Child Care. We are conducting this research study in order to learn more about young peoples’ health
and life experiences. Findings from this study will help the Ministry of Health and Child Care to make health, in
particular HIV services for young people in Zimbabwe better. We are talking to young men and women in your
area who are between 10 and 19 years old, as well as health managers, healthcare workers, community leaders
and village health workers. In this session we are conducting a Focused Group Discussion with you (young people
aged 10 – 19 years) to hear your views on HIV services that you are receiving at this facility and in your
community. Your participation is voluntary and and you are not being forced. You are free to withdraw from this
discussion before we start or even before the discussion is concluded. The information you will provide will not
be shared with anyone outside the research team. We may capture specific statements during this discussion
but if incorporated in the final report they will be captured without contributor’s names.

FGD Facilitator Name (s): _____________________________________________________________
FGD date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
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Start time: __ __ __ __

Thank you again for agreeing to participate in our study.

Basic information
Province

District

Facility Name

Number of Participants
Male

Female

1. Guiding questions and prompts

1.

Tell me about HIV prevention, care and treatment services offered to young people at this health facility.
(Probe about the following):


HIV testing and counselling



ART initiation and follow up



Monitoring of clients on ART (Viral load, CD4 count etc.)



Youth friendly corners/areas

2. Tell me what you like about HIV prevention, care and treatment services offered to young people
at this health facility. (Probe about the following):


Youth specific review dates



Opening after normal working hours and during the weekends



Less frequent visits to the health facility



Time spent at the health facility



Support from CATS



Provision of care during support group meetings



Cost of health services

3. Tell me what you don’t like about HIV prevention, care and treatment services offered to young
people at this health facility.
4.

What are your thoughts about clinical consultation process at this facility? (Probe about the following):


Time spent at the facility
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5.

6.



Listening to patient problems



Explaining examination/procedures/treatment



Giving clear instructions about medication



Fairness (first come, first serve)



Maintenance of confidentiality

What are your thoughts about this health facility’s infrastructure and availability of equipment and supplies?
(Probe about the following):


Cleanliness/sanitation



Privacy/comfort



Availability of medicines and diagnostic equipment



Availability of entertainment

How does this facility involve clients in the planning and implementation of HIV prevention, care and
treatment services for young people? (Probe about the following):


Support group meetings



Health center committee



Comments books for clients



Client exit interviews



Suggestion boxes

7. Tell me about HIV prevention, care and treatment services offered in your community. (Probe
about the following):


Outreach activities for HIV testing and ART initiation



Home visits for HIV testing and tracking of defaulters

8. Tell me what you like about HIV prevention, care and treatment services offered to young people
in your community.
9. In your opinion, what needs to be done to improve the quality of HIV prevention, care and
treatment services offered to young people at this health facility and in your community?

Thank You
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APPENDIX 5: QUESTIONNAIRE FOR CAREGIVERS OF ADOLESCENTS AND CATS
Ministry of Health and Child Care

Feasibility of adolescent-focused HIV prevention, care and treatment differentiated
service delivery (DSD) in Zimbabwe
What language do you prefer for our discussion today?
___English
___Shona
___ Ndebele
Identification
Participant number __ -__ -__ __
Note: This should have the participant type code (CG), province, district and sequential number. Sequential
numbering should begin at 01.
Participant type:

Caregiver of an adolescent
Caregiver of a CATS

Interviewer Name: ________________________________
Interview date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
Tool checked by: __________________________ Date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
INSTRUCTIONS: Use this questionnaire to collect data from caregivers of adolescents and CATS. Interview
should only be started once written informed consent has been obtained from the participant. Read all of the
questions aloud to the participant. Clarify questions as needed if the respondent looks uncertain or indicates
that he/she is unsure what you mean.
Introduction
Hello, my name is ______________. I am one of the interviewers for a research study supported by Ministry of
Health and Child Care. We are conducting this research study in order to learn more about young peoples’ health
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and life experiences. We are interviewing young men and women in your area who are between 10 and 19 years
old, as well as health managers, healthcare workers, community leaders and village health workers. Your
participation will help the Ministry of Health and Child Care to make health, in particular HIV services for young
people better.
Thank you again for agreeing to participate in our study.
Start time: __ __ . __ __

A: Basic Information
1

Province

2

District

3

Name of nearest health facility

4

Health facility type

Clinic
Rural hospital
Mission hospital
District hospital
Provincial hospital

B: Demographic Information
5

What is your age? (Years)

6

Sex (Male/Female)

Male

7

What is your highest level of education? (Tick what applies)

No education
Primary
Secondary
Tertiary
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Female

Other (Specify)
8

What is your marital status? (Tick what applies)

Single
Never married
Married
Separate
Divorced
Widowed
Living partner

C: Implementation of HIV prevention, care and treatment programs
9

We understand you look after a young person in your home. May you briefly explain the support you offer to
this young person with regards to their health:
…………………………………………………………………………………………………………………………………………………….....
………………………………………………………………………………………………………………………………………………………..

10

Have health care workers or young people ever visited your home to discuss health
and HIV related issues? (Yes/No)

11

If yes to question 10, state the issues that you discussed during the last visit:

Yes

No

HIV testing of family other family members
Adherence to prescribed medicines
Nutritional support to sick family members
Referral of family members to health facility
Income generating projects
Other, specify:……………………………………………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………………………….
12

Are you happy to have healthcare workers and young people visit you in your
home? (Yes/No)
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Yes

No

13
Give reasons for your answer to question 12: ………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………
14

Are you facing any challenges looking after the young person in your home?
(Yes/No)

15

If Yes to question 14, state the challenges:

Yes

No

Bus fare to health facility for clinical reviews
Frequent visits to health facility
Stigma and discrimination by young person’s peers and schoolmates
Stigma and discrimination by general community members
Disclosure of the young person’s HIV status
Food shortages
Other, specify:…………………………………………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………………………….
Questions 16 to 21 are for caregivers of CATS only
16

Are you happy that the young person you look after is a CATS? (Yes/No)

17

If yes to question 16, state the reasons:

Yes

No

…………………………………………………………………………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………...
18

Are you facing any challenges related to the young person you look after being a
CATS? (Yes/No)

19

If Yes to question 18, state the challenges:

Yes

Bus fare to health facility for clinical reviews
Frequent visits to health facility
Stigma and discrimination by young person’s peers and schoolmates
Stigma and discrimination by general community members
Disclosure of the young person’s HIV status
Food shortages
Other, specify:……………………………………………………………………………………………………………………………..
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……………………………………………………………………………………………………………………………………………………….
20

Would you recommend continuation of the CATS model? (Yes/No)

21

Give reasons for your answer to question 20:
…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………….

D: Demand for HIV prevention, care and treatment
22

Do you think that adolescent HIV prevention, care and treatment services are in
demand? (Yes/No)

23

Provide reasons for your answer to question 22:

Yes

No

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
24

Does your local health facility engage the community when designing HIV
prevention, care and treatment services for young people? (Yes/No)

25

If Yes to question 24, briefly explain how they do this:

Yes

No

………………………………………………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..
26

In your opinion, does your local health facility offer HIV prevention, care and
treatment services that are friendly to young people? (Yes/No)

27

Provide reasons for your answer to question 26:

Yes

………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
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28

What are the factors that are facilitating young people to access health services, in particular HIV prevention,
care and treatment services?
………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..

29

What are the factors that are hindering young people to access health services, in particular HIV prevention,
care and treatment services?
………………………………………………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………

E: Acceptability of HIV prevention, care and treatment services
30

Are you satisfied with HIV prevention, care and treatment services available in your
community? (Yes/No)

31

Provide reasons for your answer to question 30:

Yes

No

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
32

Do you think the HIV prevention, care and treatment services offered to young
people are appropriate for the age group? (Yes/No)

33

Provide reasons for your answer to question 32:

Yes

No

…………………………………………………………………………………………………………………………………………………………
34

Do you think the HIV prevention, care and treatment services offered to young
people fit well within your culture? (Yes/No)

35

Provide reasons for your answer to question 34:

Yes

…………………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………………..

Thank You
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APPENDIX 6: QUESTIONNAIRE FOR COMMUNITY LEADERS AND COMMUNITY
HEALTHCARE WORKERS
Ministry of Health and Child Care

Feasibility of adolescent-focused HIV prevention, care and treatment differentiated
service delivery (DSD) in Zimbabwe
What language do you prefer for our discussion today?
___English
___Shona
___ Ndebele
Identification
Participant number __ -__ -__ __
Note: This should have the participant type code (CL), province, district and sequential number. Sequential
numbering should begin at 01.
Participant type:

Community leader
Community healthcare worker

Interviewer Name: ________________________________
Interview date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
Tool checked by: __________________________ Date: __ __ / __ __ / __ __ __ __ (dd-mm-yyyy)
INSTRUCTIONS: Use this questionnaire to collect data from community leaders and community healthcare
workers. Interview should only be started once written informed consent has been obtained from the
participant. Read all of the questions aloud to the participant. Clarify questions as needed if the respondent
looks uncertain or indicates that he/she is unsure what you mean.
Introduction
Hello, my name is ______________. I am one of the interviewers for a research study supported by Ministry of
Health and Child Care. We are conducting this research study in order to learn more about young peoples’ health
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and life experiences. We are interviewing young men and women in your area who are between 10 and 19 years
old, as well as health managers, healthcare workers, community leaders and village health workers. Your
participation will help the Ministry of Health and Child Care to make health, in particular HIV services for young
people better.
Thank you again for agreeing to participate in our study.
Start time: __ __ . __ __

A: Basic Information
1

Province

2

District

3

Name of nearest health facility

4

Health facility type

Clinic
Rural hospital
Mission hospital
District hospital
Provincial hospital

B: Demographic Information
5

Sex (Male/Female)

6

What is your highest level of education? (Tick what applies)

Male
No education
Primary
Secondary
Tertiary
Other (Specify)

C: Implementation of HIV prevention, care and treatment programs
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Female

7

In your opinion, does implementation of HIV prevention, care and treatment
services for young people require additional resources (Yes/No)

8

Provide reasons for your answer to question 9:

Yes

No

……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
Questions 9 to 18 are for village health workers only
9

Briefly explain your responsibilities with regards to provision of HIV prevention, care and treatment services
to young people:
…………………………………………………………………………………………………………………………………………………….....
………………………………………………………………………………………………………………………………………………………..

10

List the adolescent HIV prevention, care and treatment services available at your nearest health facility and
community:
Health facility:
1……………………………………………………………………………………………………………………………………………………….
2……………………………………………………………………………………………………………………………………………………….
3……………………………………………………………………………………………………………………………………………………….
Community:
1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………

11

Have you ever participated in community outreach activities focusing on HIV
prevention, care and treatment services for young people? (Yes/No)
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Yes

No

12

If yes to question 11, explain the activities you participated in and your responsibilities:

a. Community outreach activities: ………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………
b. Responsibilities: …………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………
13

Have you ever supported enrolment of HIV positive adolescents in support groups?
(Yes/No)

14

If Yes to question 13, briefly explain your responsibilities: ………………………………………………………………

Yes

No

…………………………………………………………………………………………………………………………………………………………
15

Have you ever conducted visits to homes of young people living with HIV? (Yes/No)

16

If Yes to question 15, how often do you do this and what services do you offer to young people and their
family members during these visits

Yes

No

a. Frequency of home visits: …………………………………………………………………………….………………………………
b. Services offered………………………………………………………………..………………………….………………………………
17

Do you have any role you play in the follow up of defaulting HIV positive young
people? (Yes/No)

18

If yes to question 17, explain your role(s)………………………………………………………………………………………….

Yes

No

………………………………………………………………………………………………………………………………………………………….

D: Demand for HIV prevention, care and treatment
19

Do you think that adolescent HIV prevention, care and treatment services are in
demand? (Yes/No)

20

Provide reasons for your answer to question 19:

Yes

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
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21

Does your local health facility engage the community when designing HIV
prevention, care and treatment services for young people? (Yes/No)

Yes

No

22

If Yes to question 21, do you have any role that you play in implementation of HIV
prevention, care and treatment services for young people? (Yes/No)

Yes

No

23

If Yes to question 22, briefly explain your roles:
………………………………………………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..

24

In your opinion, does your local health facility offer HIV prevention, care and
treatment services that are friendly to young people? (Yes/No)

25

Provide reasons for your answer to question 24:

Yes

No

………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
26

What are the factors that are facilitating young people to access HIV prevention, care and treatment services?
………………………………………………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………….
...………………………………………………………………………………………………………………………………………………………..

27

What are the factors that are hindering young people to access HIV prevention, care and treatment services?
………………………………………………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………
28

What do you like about HIV prevention, care and treatment services offered to young people at your local
health facility?
1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
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3………………………………………………………………………………………………………………………………………………………
29

What do you suggest must be changed about HIV prevention, care and treatment services offered to young
people at your local health facility?
1……………………………………………………………………………………………………………………………………………………….
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………

30

What do you like about HIV prevention, care and treatment services offered to young people in your
community?
1……………………………………………………………………………………………………………………………………………………….
2……………………………………………………………………………………………………………………………………………………….
3……………………………………………………………………………………………………………………………………………………….

31

What do you suggest must be changed about HIV prevention, care and treatment services offered to young
people in your community?
1………………………………………………………………………………………………………………………………………………………
2………………………………………………………………………………………………………………………………………………………
3………………………………………………………………………………………………………………………………………………………

32

Do you think that HIV prevention, care and treatment services offered to young
people have positive effects in your community? (Yes/No)

33

Provide reasons for your answer to question 32:

Yes

No

…………………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………
34

Do you think that HIV prevention, care and treatment services offered to young
people have negative effects in your community? (Yes/No)

35

Provide reasons for your answer to question 34:

Yes

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
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E: Acceptability of HIV prevention, care and treatment services
36

Are you satisfied with HIV prevention, care and treatment services available in your
community? (Yes/No)

37

Provide reasons for your answer to question 36:

Yes

No

………………………………………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………………………………………..
38

Do you think the HIV prevention, care and treatment services offered to young
people are appropriate for the age group? (Yes/No)

39

Provide reasons for your answer to question 38

Yes

No

…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
40

Do you think the HIV prevention, care and treatment services offered to young
people fit well within your culture? (Yes/No)

41

Provide reasons for your answer to question 40:

Yes

No

…………………………………………………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………………………………………………..
42

Would you recommend continuation of implementation of HIV prevention, care and
treatment services available to young people in your area? (Yes/No)

43

Provide reasons for your answer to question 42:

Yes

…………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………..

Thank You
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ACT Adolescents Project: Key Performance Indicators
January 2017 - June 2018

Indicator

Jan-Mar

2017 Apr-June 2017 July-Sept

2017 Oct-Dec

2017 Jan-Mar

2018

Service Coverage
Programme catchment area (number of districts supported)
Programme catchment area (number of sites supported)
Ensuring HIV testing, ART initiation and retention on ART for adolescents according to current WHO Guidelines
Number of adolescents aged 10-19 years presenting to health facilities
Number of adolescents aged 10-19 years tested for HIV and received results
Percentage of adolescents aged 10-19 years HIV tested and received results
#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

Number of adolescents aged 10-19 years testing HIV positive

Number of HIV positive adolescents aged 10-19 years initiated on ART

Percent HIV positive adolescents aged 10-19 years initiated on ART

Number of defaulting HIV positive adolescents aged 10-19 years

Number of defaulting HIV positive adolescents aged 10-19 years succesfully
followed up by CATS
Percent of defaulting HIV positive adolescents aged 10-19 years succesfully
followed up by CATS

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

Percent adolescents aged 10-19 years with viral load measured and
documented 6 months after ART initiation

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

Percentage of HIV positive adolescents aged 10-19 years who are virologically
suppresed

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

Number of HIV positive adolescents with viral load measured and documented 6
months after ART initiation
Number of HIV positive adolescents aged 10-19 years who are virologically
suppresed

Number of adolescents aged 10-19 years initiated on ART 6 months prior to
reporting period
Number of adolescents aged 10-19 years retained on ART 6 months after
initiation
Percent adolescents aged 10-19 years retained on ART 6 months after
initiation
Number of adolescents aged 10-19 years initiated on ART 12 months prior to
reporting period
Number of adolescents aged 10-19 years retained on ART 12 months after
initiation
Percent adolescents aged 10-19 years retained on ART 12 months after
initiation

CATS Indicators
Number of CATS currently supporting the program
Number of HIV positive adolescents aged 10-19 years enrolled in support groups
by CATS
Number of adolescents aged 10-19 years referred to health facilities by CATS
Service Availability (Program Management Indicators)
Number of sites where HIV test kits were not available
Number of sites with interruption in HIV testing

Number of sites with a stock-out of ARV drugs
Number of sites meeting minimum adolescents service delivery standards
(Zvandiri package)
Number of sites with functional client tracking and tracking mechanism
Number of index case home visits conducted by CATS
Number of health care workers trained in adolescent HIV service provision
Number of CATS mentored in adolescent HIV service provision
Number of sites visited for supportive supervision by Community Linkages
Coordinators (CLiCs)

