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FOREWORD

Zimbabwe has over the years recorded significant progress and achievements in reducing HIV preva-
lence and incidence, with a decline in prevalence from 29% in 1999 to 13.7% (2017 Estimates Report).
The decline in the new infection rates is attributed to a number of interventions with knowledge of one’s
status through the structured HIV Testing Services (HTS) being at the core of this achievement. Subse-
qguent actions after HIV testing range from linkage to HIV care and treatment, provision of male and
female condoms, linkage to behavior change programs among other options and most recently linkage
to pre-exposure prophylaxis (PrEP).

Zimbabwe is signatory to the global HIV prevention roadmap which aims to prevent and reduce new HIV
infections by 75% by 2020. United Nations member states, Zimbabwe included, have committed to
reducing new adult HIV infections to fewer than 500 000 annually by 2020 and ending AIDS as a public
health threat by 2030. Achieving this will require rapid action based on proven tools and well-informed
innovation, backed by extensive support.

New infections among adolescents and adults have remained stubbornly high. However, vigorous mea-
sures need to be taken to strengthen HIV combination prevention. Achieving the 90-90-90 targets for
HIV treatment is therefore critical. All available evidence show that treatment alone will not be enough
to control the epidemic — primary prevention also need to be scaled up whilst maintaining proven
prevention methods like condoms.

Zimbabwe aims to reduce HIV incidence among adults and adolescents by 50%: from 0.50% in 2015 to
0.25% by 2020. While there has been a remarkable decline in HIV incidence to date, there is need to
intensify and accelerate the implementation of strategies that have been proven to work and embrace
new initiatives, for the country to realize its vision: A Zimbabwe with zero new HIV infections, zero
discrimination, and zero AlIDS-related deaths leading towards ending AIDS by 2030.

MoHCC recognizes and embraces the need to achieve these ambitious targets and therefore calls on all
our stakeholders, local and international partners working in the fight against HIV and AIDS to join the
government of Zimbabwe in mobilizing the requisite financial and technical resources for the sustain-
able implementation of the priority interventions identified in this PrEP implementation plan.

N

Major General, (Dr.) Gerald Gwiniji

Permanent Secretary, Ministry of Health and Child Care, Zimbabwe
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ACRONYMS

3TC Lamuvidine

ABYM Adolescent boys and young men

AGYW Adolescent girls and young women

AIDS Acquired immunodeficiency syndrome
ARV Antiretroviral

DREAMS Determined, Resilient, Empowered, AIDS free, Mentored and Safe women
eMTCT Elimination of mother to child transmission of HIV
FSW Female sex worker

FTC Emtricitabine

HBV Hepatitis B Virus

HCW Healthcare worker

HIT HIV Integrated Training

HIV Human Immunodeficiency Virus

HTS HIV testing services

LGBT Lesbians, gays, bi-sexual and transgender
M&E Monitoring and evaluation

MOHCC Ministry of Health and Child Care

MSM Men who have sex with men

OSDM Operational and Service delivery Manual
PLHIV People living with HIV

PrEP Pre-exposure prophylaxis

PSI Population Services International

SBCC Social behaviour change communications
SDC Sero-discordant couple

SRH Sexual and reproductive health

STI Sexually transmitted infections

TDF Tenofovir Disoproxil Fumerate

TWG Technical working group

VMMC Voluntary medical male circumcision
WHO World Health Organization

ZIMPHIA  Zimbabwe Population-based HIV Impact Assessment
ZNASP Zimbabwe National HIV and AIDS Strategic Plan
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1.0 BACKGROUND

1.1. The HIV epidemic in Zimbabwe

Zimbabwe has a generalised HIV epidemic with an estimated 1.2 million people living with HIV
in the country in 2016.! In the general population both incidence and prevalence rates (0.47%
and 14% respectively) remain unacceptably high. An estimated 33 000 people were newly
infected in 2016.! The HIV epidemic in the country is heterosexually driven, with heterosexual
transmission accounting for about 94% of the new HIV infections among adults.?

Women continue to be disproportionately affected by HIV and the disparity in HIV incidence and
prevalence by sex is most pronounced among young people. HIV incidence among 15 to 24 year
old females is 0.53% compared to 0.14% among males in the same age group and a similar
trend has been observed in HIV prevalence among females in the 20 to 24 year old age group
(8.1%) compared to 2.7%. among males of the same age.

40
HIV prevalence by age and sex in Zimbabwe
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Figure 1: HIV prevalence among persons 0-64 years old by age and sex, ZIMPHIA 2015-2016

The HIV epidemic in Zimbabwe is geographically heterogeneous. HIV prevalence ranges from
11.4% in Manicaland province to 22.3% in Matabeleland South province!. An HIV hotspot map-
ping exercise® categorized districts in to high, medium, and low risk based on prevalence, inci-
dence and presence of high risk behaviours. However, some medium risk districts, termed
medium with high risk, were identified to have the potential to shift into high risk if risky
behaviours were not addressed. Based on the hot spot mapping exercise, the majority of

1 Zimbabwe Population-based HIV Impact Assessment, 2015- 2016
2 HIV Modes of Transmission Study, 2011
5 Smart Investment to End HIV in Zimbabwe based on Hotspot Analysis, 2015




districts in the country were placed in the medium and medium with high risk category
whilst 22% (14) of the districts in the country were placed in the high risk category.

HIV prevalence by province in Zimbabwe

HIV Prevalence
22.3%

[ Mashonaland Central: 13.6%]
[ Mashonaland West: 12.9%]

Harare: 14.2%

11.4%

[Mashonaland East: 14.1%]

Matabeleland North: 20.1%

Midlands: 14.1%

- [ Manicaland: 11.4% ]

Bulawayo: 18.7%
L

Masvingo: 14.9%
Matabeleland South: 22.3%“ .

Figure 2: Classification of districts in Zimbabwe by level of risk, Hot Spot Mapping Report
2015

The majority of new HIV infections in Zimbabwe are in urban compared to rural settings,
although the majority of the total population (68%) is based in rural settings®. The higher inci-
dence in urban settings may signify a high prevalence of risky behaviours or a concentration of
key populations resulting in emergence of sub-epidemics. As such, there is a need to investi-
gate and strengthen prevention efforts particularly for populations identified to be at high risk
of HIV infection including:

 Adolescent girls and young women

Male and female sex workers

At risk men — men who have sex with men (MSM), truck drivers, prisoners
The HIV negative partner in sero-discordant couples

Women in relationships with men of unknown status

Transgender people

4 Census report 2012




In addition, women may have increased biological and behavioural susceptibility putting them
at greater risk of acquiring HIV during pregnancy, breastfeeding and the postpartum period.
Pregnant and breastfeeding women who acquire HIV at this time also have a greater risk of
transmitting HIV to their infants.

1.2. Combination HIV prevention in Zimbabwe

Zimbabwe employs a combination approach to HIV prevention to reduce new infections. Com-
bination prevention refers to a systematic approach to implementing a range of HIV prevention
interventions: behavioural and biomedical in synergy with structural interventions. This means
that the different interventions are delivered in combination and tailored to the needs of the
different individuals and population groups at risk of HIV infection. The combination approach
recognizes that an individual’s risk of HIV infection and their HIV prevention needs change over
time.

The figure below summarises the different components of the combination HIV prevention
strategy.
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Figure 3. HIV combination prevention options

As new interventions and options have emerged, Zimbabwe has expanded its HIV prevention
strategy to include oral pre-exposure prophylaxis (PrEP) and programming that focuses on
high risk populations including adolescent girls and young women.
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Delivered in Combination (wherever Tailored to the needs of and

Core Program Areas efficient) through: involving*

HTS

Behavior Change &
Demand Creation

e-MTCT

Condom Programming

PrEP & PEP

Prevention with
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Combined service delivery
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Social protection and education
Legal and policy reform; advocacy

Male Circumcision

Figure 4 Core components of the combination HIV prevention package in Zimbabwe, (Adapted from
Combination Prevention Strategy 2012- 2015)

The implementation of a comprehensive combination HIV prevention strategy has been suc-
cessful as reflected by the steady decline in incidence. Between 2006 and 2016, the number of
new HIV infections in Zimbabwe declined by more than 55% °

1.3. Gaps in HIV prevention in Zimbabwe

Zimbabwe aims to reduce HIV incidence among adults and adolescents by 50%: from 0.48% in
2015 to 0.24% by 2020.¢ While there has been a remarkable decline in HIV incidence to date,
there is need to intensify and accelerate the implementation of strategies that have been
proven to work and embrace new initiatives, for the country to realize its vision: A Zimbabwe
with zero new HIV infections, zero discrimination, and zero AIDS-related deaths leading
towards ending AIDS by 2030.

The table below summarizes the gaps identified and to be addressed in HIV prevention.

® UNAIDS Data 2017
¢ Extended Zimbabwe National HIV and AIDS Strategic Plan Il (ZNASPIII), 2015 - 2020

8



IMPLEMENTATION PLAN FOR HIV PRE-EXPOSURE PROPHYLAXIS IN ZIMBABWE 2018-2020

suone|ndod Ay 40} S921AJ9S JO 93exded paJojiel dojansqg
w034 Adjjod pue me| 404 Adedonpy

suone|ndod Aay

Ul SJUSWISDAUL pue $924Nn0saJ o Suiddew pue 21w (1S9 9ZIS e ¥ epapun

SDIINIDS
JININA J0 uoisuedxa apimuoiieu oddns 03 S|9pPoW JUBIDID 3N

s uNWWod pue diysiapes|

Su1984e1 A8a3e43s UOIEIIUNWIWOD pue AJBJOAPE INO |04 PUE UaYI3uals

s90130e.d [BNXaS Jojes Jo uondope 0} Sial4Jeq
3uissaippe ul 9|04 Suipes| e 9.1 01 UsW Joy) suapea| Ay yum Adedonpy
s3unas Ajiwey ul sjenpiaipul se

suonendod Ay pue ajdoad SunoA Sunadiel Ajaresaqiap sa1891e41s DD4S

suone|ndod Ay Joj JuswuouiAua Adljod Suiduajieyd
suone|ndod A3 Jo Sa131|eaJ PAAI| pue spasu

21}199ds ay3 03 PaJ0jie} S221AJISS JO 23eyded aAlsusya1dwod Jo e
Suiddew pue uonrew|1ss azis ulpnjoul uollew.oul 21393e43s Jo yoe]

DININIA SUII940 S313|19B4 JO JSGUINU PAYIWIT
sdnou3 a3e 1984e3 10edwi Y3y ul JININIA 40 93e49A00 MO

S92IAI9S pue )DJGS UdaMlaq sadedul| Jood
9|doad SunoA pue usw jo 98e4aA00 pue yoeas paywi]

suonejndod Aa))|

(OWWA)
uoIsPWNAII 3.l
|eaipan Asejunjopn

(209S)
suoledunwwo)

?8uey)
Jnoineyag [eos

"SU0I3084Ul A[H Mau Jo de}

ay1 buiso)) :Jil dSYNZ 40 snooj uoinoa.ip oibajeuys Aex 15y 8yl Jepun (4314 Buipnioxa) uonusasid AJH 404 seale snooj AyioLid pue sdeb jo Auewwns (T 8)qel




1.4. PrEP Implementation Plan Development Process
The national TWG steered a series of consultative processes that informed the development of
the National PrEP implementation plan. This included:

i. Stakeholder consultations

Consultations were conducted to solicit input from different stakeholders including policy
makers in the MOHCC, technical and implementing partners as well as organizations involved
in the implementation of the PrEP demonstration and research studies and the PrEP users. The
stakeholder consultative processes included key informant interviews, SWOT analysis (annex
A) and a series of workshops. The draft plan was also reviewed by members of the PrEP TWG.

ii. Site readiness assessments

A sample of 18 public and private health facilities in six districts across five provinces in the
country were assessed to identify health system enablers and facility-level gaps to be
addressed before oral PrEP can be rolled out. The assessment focused on five areas:

* Availability of minimum complementary HIV prevention and treatment services
already offered at the facility;

« Human resources: gaps and opportunities in health care worker (HCW) training in rela
tion to oral PrEP services

» Patient overview: Understand client profile and testing volumes at sites to estimate
potential oral PrEP uptake.

» Drugs and lab management: Determine site capacity to provide required and recom
mended tests as well as stock management for oral PrEP drugs.

» Other: identify any other issues that may affect site readiness to offer oral PrEP
including the presence of high risk populations among facility clientele and HCW
reported gaps and opportunities in HIV prevention services.

The site assessment tool has since been updated for use in general Oral PrEP roll-out (Annex

C).

iii. Community dialogues with potential PrEP end users

A total of 21 dialogues were conducted with potential PrEP users from both urban and rural
communities in 8 of the 10 provinces in the country. Dialogue participants included adult men
and women, influential and opinion leaders, AGYW, ABYM, students in tertiary institutions,
pregnant and lactating women, sex workers, MSM and other members of the LGBT community.
The main objective of the community dialogues was to explore and understand communi-
ty-level perceptions about oral PrEP, identify potential facilitators and barriers to uptake and
use of oral PrEP as a new HIV prevention intervention in Zimbabwe.

iv. Health worker knowledge, attitudes and practices survey

A survey was conducted to explore healthcare providers” knowledge, attitudes and practices
on PrEP drawing on their experiences delivering PrEP services or other reproductive health and
HIV services. Specifically, the survey aimed to evaluate healthcare providers’ familiarity with
the content of the national HIV guidelines, knowledge about PrEP effectiveness and safety; to
understand the practices and experiences of healthcare providers in providing PrEP and other
HIV and reproductive health services for AGYW and to seek the views of healthcare providers
on feasible and acceptable service delivery norms for PrEP.

10




2.0 PRE-EXPOSURE PROPHYLAXIS FOR
HIV PREVENTION

In 2015, the World Health Organization (WHO) recommended that oral pre-exposure prophy-
laxis (PrEP) containing Tenofovir (TDF) based regimens should be offered as an additional
choice for people at substantial risk of HIV infection as part of combination HIV prevention
approaches.” PrEP is the use of antiretroviral (ARV) drugs before HIV exposure by people who
are not infected with HIV in order to prevent the acquisition of HIV. In addition to the oral
ARV-based PrEP, other types of PrEP for HIV are currently being investigated globally and
regionally including a long acting injectable PrEP, microbicides, and different types of vaccines.

Oral PrEP taken daily during periods of substantial risk of HIV infection, is a highly-effective
prevention strategy, and can reduce the risk of acquisition of HIV through sexual intercourse by
more than 90%.2 The level of protection provided by oral PrEP does not differ by age, sex, or
mode of acquiring HIV - rectal, penile or vaginal exposure; however, the level of protection is
strongly correlated with adherence. High adherence to oral PrEP results in a high level of
protection from HIV infection whereas suboptimal adherence does not offer the expected
protective benefits.

» CAPRISA 004 (tenofovir
gel, BAT-24 dosing)

o iPrEx
o TDF2
o Partners PrEP (TDF)
o Partners PrEP (TDV/FTC)
o FEM-PrEP
VOICE (TDF)
» VOICE (TDF/FTC)

Effectiveness (%)

i ’ 5 : VOICE (tenofovir gel,
50 ¢ : . : : £ g daily dosing)
10 20 n ") 50 50 70 80 50

Percentage of participants' samples that had detectable drug levels Pearson correlation = 0.86, p=0.003 Source: Salim S. Abdool Karim, CAPRISA

Figure 5 Effectiveness and adherence in trials of oral and topical Tenofovir based prevention

The WHO defines substantial risk of HIV infection as HIV incidence around 3 per 100
person-years or higher in the absence of oral PrEP. This high level of HIV incidence has been
identified among some groups of MSM, transgender women in many settings, sex workers and
heterosexual men and women who have sexual partners with undiagnosed or untreated HIV
infection. Individual risk varies within groups at substantial risk, depending on behaviour and
the characteristics of sexual partners.

”WHO expands recommendation on oral pre-exposure prophylaxis of HIV infection, 2015
® Center for Disease Control and Prevention, 2016
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In 2016, the Guidelines for Antiretroviral Therapy for the Prevention and Treatment of HIV in
Zimbabwe were updated to include oral PrEP as an additional prevention option for individuals
at high risk of HIV infection. The regimens recommended for daily oral PrEP are:

1. Tenofovir Disoproxil Fumarate/ Emtricitabine (TDF/FTC)
2. Tenofovir Disoproxil Fumarate/ Lamivudine (TDF/3TC)

Prioritizing PrEP for individuals at high risk of HIV infection is expected to be the most cost-ef-
fective approach to PrEP roll-out. For program sustainability and in line with the combination
prevention approach, PrEP will be offered as part of a package of prevention options and
services including correct and consistent use of male and female condoms, VMMC, and risk
reduction education and counselling.

2.1. Implementation considerations for PrEP

The implementation of PrEP has been demonstrated to be feasible for different population
groups in different settings outside clinical trial settings. However, there are significant con-
cerns about implementing PrEP. PrEP reaches maximum efficacy in preventing HIV infection
with high levels of adherence. However, reaching prevention — effective levels of adherence
may be particularly challenging for populations that may benefit the most from oral PrEP.
Other challenges and considerations in PrEP implementation are related to the restrictive legal
environment for key and other populations which limits the rights and social support for people
at substantial risk for HIV.

PrEP implementation is designed not to displace or threaten effective and well-established HIV
prevention interventions, such as condom programming and harm reduction. Instead, PrEP will
be integrated into existing HIV prevention programming and delivered together with other HIV
prevention and sexual and reproductive health options. PrEP will be promoted as a positive
choice among people for whom it is suitable during the periods of substantial risk in their lives.

2.2. PrEP Implementation Experiences in Zimbabwe

The feasibility of oral PrEP implementation in Zimbabwe has been proven in ongoing and com-
pleted demonstration projects and clinical trials. The following table summarizes ongoing PrEP
projects in Zimbabwe from which insights were drawn in the development of this implementa-
tion plan.

12




IMPLEMENTATION PLAN FOR HIV PRE-EXPOSURE PROPHYLAXIS IN ZIMBABWE 2018-2020

Table 2: Summary of demonstration projects, studies, and clinical trials of oral PrEP in Zimbabwe, PrEP
Landscape Analysis 2017

Project to identify strategies to increase uptake and

IDEO, Abt, RTI, correct/consistent use of ARV-based prevention
CAPRISA products by women at high-risk of HIV infection using
an end-user centered strategy

EMOTION

University of Project to evaluate daily oral PrEP as a primary
Zimbabwe, prevention strategy for young African women
University of Cape

Town, Desmond

Tutu HIV

Foundation

HPTN 082

Project to evaluate use of the Dapivirine ring and oral
PreP, each for a period of 6 months of use, to collect
data on safety, adherence, and acceptability

IPM 045 /
MTN 034

Ministry of Health
and Child Care,
Clinton Health
Access Initiative,
Zimbabwe National
Family Planning
Council

The study aims to assess the supply chain management,
clinic staff readiness, and M&E processes required to
prepare a site to integrate oral PrEP into current HIV
prevention services in the public sector. The sub-study
seeks to understand client-level barriers and facilitators
for PrEP uptake and continued use

PrEP Learning Sites -
Facility & Client Study
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By the end of 2017, a total of 3,073 clients were initiated on PrEP in Zimbabwe.

Client Initiated on Oral PrEP by Category, August
2016 December 2018

1,800
1616
1,600
1,400
1,200
1,000
800 610
400
200 145 94 58
0 ] 1 E—
Female sex Negative Other Transactional Men who have Young women
(18+yrs) Partnerin sex sex withmen (15-17 years)
workers Discordant selling sex

Relationship
Figure 6. Clients initiated on Oral PrEP in Zimbabwe by Category, August 2016-August 2017

‘Other’ includes individuals who are not part of the other key population groups listed such as
transgender clients, married or single people in relationships that put them at risk of HIV infec-
tion, people in relationships with partners of unknown HIV status and women in abusive rela-
tionships.

Ninety Percent (90%) of the clients initiated on PrEP were females, with the majority of them
in the 25-49 years age group. The majority (52%) of the clients initiated on PrEP are female sex
workers.

14




By the end of 2017, a total of 3,073 clients were initiated on PrEP in Zimbabwe.

3% 90,
5% m Female Sex (18+yrs) workers
® Negative Partner in Discordant

Relationship
= Other

Transcational sex

Men who have sex with men

Young women (15-17 years)

selling sex

The clients were initiated on PrEP through various initiatives including the DREAMS program,
targeting adolescent girls and young women, and general roll-out at select New Start Centres
as well as ZNFPC clinics. Wilkins Infectious Diseases Hospital has also been delivering PrEP in
a public sector setting with a focus on key populations while DREAMS targeted AGYW. PrEP
was also offered to anyone at high risk through PSI New Start Centres.

Retention on PrEP ranged from 44% at the first month visit to 12% at in the third month. The
main reasons reported for stopping PrEP included:

» The client was no longer perceived to be at risk

» Relocation to a town/city with no PrEP services available

» Side effects — nausea, hypersensitivity rash

» Challenges with adherence to a daily regimen

» Too busy to take PrEP

» Fear that their partner would think drugs are for ART and hence assume they are
HIV-positive

The following recommendations were drawn from the lessons learnt from the above sites and
have been considered in the development of the implementation plan:

» Capacity building for service providers and facility managers through training, peer
learning and mentorship

» Strengthening counselling on risk reduction and adherence to PrEP

» Addressing the knowledge gap about PrEP in the general population through different
IEC channels

» Raising awareness to increase risk perception, especially among adolescent girls and
young women

» Decentralising PrEP services to improve access

» Strengthening follow up and linkage to other health services

» Strengthening combination HIV prevention and ensure access to HIV testing services
and correct and consistent use of condoms by PrEP clients

15




The phased roll out of PrEP will take lessons learned from implementation to date, with a
focus on increasing access and strengthening adherence support services. Ensuring that indi-
viduals take PrEP consistently and correctly while at high risk of HIV infection, and are support-
ed in reducing their risk and successfully transitioning to other highly effective and sustainable
HIV prevention options will be an important implementation consideration.

16




3.0 GOAL, OBJECTIVES AND OUTPUTS OF THE
PRE-EXPOSURE PROPHYAXIS PLAN IN ZIMBABWE

3.1 Vision
A Zimbabwe with zero new infections, zero discrimination and zero AIDS related deaths leading
towards ending AIDS by 2030.

3.2 Goal

To provide oral PrEP as part of a combination HIV prevention approach, to people at high risk of
HIV infection between 2018 and 2020 in order to contribute to the reduction of HIV incidence in
Zimbabwe from 0.48% in 2016 to 0.24% in 2020.

3.3 Mission
To provide client-centred, equitable, appropriate, accessible, affordable and acceptable oral
PrEP as part of combination HIV prevention in Zimbabwe.

3.4 Outcome
Increased access to pre-exposure prophylaxis among population groups and individuals that
are at high risk of HIV infection.

3.5 Objectives

1. Strengthen coordination and management structures for PrEP.

2. Increase the number of public and private facilities providing PrEP

3. Equip health care workers with adequate knowledge and skills to provide PrEP.

4. Ensure continuous availability of safe medicines and associated lab monitoring tests for
PrEP

5. Increase awareness of and demand for PrEP

6. Strengthen the generation, coordination, and implementation of strategic information for
PrEP

3.6 National oral PrEP targets

In the absence of extensive national level data on oral PrEP uptake and prevention- effective
adherence, the MOHCC undertook a target setting exercise that leveraged historical HIV testing
data, information from ongoing local demonstration projects, and the latest census population
data to calculate targets.

National targets were calculated using a top down approach. The first step was to calculate
the population eligible for PrEP by applying national HIV and key population estimates as well
estimates from analyses of the 2015 Zimbabwe Demographic Health Survey (ZDHS) to the
latest census data. Program data from ongoing demonstration projects and studies was then
used to estimate the proportion of the eligible population accessing HIV services and accepting
PrEP to set district level targets which were aggregated to national targets.

Extensive roll out of PrEP will be phased beginning with all district hospitals in the first year
followed by additional facilites in year two and three based on district HIV incidence ranking
and hot spot mapping. See Appendix B for the district categorization for roll-out to additional
facilities.

17



Table below shows the annual targets for the number of people on PrEP including new initia-
tions, those continuing from the past year, and re-initiations. As more national information on
PrEP uptake becomes available, these targets may be reviewed to reflect available evidence
and to better align with programming realities ensuring that PrEP contributes to a decline in
HIV incidence.

Table 3: National oral PrEP targets, 2018 - 2020

Female Sex Workers (FSW) 4,313 4,357 4,400
Sero-discordant couples (SDC) 2,674 2,474 2,475
Men who have sex with men (MSM) 1,969 1,949 1,969
Adolescent girls (15 — 19 years old) 1,013 1,023 1,034

Young Women (20-24 years old)

18




The diagram below summarizes the goal, outcome, and objectives forming the PrEP imple-
mentation framework.

Goal: To introduce and provide oral PrEP, as part of a combination prevention
approach, to people at hisk of HIV infection between 2018 and 2020 to
contribute to the reduction of HIV incidence in Zimbabwe from 0.48% in 2016 to
0.24% in 2020.

f

Outcome: Increased access to oral pre-exposure prophylaxis among population
groups and individuals that are at high risk of HIV infection.

Strengthen coordination and
management structures for oral PrEP
Increase the number of public and
private sector facilities providing PrEP
Equip health care workers with
adequate knowledge and skills to
provide PrEP
Ensure continuous availability of safe
medicines and associated lab
monitoring tests for PrEP
Increase awareness and demand
for PrEP
implementation of strategic for
PreP

Strengthen generation, coordination and

3.7 Main implementation assumptions

* PrEP will be promoted and implemented as an additional HIV prevention option for individuals
at substantial risk to prevent the acquisition of HIV in the context of combination HIV prevention
strategies and revitalization of HIV prevention in Zimbabwe.

» PrEP implementation is assumed to be in line with the national guidelines on required and
recommended tests, regimens, and client visit schedule.

* PrEP will primarily be delivered through the existing health delivery system platform, without
creating parallel processes.

3.8 Guiding principles for PrEP

Central to the core principles of PrEP is client centeredness: PrEP should be provided in a
manner that is respectful and responsive to the needs of the client. PrEP is an additional HIV
prevention choice and should be offered alongside and not replace or undermine other effec-
tive and well-established HIV prevention interventions.

19




Table 4: Definition of the Guiding Principles for Implementing PrEP in Zimbabwe

. PrEP that adheres to an evidence base and results in improved health
Effective o o
outcomes for individuals and communities, based on need

Delivering PrEP that is timely, geographically reasonable, and provided
in a setting where skills and resources are appropriate to medical need.
Access to PrEP should be unrestricted by geographic, economic, social,
organization or linguistic barriers

Accessible

Delivering PrEP that does not vary in quality by personal characteristics,
Equitable such as gender, race, ethnicity, geographical location, or socioeconomic
status

Continuity of Consistent and appropriate delivery of PrEP at site level, appropriate
services and timely referral and, communication between providers

As appropriate and feasible, client choice of provider, prevention
options, and delivery facility

Choice
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4.0 IMPLEMENTING ORAL PRE-EXPOSURE
PROPHYLAXIS FOR HIV PREVENTION

4.1 Overview of implementation objectives and sub-objectives
Objective 1: Strengthened coordination and management systems for integrated PrEP

1.1.  Establish PrEP coordination systems as part of comprehensive HIV prevention coordi-
nation units at national levels

1.2.  Mobilize and track resources for PrEP

1.3.  Advocate for a favourable policy environment to support PrEP implementation

The introduction and roll-out of PrEP provides an opportunity to accelerate the revitalization of
HIV prevention. Coordination and management will focus on integrating PrEP into existing
systems for combination HIV prevention without developing parallel structures. The PrEP tech-
nical working group (TWG) will continue to provide technical guidance to the MoHCC to opti-
mize the introduction, promotion, and integration of PrEP as an additional HIV prevention option
in both the public and private sector (see Appendix C for the estimated per person cost of PrEP
delivery).

Momentum for PrEP as a new prevention product will be leveraged to mobilize resources for
the implementation and promotion of combination prevention strategies — including condoms,
VMMC, and behaviour change - at national and sub-national levels. Recognizing that popula-
tions at high risk of HIV infection face barriers to accessing services beginning at policy level,
advocacy will be conducted among society leaders and policy makers to create a favourable
policy environment for the provision of PrEP where it will have the highest impact on reducing
HIV incidence. A national level HIV prevention officer will facilitate the achievement of PrEP
implementation objectives under the guidance of the National HIV Prevention Co-ordinator.

Objective 2: Increase the number of public and private facilities providing PrEP

2.1. Identify facilities with clients at high risk of HIV to offer PrEP
2.2.  Equip private sector facilities to offer PrEP

Access to PrEP in Zimbabwe will be increased beyond current demonstration projects through
phased facility roll-out with an initial focus on districts with high incidence. Because PrEP is
recommended for those at high risk of HIV infection, implementation will focus on targeted
introduction of oral PrEP to facilities already serving key populations and others at substantial
risk. Facilities in hot spot areas and serving key populations will be assessed to identify
resources required for these facilities to provide PrEP as part of combination HIV prevention
services.
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Any facility currently providing ART will be eligible to offer PrEP, particularly to the HIV-nega-
tive partner in sero-discordant couples, without prior assessment. Facilities will be capacitat-
ed to provide oral PrEP through service delivery models suitable for their context and popula-
tions, standard operating procedures and monitoring and evaluation tools. The MoHCC will
promote expanded access to PrEP through sensitization of private sector providers in a wide
network of private health facilities.

Zimbabwe Oral PrEP
Roll-out 2018-2020

Binga
G

okwe South
o

J
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(] 2020

Gwanda
Chiredzi
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Figure 8: Oral PrEP Roll-out by district in Zimbabwe 2018-2020

Objective 3: Equip health care workers with adequate knowledge and skills to provide PrEP

3.1.  Develop materials to train health care workers on PrEP delivery
3.2.  Sensitize and train health care workers on PrEP delivery

Healthcare workers will be capacitated to provide PrEP through trainings contextualizing oral
PrEP as part of combination prevention beginning in facilities within hot spot areas. In order to
fully equip health care workers to provide comprehensive HIV prevention services, PrEP train-
ings will be integrated into trainings for other HIV prevention interventions where possible.
PrEP has already been included in the HIV Integrated Training (HIT), the national Operational
and Service Delivery Manual (0SDM), and the 2018 HIV job aide. The successful decentraliza-
tion of ART services and the wide coverage of healthcare workers trained and experienced in
HIV management with ART will serve as a distinct advantage in PrEP roll out. Those completing
HIT prior to the inclusion of the PrEP module and in hotspot areas will receive additional train-
ing for PrEP. Clinical mentorship will be an additional method for equipping healthcare workers
at all levels to provide PrEP to those at high risk of HIV infection.
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Objective 4: Ensure continuous availability of safe medicines and associated lab monitor-
ing tests for PrEP

4.1.  Maintain a consistent supply of PrEP medicines and laboratory monitoring services
4.2.  Ensure quality and safety of ARVs for PrEP

Zimbabwe already has a strong supply chain management and laboratory system which will
facilitate the rapid introduction of oral PrEP. PrEP will be integrated into existing supply chain
and pharmacovigilance systems for ARVs which include quantification and forecasting,
procurement planning and monitoring of uptake. As more data becomes available on PrEP
uptake and the duration and cycle of PrEP use, it will be used to refine assumptions for fore-
casting and procurement. Like other ARVs already in the market, PrEP will be integrated into
existing and ongoing post-market surveillance activities.

FIONGN N BONON -

Adoption  Registration Planning & Stakeholder  Quantification ~ Procurement  Facility Level  Monitoring &
and Budgetting engagement and forecasting Planning Implementation Uptake
Decision
Making

Figure 9: New HIV Product Introduction Guide, CHAI 2017

Every facility providing oral PrEP must be enrolled in an external quality assurance program for
HIV testing; this is because it is critical for PrEP users to receive regular high quality HIV testing
services to ensure that they are HIV negative and to detect any sero-conversion as soon as it
occurs.

All PrEP users are required to have a baseline and regular HIV tests administered by a health-
care worker. Creatinine testing is required for PrEP users with uncontrolled hypertension or
diabetes. Currently creatinine testing is only available through the central laboratory as well as
provincial and district hospitals in the public sector. While clients initiating at provincial and
district hospitals may have access to creatinine testing, lack of creatinine testing at lower-lev-
el facilities must not hinder PrEP initiation in the absence of pre-existing renal conditions.

All other tests in the table below are recommended but not required, and their absence should
not be a barrier to accessing PrEP for those at substantial risk of HIV infection.
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Table 5: Summary of required and recommended test for PrEP users according to Zimba-
bwe's 2016 national HIV prevention and treatment guidelines

. Assessment of HIV infection status
At baseline, after 1 month and

HIV test . Symptom checklist for possible
every 3 months (required) acute HIV infection

To identify undiagnosed current
hepatitis B (HBV) infection

If negative, consider vaccination
against hepatitis B.

Hepatitis B surface
antigen At baseline, if available
(HBsAQ)

To diagnose and treat syphilis
infection

Rapid Syphilis Test At baseline if available

Objective 5: Increase awareness and demand for PrEP

5.1. Increase awareness of PrEP in the general population
5.2.  Promote use of PrEP among people at high risk of HIV infection
5.3.  Promote the use of PrEP among people at increased risk of HIV infection

Awareness and demand creation activities will aim to educate and inform potential users and
a variety of stakeholders about how PrEP works and its benefits. PrEP information will be
disseminated through mass and social media while PrEP education will be conducted at com-
munity level in order to create a conducive and supportive environment for PrEP users from
vulnerable groups.

Community level awareness and demand activities will have a special focus on peer educators
and PrEP champions to promote PrEP use and prevention-effective adherence among those at
substantial risk of HIV infection. PrEP champions and peer educators should have good inter-
personal and communication skills to provide basic information about PrEP and other preven-
tion options as well as adherence strategies. Demand creation messages will position PrEP as
a responsible choice for individuals, their partners and the community in order to promote use
and minimize stigma.
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Objective 6: Strengthen generation, coordination, and use of strategic information for PrEP

6.1. Implement an integrated monitoring and evaluation system for PrEP
6.2.  Conduct evaluation and research to inform and improve PrEP programming

Strategic information on PrEP will be collected to inform policy and programme decisions with
the overall goal of optimizing program efficiency and maximizing benefits for individuals at high
risk of HIV infection. PrEP Monitoring and Evaluation (M&E) indicators will be included in exist-
ing tools where possible, otherwise new tools will be developed as required. Routine monitor-
ing with standard tools will ensure that PrEP use is tracked to inform quantification and
program decision-making. Table 6 below shows the monitoring and evaluation framework for
PrEP implementation.

Mid-term and final process evaluations will be conducted to assess progress and to identify
areas for improvement or adjustments in PrEP implementation. A modelling exercise will be
conducted to project the impact and cost implications of PrEP as part of HIV combination
prevention on HIV incidence.

Operational research and implementation science will continue to be important aspects of
PrEP roll out with outputs being used to inform ongoing program planning and review. While
general operational research is useful, specific areas for research on PrEP have been identified
that would provide more information to address existing implementation questions:

» Development and validation of an HIV risk scoring assessment tool to strengthen
identification of PrEP clients

« Evaluation of PrEP client experiences (perceptions, acceptability and satisfaction)

 Evaluation of health care worker knowledge, attitude, and perception of PrEP

» Reasons for low adherence on PrEP among clients at high risk of HIV infection

 Piloting and evaluation of PrEP adherence interventions
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5.0 FINANCING THE IMPLEMENTATION PLAN FOR
HIV PRE-EXPOSURE PROPHYLAXIS

The National Implementation Plan for Pre-Exposure Prophylaxis 2018-2020 is estimated to
cost US$4,115,834

Table 7 Cost of implementing PrEP by category 2018-2020

2018 2019 2020 TOTAL
Total cost of IP $ 1,967,041 $ 1,056,959 $1,091,835 $ 4,115,834
Cost per initiation $ 18600 $ 101.09 $ 10363 $ 130.38
COST BY OBJECTIVE 2018 2019 2020 TOTAL

Objective 1: Strengthen coordination and

management structures for PrEP $ 98823 3 21864 |$ 21864 $ 142,552

Objective 2: Increase the number of

public and private sector facilities $ 41962 $ 41962 $ 41,962 $ 125,885
providing PrEP

Objective 3. Equip health care workers

with adequate knowledge and skills to $ 280640 $ 26980 $ 19,840 $ 327,460
provide PrEP

Objective 4. Ensure continuous availability

of safe medicines and associated lab $ 462,712 $ 457,458 $ 460,997 $ 1,381,167
monitoring tests for PrEP

Objective 5. Increase awareness and $

demand for PrEP 991,201 $ 438384 $ 461512 $ 1,891,097

Objective 6. Strengthen the generation,

coordination, and use of strategic $ 91,703 $ 70311 $ 85660 $ 247,673
information for PrEP
TOTAL $ 1,967,041 $ 1,056,959 $1,091,835 $ 4,115,834
COST BY CATEGORY 2018 2019 2020 TOTAL
Policy planning and dissemination $ 80610 $ 2,460 $ 2,460 $ 85,530
National Administration and Coordination =~ $ 61,295 $ 62,486 $ 62,486 $ 186,267
Communication and Demand Generation $ 915065 $ 327,360 $ 327,360 $ 1,569,785
Training and capacity building $ 356,776 $ 138,004 $ 153,992 $ 648,772
Iﬁ?zl;oratory Monitoring (creatinine and HIV $ 12341 $ 12200 $ 12295 $ 36,836
PrEP drug procurement and supply chain $ 449251 $ 444138 $ 447582 $ 1.340.971
management
Research, Monitoring and Evaluation $ 8593 $ 65711 $ 72,435 $ 224,098
Technical Assistance $ 5750 $ 4600 $ 13225 $ 25,90
TOTAL $ 1,967,041 $ 1,056,959 $1,091,835 $ 4,115,834
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As shown figure 10 and 11 below, the highest estimated annual costs are in year one. The
major cost drivers are communication and demand creation (38%); procurement of medicines
and supply chain management (33%) and training and capacity building for health workers

(16%).
Cost of implementing PrEP
$4,500,000 -
$4,000,000 - [
$3,500,000 -
$3,000,000 - B Obj 1. Coordination
B Obj 2. Facili -
$2,500,000 - Obj 2. Facility roll-out
Obj 3. HR Capacity-building
$2,000,000 - B Obj 4. Drugs and labs

B Obj 5. Demand generation

—
$1,500,000 -
¥ Obj 6. M&E
$1,000,000 - —
$500,000 -
$_

2018 2019 2020 TOTAL

Figure 10: Cost of implementing PrEP by category 2018-2020

Key cost drivers for implementing PrEP in Zimbabwe

B Policy planning and dissemination

B National Administration and Coordination
¥ Communication and Demand Generation

¥ Training and capacity building

B Laboratory Monitoring (creatinine and HIV

DR)

B PrEP drug procurement and supply chain
management

" Research, Monitoring and Evaluation

1 Technical Assistance

Figure 11: Key cost drivers for implementing PrEP in Zimbabwe

30



oMl ou) dsuednsul ajeald apnpul
ay3 Suiuiof sanaos pie |ealpaw 01 (9oMl)
|ealpaw Jo/pue saipoq pue saipoq dnouo Supjiom
uoljeulpJoo) -$ Suneulpi00s/3uluianos Suiusanosd |eatuyda
pue J0309s ajenlsd  pue Suneulpiood d3id aya ul
uonessiuiwpy woJj sanejuasasdal 103295 ajeAnd uonejuasaidal
|euonen RN R SIUAUI HOW puedx3 ‘S'T°T
YyieaH
J0 Ansiuiy
1e siapjoyaers
uonejndod sSunaaw WL
oz $ As)| pue d31d uonejndod
uoleuipoo) 0€ 40} Sundaw Ao pue
pue JeaA Jad sBunaaw  Aep jjeH ‘pawioy d34d |euonen
uonessiuiwpy Sunaaw DML suone|ndod uaaq Apeauje Ausyenp
|euonen 9ML Jad Ay pue d3id ¥ sey oML PNpuo) y'1'l
SaAIeuasaidal
Plsip
pue [eduinod
aJe 0z Ypiym jo
0058 $ sjyuedpiped o5 d3id
Sunsaw ‘(s3ySu €) shep 10} SunLaw
uoneulwassip Sujuueid Z 40y Sunssw Sujuued
pue pue mainal saapuale 0§ Suuueid pue mainal
Sujuueyd Adijogq d34d auQ ‘870 Ul SuPdW BUQ  pue MaIA3J d34d £19Npuo) ‘€'1°T
ueld —
youne| uonejuawajdw N
uoneujwassip ueld oT $ 1€ pajeujwassip d3id
pue uonejusws|dwi pajeulwassip ueid 93 jeulwassIp
Suiuueyd Adijoq Jad pue pajuud suejd 0p0‘s  uonejuswsjdwy pueund ‘Z'T'T
Sa112190S
ple [edlpaw pue ‘saipoq 193] PIISIp
Suneulpiood/3uiuianod pue [euinod
. 103095 a1eud wouy o
00v'€T$ pue ‘sisuyied [ealuyoay  saniejuasatdal |9A3] |euoneu
pue Sunuawajdwi 002 younej ueyd 1€ $24n1IN41S
uoneuIwassIp ‘(va1s1p ‘leuinosd yum Suiesw uonejuawa|dwy uoneuIpJo0d
pue ‘leuonjeu) Jopasolgnd  jeuoneu (sySiu d3id d3id
Suiuueyd Adrjoq Suneaw Jad woJj s13pjoya3els 00z 2) Aep |Inj sup £32Npuo) ‘T'T'T ysiiqeis3 ‘1’1

(3503 [euonippe

02¢0¢-810¢ NV'1d NOILVLNIWITdI SIXVTAHdOdd F4NSO0dX3-3dd V40 d4LS0D T°G




TN
RE NS,
2

s ecw@
i

&
“ya w,w..“\\

008°'L $

LiZ'ov $

Sor'e $

0EL'S $

00S'L $

009 $

v2o'vL $

oLL'L$

00S'2 $

009 $

729'vL $

oLL'L$

0052 $

X 1 1 1
009 $
- X
$
X X X T T SL'0
896'0L $
X 0 0 1
S9v'z $
X X X X 1 T T
oLL'L$
X X X X 1 T T
00S'2 $

uoneuIpI00)
pue
uonensiuwpy
Jeuonen
uoneulpI00)
pue
uonesnsiuwpy
Jeuonen

uoneuipioo)
pue
uonensiulwpy
|euoneN

uoneuIpIoo)
pue
uonensuwpy
|euoneN

uoneuIwassIp
pue
Suiuued Adjod

uoneuIpIoo)
pue
uonessiuwpy
Jeuonen

as|ouaxa
Suiddew
924nosal

1ad uonnquuod
d3id

SUENEL]
+ Asejes [enuuy

1anpe
Yauow auQ

Sunsaw
Suiluuejd
d1/salv sad

Sunaaw (3dd)
AIH 4dd 43d

009 $

[Z4 B2

S9v'e$

0TLTS

00S‘C$

Jeah
13d pajonpuod asiaxa
Suiddew ad4nosau auQ

{Buiddew 32.nosaJ 1o}
uonewJoyui Suipinosd
d34d ui paSeSua
sJauped jo uoipiodoad
}40M ¢34 ui paSeSua
sJauped jo saquiny
(610 Ut *3'1) 3n0-j|04
d34d Jo JeaA T uaye
Pa19npuod asidIRXd
8unsod 4344 suoQ

Jeah 4ad sidd ¥ ay1
0 Yoea je way epuade
ue se papnjaul d34d

ENRID )
Suiddew
924n0sal
|euoneu

3y 03 %S
$91NqLIU0D d3id
(3503 |euonippe
ou) Joddns
|eaiuyaay
Jauped

Asejes [enuue
192140 [e31paW
JUaWUIaN0D

SMBIAIRIUL
pue yjuow auo
10} Suisijanpe
Jadedsmapn
(1502 [euORIPPE
ou) 13130
uonuanaid AlH
Aq pazeyjioey
uoneisaqul
Sui08

-uo ‘Sunsaw
Suiuueyd
a1/saiv (s
9) Y3 puanie 0}
sannejuasasdal
swuweaSoid
uonuanaid

AIH € Hoddng

Jeah 1ad unoy

30 1n0 Sunesw
3UO SJaN0I d34d
‘g)doad 0ot J0
Sunasaw Aep |In4

ENRIEYE]

X Suiddew
824n0sal

|euoneu [enuue

3y} oul d34d

ajelsau| ‘T°TT

d34d Suipinoad
401502 3y}
?1enjens ‘1°¢'T
|2A3] [euoneu
1e 1921j0
awuweaSoid
uonuanaid
AIH ue
ulejuleiN ‘6°T'T
|2A3] [euoneu
1e 1921j0
swuweadoid
uonuanaid
AIH ue

UNI3Y '8'T'T

sawweadosd
g1 pue AlH

10} sassazoad
Suiuued

pue Mainai

3y} oul d34d
djesdaqu| LT T
sSunsaw

(4dd) wnuoy
diysiauried

X uonuUaAlId
AIH Ajgaenb ur
98e4an00 d34d
2insu3z ‘9T’

sannejuasasdal
103035

d3id

10} $324N0S3I
yoesy pue
3ZIq0 2T

32




(pareniu £99°2
:LT0Z dul|3seq) 00T

X X X X X uoneuipioo) - ¢ Ul 9€5°0T pue ‘6TOZ u! X X X AIH J0s1
pue SSY‘0T ‘8T0Z U! 9LS0T 193pnq Y31y 1e sualp
uonessiuiwpy - d34d uo juneniul noysnoayy 01 paiayjo
-$ -9 -4 -$ |euonen SUBIP JO Jaquiny paiedojje 1509 SId3d "TT'T
d3.d Janj2p
0} ssaulpeas AIH J0)jsu
uoleulpIo0) 10} sai|oey ysiy 1e spualp
i X el oY Eey pue 8¢ Jedh jad pisip  Aujoey yoea usia X 103935 ajennd YUM Sai|1oey
uopessiuIwpy JUBWISSAsSe J1ad ssaulpeas d34d  (49ALP T +SIHA puedygnd 1€ paJayo
688'selL $ 296'Ly$  296'LY $ 296'LY $ |euonen Anyoey aad 10} PAsSasSe Dejg ) swea) pLasiq SS9SSY ‘T°T'T S1d34d 'T°C
688'sel $ 296°LY$  296'LY § 296'LY $ d3dd ONIAINOYd SIILITIDVL YOLI3S ILVAIYd ANV J118Nd 40 YIFNNN JHL ISVIYINI 2 JAILIIrE0
(saapuane og)
siavew Aaijod
yum Sunssw
Adedonpe 43.d
Jley jeuonenN
{(3503 Jeuonippe
X U U L 0sL$ ou) synsai X siaew-Adjod
0 uoneuWassIp 01 IUBPIND
sazjuesio pue Jay3o pue
uoljRUIWASSIP S31Ee}|198} 1321440 s1aded uonisod
pue Sunsaw aeah sad swweiSoad ‘sya1q Arjod
0s2'ez$ 0SL$ 0SL$ 0SL$ Suiuue|d Adijoq Aoedonpe sad Sunaaw Axesonpy auQ d3/d JU3sald "T'E'T
Asanpp  uonejuaws|dwi
d3id uo d34d Hoddns “
X 0 0 1 052'9 ¢ X sijew Adljod 03 JusWIUOIIAUD
uoneuIwassIp d3id yum Sunssw Aayjod
- - pue 1sepjealq Uo pPasnI0} PajINpuod 1sepjealq 1sepjealq  3|qeloAney e ioy
0529 % $ $ 0S2'9$ Suiuued Adtjod  Jaxewdhdrjod sad Suneaw Adedonpe aug  Jaxyew Adijod sz B1SOH 'T'E'T 91e20APY '€'T
$324n0s3J d3.d
(3502 ou) oML 10 91€20ApE
uoleulpIoo) d34d jo Jed 01500}
X X X KR RX X X pue - se padojanap X uonezijiqow
uonessiuiwpy pue uoddns 924n0sau
= ¢ -$ -4 = ¢ |euoneN |eatuyday Jaupied aledaid ‘v'T'T
(3502 [euonippe
ou) asueasisse
|eatuyaay
Pa19Npuod oM Jo YMm 3s1249X3
adAy pue 4344 uo yiom Suiddew
X X X X X -3 ui pagedua (a1qnd 924n0saJ X Ajaejngau
pue ajeand) sannua Jo (g pue sunssw paiepdn
uoleulpIoo) Jaqwinu ay3 Sujuiino MBINAI d34d (T sl eyl d3id
pue JedA 1ad pajonpuod  Sunnp pue oL 10} 3S1219X3
- - uohesiuiwpy as1219xa Suideaspue) d34d jo yed Suideaspue|

|euonen 2U0 3583 Iy se pajnpuo) ©39Npuo) ‘€71

$ $ -$ -$




e,
PRE NG %
P

3

IPP3Yd
uoisiniadns
Joddns
paiessajul
X 0 0 T 00°00S‘T $ pue wnnaLup X
diysiojuaw d34d apnpul
Suipjing aiepdn 03} Wn|naLI
Ayoedes Sunsaw d34d apnpul {seapuane oz diysiojuaw
005'L $ - ¢ -$ 00S'L $ pue Suues) arepdn Jad 03 pajepdn sajnponl ‘Bunieaw Aep € stepdn 'S'T'E
d34d apnpul
0} s3jnpow
X 0 0 1 Suipiing 00°002°T $ X Sujuies)
Adedes passadae si 3|npow s33) papus|q
002'L $ - $ - $ 002'L$ pue Sujutes) 129foad sad d34d sawn jo saquiny Asueynsuoy alepdn ‘v'1°€
juedpiyed sad
aping Suluiesy s|elalew
X X 0s8 002T  0SST Supinq 00'0T $ auo ‘Ay X saulen; d3id
Aoedes aping paileulwassip saping |euonippe deulWaIssIp
000'9€ $ 00s'8$ 0002L$ 00S'SL $ pue Suutesy Sujuresy sad Sujuies jo Jaquiny 1ad pauiesy 5z pue juLd ‘€'T°E
yoea
aping Jojeyoey s|elalew
X X 0 0 (1157 Supinq 00'0T $ auo “ousip 1ad X Jaures3 d3d
- - Ayoedes aping paieujwassip saping S pue asuinoad ajeulwassIp
0Ly $ $ $ 0oLy $ pue Sujuesy Jojey|ioey sad Jojey|idey Jo JaquinN J1ad ssauies 0T puelund ‘ZTE
sjooy Adewneyd
pue ‘sjoo3 33N
‘sdOS ‘|eralew d34d 404 (sdOS) <
Suuiesy sapnppul saJnpasoid N
X I T T 00°00SC $ ‘syuedpied X Sunesado Aanap d3id
02 Yyum Sunsaw piepuels  uo si3)JoM 3Jed
Suipjing Ajlenuue pamainas  Aep g - Sunasaw pue sjelaew yijeay uiesy
Andedes pue 810z ul padojanap dojanaf Sujuien 0} sjelJaiew
00S'L$ 00S°2 $ 00s'z $ 00S'2 $ pue Sujuresy 3unaaw auo sletarew Sujures) 1003 d3.d dojanaq ‘1'T'€ dojansq '1°€
09Y'L2€ $ ov8'6lL $ 08692 $ 019’082 $ d3¥d 3AINOYd OL STIS ANV IDAITMON 3LVYNDIAY HLIM SYINYOM 3¥VD HL1VIH dIND3 “€ IAILDIrA0
*passade s $324n0s3J d34d
13|00} Buljuo saw Jo o Juawdolanap
Jaquinp ‘pajeulwassip 8ujo8-uo 1no-|j0. 10}
X X X X uoneuIpI00) -$ S11)|003 Jo J0 ued se oL X $324N0S3J Yum
pue Jaquiny ‘pajuasasdas Aq pajenjoey |00} d3.d
uonensiuIwpy S31311US 10393S juawdojanap 103295 ajeAnd
- $ -$ - $ -$ |euonen ajeand jo saquiny 1500 ou e dojanaq 'z'ee
UOIEUIWASSIP 10303S d3id
a1eaud Joy pajesaisse uo sjelalew
103095 211qnd (3sod 24n0sal
8Y3 ul pasn sjelalew |euonippe ou) pue aoueping
X X X uoneu1pI00) s|elalew -s paieja4 pue s|0o3 RN DML 1B M3IADS X Suipnppul d34d 190
pue azijeuly ‘saui@ping Suijjasunod 1njjooy dojanap 1|00 d34d 031 paddinba aJe
uonensiuIwpy 03 Sunaaw pue [eajut)d Suipnjoul 0} due)sisse 103295 91eAld  S3N|I9B) 103I3S

|euonen Aep |ny auo 11|00} 10323S d)eALld |eaiuyday edojPnea 1'T'e 3leAnd T

-3 -$ -3 -9




ory'69 $ - $

orv'9 $ 0v8's $

0LE'LLL $ - $

016’62 $

143

Anoedes
pue Suiutes)

(4]

Suipiing
Aoedes
pue Suiutes)

(4}
Suipiing
Ayoedes
pue Sujuies)

Bulpiing
Adedes
pue Sujuiea)

Suipiing
Ayoedes
pue Sujuies)

00°0ZT‘T $

Suneaw Jad

0009Z $

Jeal sad Ayjoey
leu pe Jad

00°0LE‘TLT
$

Sujuiesy |ny

00'016'62
$

doysyiom sad

d34d |eJo uo pa:
2Je oym suosie|\
‘OING ‘ONa Butpnpul
‘sia8euew jo JaquinN

pauies; siapinoad
221135 JO JaquINN

slaujeJ} Jo Jaujes}
[9A3]-121351P OTE

pue siauies} Jo Jauies}
[3A3]-{e12UIN0Id 00T

paziysuas sio01eanpa
9sinu jo JaquinN

Joddns
pajeasajul

pue wnjnoLIR
diysiojuaw
a1epdn
{saapuane oz
‘Buneaw Aep ¢
P1sIp Jad
sanejuasadal
¥ Yum sd)l 104
uoisinoad 321n13s
‘uonnuanaid AIH
J0 uonezijeynal
‘d34d

uo Sunsaw
uoiezIsuas
|enuinod
(ysiu ) Aep z
Suiuieny

qol ay3 uo Aep
G 10} sany|oe)
d34d 01 paydene
siaujesy

30 Jduleny
12A3]-1ISIp T
siojey|ioey

2 ‘(s3yBiu p) shep
€ X 1sIp Jad
syuedpied g
:|an3)-jenuinoad
1€ pajonpuod
Suuien usIq
{s101e)

T ‘sjeuarew
Suiuieny

pue sauijaping
|euoneu

3y} uo paseq
(s1y8u v) shep €
104 saduinoad o
x 9duinoud sad
sjyuedied o
:]anaj-|euonieu
1€ pajonpuod
Suluieny
|eduInoId
doysyiom
(s g)Aep 1

B J9NO PazIISuas
(s103e31)10e3

) s103e2npa
9sinu 97T

d34d apnjaui o}
SujwweaSoud
uoisinsadns

alepdn 's''€

(suonepy
‘sONG

‘sONQ “ppul)
d34d uo sjenyjo
12A3-PLISIp
dZNISUSS H'T'E

Aianijap

d34d uo (sasanu
pue si10320p)
sul [[6}

ulel) "€'T°E

siauesy
jo sSujuieny
12A3]-213s1p
pue |epuinoad
PNpuo) ‘TT'E

d3id uo
m._OuNu—,_ﬂw asinu
9213I5U3s "T'Z'E

Asaniap d34d
Uuo sia)4i0Mm aied
yijeay uiesy pue

9ZISUBS ‘T'E

35

- $




oy,
RE gDy,
o %

S

1500 Jo
%0¢ 1e pasieyd
uonnquasip pue
23e103s ) 14/4aL
9€S'0T SSY'OT  9LS0T . 104 tpuow sad
X X jusawaseuew 8yTvs$ 06'S$ @ sysuow X $3|qewnsuod
uteyd 9 jo a8esane pue saupipaw
Ajddns pue ue Joj paulelas d34d anquasip
LL6'0PE’L 8EL'viY juawainsoud aJe 4344 uo pue ‘21035
$ I8S'L¥v$ $ LSsZ'err$ Snap daid uosiad sad paindoud saipueny  pajeniul sudi) ‘aIn04d €Tt
(1502 Anunod
uoieulpI00) asn d3.d |euoiyippe ou) ul saupIpaw
X X pue -$ Jo} panoidde (auauad ZVIN 02 HOWN X d3id jo
uonesnsiuwpy pue pue.q) suawisai woJj 3sanbas uonezie|ngas
-$ -$ - $ - $ Jeuonen Snipjossquny  uonezienay ajey|es ‘T
(3502
ou) Sunasw
uonesynuenb
Suipuane 4201330
uonuanaid
. uonesyiuenb SDIINIBS
X Y v v 00082 $ suonoafoud i |euoneu w.ojul Suloyuow
juawaJndold 02 X Sunasw 0} saupIpaw Aiojesoqe)
uoieulpI00) d34d [e40 ‘4eah sad uonesyiuenb d34dJ0  puesaupipaw
pue pa31anpuod sSuisaw -1sod T pue uoneayiauenb  d3id jo Aiddns
uonessiuwpy uonesyiuenb uoneayiuenb |enuue-iq juassisuod O
09€'€ $ ozL'Ls  o0zLL$ ozL'L $ [euoneN Suneaw sad 4o JaquinN -ud CWNPUOY TTY e uBIUEN TY
di4d 10} 159}
Sunojuow qej
pajeposse pue
SaupIpaw ajes
Jo Ayjiqejiene
snonuiuod
L91°18€'L 8SY'LSY ainsug
$ 166097 $ $ eClL'eor$ *p 9A23[q0
d3id
apnpul ieyy
Apianienb sysia
X X X X X X -$ X uoisinadns
Suipjing (1502 |euonippe anioddns
Ayoedes pajonpuod syusin  ou) Suios-uo ase pajesdaqul
-$ - $ -4 -$ pue Sujues anioddns jo Jaquiny  sysIA aaoddng 19Npuo) '9'T'E
('s'T°€ 49pun
Pa1502) asIpIRYd
uoisinsadns




€€8'2L $

€00'v2 $

X X X X X
- - -8

X X X X X
= 5 - )

X X X X X
- - )

X X T ot T

€82V $ 0se'v $ 6627 $
14 187 98Y

zi0's $ 0S6'L $ 170’8 $

uoneulpi00)
pue
uonensiuwpy
JeuoneN

uoneuipioo)
pue
uonensiuwpy
JeuoneN

uonenjeny
pue Sunojiuoy
‘yoseasay

(¥a AIH

pue aujuneasn)
Suuojuopy
Aiojesoqeq

(4a AIH

pue auluneas)
Suuoyuopy
Aiojesoqeq

paisay
S1U3IPd JO JaquInN

paiiodaa sjuana
9sJaApe Jo JaquinN

due)sisal
Snup e padojansp
aAey 03 punoy

S3U3]2 JO JaquinN
{3593 @due)sIsal

Snup Suini@dau

S1U3I|D Pa3IaAU0d
-0135 J0 JaquInN
{149AU02-0435 oYM
S1U3I|2 d34d J0 JAquinN

€590V $

juaipo sad

Juawaatedwi

|eual/|ans|

auluneasn oy

€5°9T S anp d34d 4o} 3|qipul
SIUBI|D d34d 40 JaquinN

{aulaseq je 1533

auluneasd e SuinPdal

Juaip Jad S1U3IPd d34d 40 JaquinN

(3502 Jeuonippe
ou) Sunsay
aujuneasn

pue suawiSai
YV Bunsixa
oju) pajessaqul
(3sod

|euonippe ou)
BUELEENEYN I
SNOLISS JO JUIAD
3y} ul pauanuod
Sunsaw
991}1WW0d-gns
DML 3|npayds
-}J0 ‘s8unsaw
Apanenb
Suunp sjuana
9SIAPE SMBINDI
SM1 d3id

(3502 Jeuonippe
0u) SUOISIaA
1003 34niny up
papnpul si d3.d
$94NsSua Jad1j0
uonuanaid

AIH ‘sjoo3
jua4nd uj uondo
|euonippe

se d3id

Ul 911IM SId)}IoM
9Jed yyesy

159} ddue)sisal
8nup T anIR224
pUE 1I3AU02043S
$43sN d34d J0
%1°0 pajewiisy
(so19qe1p

Jo 3duajenaud
|euoneu

%9') uleseq

1€ 1591 duluieald
T SaAI9234
juawaliedwi
|euas

yum ualp yae3

dduejidaAINg
Sunaxyien
1504 10}
S3|qewnsuod
Aiojesoqe| pue
saupIpaw d3id
ajdwes ‘z'¢'y

Sjuana
3sIaApE |21
ssasse pue
Hoday ‘T'T'Y

sajepdn
aiemios
‘sy@aysyiom
pue swJoj 19pio
Anjioey ‘swioy
/) ‘sa91s18a4
Buisuadsip

- saupIpaw
d3id aamded
01 51003 SIIAIT
3SINRY LTy

d3dd uo 3jiym
119AU02-043S
oym sjualp
10} Sunsay
dUeISISAI
8n4p AIH
apInoid ‘9T

sjuaip

d34d 031 Bunsa
aujuneasd
apInod ‘v T’y

d34d 104

SAYYV jo Aajes
pue Ayjenb
ainsu3l ¢y

57




TN
RE NS,
2

s ecw@
i

,@.w,%&
(4eah
19d su1aA)y 00S°L
pue s3a|ydwed
X X 9 9 29 00'082'S $ 00S°L ‘s12350d X (s191ydwed
uonesauan 0z jo 28esane ‘sam3s0d ‘siaAyy)
09€'L2€ puewsaq pue ageyoed 53| ageyded 3| d34d ue 3A1323J d3.d s|eliaew
080286 $§  09€'L2E $ $ 09€'L2E$ uopeduNWWo)  d34d PHISIp J3d e 3ulnedal sajey  Suliayo sMIsia J313uld "€T'S
(sAep
L) Jueynsuod
ugisap pue saSenSue|
. suonedunNwwod euoys
X 0 0 T 00°'S£9'9 S 1 Suipnpur X pue ‘aj3gapN
uoinesauan sjuediped ‘ys1j8u3
puewsq pue Sunsaw 0€ yum ul sjelalew 3|
G199 % -9 -9 S99 % uopedUNWWOo) Sunaaw sad Suipuane Jaquiny Sunaaw Aep g dojanaq 'z'z’s
d3:d
104 saSessaw
(jeuonzeu wouy u paiasiey
o, Sulwod z) yoes 30 Juawdojanap uonejndod
X XS0 0 ¥ 00°008°T § sjuediped oz X uo sSuneaw |esauas
uonesauan yum ssunsaw dAIB}NSU0d ay3 ul d3d
puewaq pue pajnpuod (3y8iu-p) |euoiSas J0 ssaualeme
002°L$ -$ -$ 002'L$ uoneduNWWwo) Sunasaw Jad sSunaaw jo Jaquiny  Aep-g |euoisal 19Npuo) ‘1°7°S asealu| ‘g's
%0§ SInq1I3U0d uonuanaid
d3/d ‘saigarens uoneulqwod
uonuanaid AIH $0 1X31u0d
AIH uonjeuiquiod 3Y3 ulyam d3id ©
X 0 0 T 00°0SZ'T S pue d3id X uo S103Ipd pue N
Jauenb uo Suisnaoy s1sijeusnol pue
uoiesauan 19d op ‘paziyisuas sjueddiped siauonipoesd
puewaq pue ssauoneld 05 10} elpaw
0s2'L$ -$ -4 0sZ'L$ uoneduNwwo) doysysom sad elpaw josaquny  doysyiom Aep z 971)ISUdS “T'T'S
suonejndod
A9y pue d3.4d uo
(321351p 42d 02
30 *3ne) (sdnoas
uonejndod
§ Aoy /Aa10s [1A1D
X 0 (1] 9 00°09TS wiouy Suipnjour) X
siapes|
Ajunwwod sadessaw
uonesauan Sunsaw RSy d3ud d34d inoge
puewsaq pue uolezisuas payoeas 0} Suneaw uo siadaajaies saaduan|ul
026'6 $ - $ -$ 026'6 $ uojedIUNWWo) Jad siadaayaies jo saquiny Aep jjeH 9ZIMSU3S T'T'S wuou| ‘T'g
d3id
10} puewap
pue ssauaieme
L60'168'L ¥8€'8EY aseasou|

2LS'19v $ $ 102'L66 % ‘g anpalqo

$




uoneyodsuesy suone|ndod

pue 3|qesauina
‘syuswiysatyal Aprejnanaed
‘sdnou8  uonoadjul AIH Jo
. 10} 51503 uonejndod )SI4 paseasoul
X X X XER0 0 9 00'0€Z°T yum saspuane X uBIBYIP 1e 9|doad
002 pue sjeniyo yum d3id Suowe d34d
uonesauan sa9pualie Jo Jaquinn HOW O€ jo uo sanSojelp 40 dduaJiaype
puewsq pue ‘paronpuod sansojelp  98eJany :3dISIp Ajunwwod pue asn ayy
092'9L $ -4 -$ 092'9L $ uonel ) Sojelp 4ad Ajunwwod jo Jaquiny 13d anSojeip T 9Npuo) ‘T°€'S ajowoud ‘€'
SPLISIp
Ayond ysiy pe
saSessaw sws
AIng s ‘lexdsoy
12LISIp Yoea
e sugis |eydsoy d34d apnjpul
pue ‘(soLsip sai8aiens
X X 0 0 9 89'V8T'T S awnjoA ysiy X uonuanaid AlH
9ouapnul ysiy uoneulqwod
ST uj) spaeoqjiq uo uSiedwed
‘(uonanpouaui elpaw
d34d ssew pajasie}
uonesauan pa3daJa susis  Jo syjuow g Isa1 AjjeaiydesSoas
puewsaq pue PISIp |exdsoy pue ‘spaeoq)jiq ay3 ul ISIp e jusawajdw|
0SV'EL $ -$ -$ 0SV'EL $ uonesuNwwo) Jad uSiedwes ‘s1auueq o Jaquiny 13d ) siouueg ‘9'T'S
syjuow
€ 1oy safed o~
BIpaW [e120S M
uonuanaid AIH
Jo JuswasSeuew
pue Suisianpe
(swesSo.d oipes
d34d € ‘suoners
00°0ST‘801 Zuosyuow g
X X g g U $ 10} Aep Jad syods X d34d apnpul
9) oipeu pue sai8ajesls
‘SoapIA elpaw uonuanald AlH
|e1oos/ddesieym uoljeuIqwod
€ ‘(yauow e 3duo uo uSiedwes
195Ul WnlwaJg) elpaw
uonesauan Jadedsman ssew |euonjeu
puewsaq pue :uSiedwed e Juawajdwy
0SL'80¥ $ - $ -$ 0sL'sor$ uopey 2 usiedwed sad Yauow g ‘§'TS
(sAep d34d apnpul
L) Jueynsuod saldajens
|ealuydal uonuanaid AIH
X 0 0 T 00°008'v$ e Aq pajey|ioey X uohjeuiquiod
uoesauan sjuedpiied uo uSiedwed
puewsaq pue ST Jo} elpaw ssew

008'% $ 008y $ uonesUNWwWo) doysyiom Jad doysiom Aep § e dojonag vz's

-3 -3




oy,
RE gDy,
o %

S

9€S'0T  SSY'OT 9501 uohenjeny .
pue Sunioyuop 88§ pajund
€16'06%$ 2133 LLL'0ES 8SY'0€ $ ‘yoseasay  wJoy jualpd Jad SWIOJ JUBIP JO J2qINN  SWOJ JUBI|D dIid
1e3ah Asana
19151831 mau e d34d o}
L (144 29 uonenjeny 00'0T $ BA19231 $9 $]003 Suijiodals
pue Sulioyiuo| pajund ‘Anpoey aad pue uo13129||0d
09L'E$ ovv'L $ 00L'L $ 029 $ ‘Yaaeasay 19151834 Jad 193151824 JO JaquInN 19151894 d3Md T Blep uld "€°'T°9
ZSIHQa Buipnpuy
‘(1502 Jeuonippe
ou) wea} I d34d 40} sjoo}
X X uonenjeny -$ |euonjeu pue SunJodal pue
pue SuniojiuoA DML d3.d 3y} jo uolda||0d eyep
-$ -$ -$ -$ ‘Yoseasay ued se pasinay ENTENE A &)
(p31s02
|euonippe ou
£T°T°€ Ul pa3s0d)
sjoo} Acewueyd
pue ‘sjoo3 I8N
‘sd0S ‘|elv1eW
X - s Sujuiesy sapnpul
‘syuedpnied d34d 10} waisAs
02 yum Sunsaw d34d 40} s|00} uolen|end
uonenjeny Aep g - Sunaaw Sunuodas pue  pue Suuojuow o
pue Sulio)uoA| juawdojanap u01329]|0d ejep pajesSaquiue <t
-3 -3 - $ -3 ‘Yoreasay 1003 d34d dojanag 'T°'T'9  Juawaldwi ‘T'9
d3.d
J0j uonewJoyul
J18a1e0s
J0 9sn pue
‘uoijeulpiood
‘uonesauas
ay3 uayiSuans
€L9'LVZ $ 099's8$  LLE'OLS €0L°'L6 $ ‘9 aA13[q0
Suipinq |endsoy suoidwey)
T (114 9 Kedes 00°0¥8 $ J1ad uordweyy d3id
ovv's9z$ 096'02L $ 007'26 $ 080°2S $ pue Suluies) Aupoey sad d34d § I5e9] Iy yoddng ‘€'€'s
T ‘uonuanaid
AIH uoljeuiquiod
pue d3id
173 8t 29 00'88€ $ uo Ayjioey sad Moddns pue
suoidweyd pue yaeasino d3id
Suipinq sJ03eanpa Jaad uo suoidwey)
Adedes S JO [A3] LAISIP d34d pue si1ad
2L8'sS $ 26L'ELS  ¥e9'8L s  9s0've$ pue Sujujesy Aujoey sad 1e Sujutes Aep ulel) ‘TE'S




Appendix A: SWOT Analysis for Oral PrEP Implementation in Zimbabwe

STRENGTHS

WEAKNESSSES

The health system already has the
capacity to and is providing HTS and
comprehensive HIV and reproductive
health services into which oral PrEP can
be integrated.
A significant proportion of health
workers in the public sector, including
community health workers, have already
been trained in HIV treatment and
management as well as HIV prevention
strategies. These can be leveraged for
PrEP promotion and provision
There is local technical expertise for
supply chain management, including
quantification and forecasting of ARVs
and laboratory commodities. PrEP can be
easily integrated into these systems,
including for post market surveillance.
There is a functional lab network and
ongoing quality assurance programmes
for HIV diagnostic and monitoring tests
that are required for PrEP users
There is a strong presence of civil society
within communities and at national level
supporting advocacy for PrEP and
providing insights on PrEP service
delivery models for key and priority
populations

« There is expertise, experience and strong
leadership to guide advocacy and
communications through the Ministry of
Health and Child Care (MoHCC) and the
oral PrEP technical working group (TWG)
and current implementation experience
in demonstration projects forms a good
starting point for communications
development

There are working models that can be

adapted to reach different population groups

such as adolescents through peers. The

same models can also be adjusted to provide

psychosocial and adherence support

Clients who test HIV negative are not
being linked to HIV prevention services.
Focus is mainly on linking the HIV
positive clients to care

There are no unique identifiers that can
be used to link and track clients from
one service to another; M&E tools used
by various partners are different,
tracking different indicators

Data is not available for the size of the
population, including subgroups, at high
risk of HIV infection that can benefit
from PrEP. As such setting targets is a
challenge.

Inadequate  capacity to  conduct
genotypic tests which are required to
diagnose HIVDR among ART patients and
any PrEP users who sero-convert
Inadequate supply chain management
system capacity that results in stock
ruptures for medicines and other
related commaodities; Lack of dedicated
supply chain personnel/pharmacy cadre
at primary care level (to manage
inventory)

Adolescents have noted that PrEP
packaging is unattractive and not
discrete, which may limit uptake and
adherence in this high risk group
Services in both the public and the
private sectors are not friendly to
special groups such as the speech
impaired,  visually impaired and
physically impaired and key populations
Fragmented HIV prevention landscape
may create challenges and
inefficiencies in introducing PrEP as part
of combination prevention activities
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OPPORTUNITIES

THREATS

«  Opportunity for integrated introduction
of oral PrEP in the context of Sexual
and Reproductive Health (SRH)
services and Revitalization of HIV
prevention which includes condoms,
VMMC, and behaviour change
communication
Scale up of initiatives such as
community based testing, peer
support and differentiated care
models; to reach “hard-to-reach”
population groups including men,
adolescents, sex workers and men
who have sex with men (MSM). This
provides an opportunity for identifying
those who may benefit from PrEP
Funding, technical and implementing
partners, as well as journalists and
media  houses  committed to
supporting and promoting combination
HIV prevention strategies including
PreP
Planned development of an advocacy
and  communication  plan  for
combination HIV prevention that will
include PrEP leveraging knowledge
and experiences from other HIV
prevention programs

«  Existing community referral
facilitators who can identify and link
individuals who may benefit from PrEP
to services at the health facilities
Opportunity to leverage the electronic
patient monitoring system (ePMS) for
PrEP clients as it is already in use for
VMMC and HTS
There are existing management and
coordination platforms including the
HIV prevention partnership forum,
TWG, M & E subcommittee which
operate at national level; at
subnational level, there are PHE, DHE
and monthly nurses meetings — all
these can be used as advocacy and
promotion platforms for PrEP

Fear of HIV associated stigma and
discrimination and negative perception
of oral PrEP, because it is an ARV,
Low risk perception among potential
oral PrEP users which may lead to loss
to follow up among clients at ongoing
high  risk  of infection; Risk
compensation among oral PrEP users
Lack of knowledge and understanding
of oral PrEP among service providers
in both the public and the private
sectors and fear of additional
workload among health workers in the
context of staff shortages and
competing priorities may contribute to
negative healthcare worker attitude
towards potential PrEP users and limit
access

« Tracking of different indicators and
use of different monitoring and
evaluation  tools and standard
operating procedures in current
demonstration projects may create
challenges in aggregating national oral
PrEP data and other materials to
support implementation
Limited data for building strong
quantification and forecasting
assumptions

« Limited funding for communication
and service delivery to general
population

« Emphasis on certain populations now
creating a perception that oral PrEP is
for key populations; cultural and social
norms may limit adolescent access to
PrEP because of perception that it may
promote promiscuity
Commitment to support additional lab
tests such as creatinine and Hepatitis
B for PrEP clients is currently unknown
and these tests are not widely
available outside central, provincial,
and district hospitals; this may limit
access for those with uncontrolled
hypertension or diabetes who may
benefit from PrEP
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Appendix C: Oral PrEP direct per client unit cost

This appendix summarizes the estimated direct per client costs associated with oral PrEP for
a typical client in Zimbabwe. Direct client costs include PrEP drugs, creatinine testing, HIV and
STl testing, HIV drug resistance testing where applicable, and healthcare worker personnel
costs associated with providing PrEP clinical and counselling services. Demand generation,
adherence support interventions, and health systems costs are not included as part of direct
client costs.

The total cost for an average client on PrEP for 6 months is estimated to be $86 assuming the
following:

* One screening and initiation visit including creatinine, syphilis and hepatitis B testing;

» Two follow-up visits for a 3 month drug supply;

* One discontinuation visit without drugs dispensed.

Direct per client cost of 6 months on PrEP sensitivity analysis

$4,500,000 -
$4,000,000 - e
$3,500,000 -
$3,000,000 - B Obj 1. Coordination
$2,500,000 - B Obj 2. Facility roll-out
Obj 3. HR Capacity-building
$2,000,000 - H Obj 4. Drugs and labs
B Obj 5. Demand generation
$1,500,000 -
" Obj 6. M&E
$1,000,000 -
$500,000 -
$_ i
2018 2019 2020 TOTAL
PER CLIENT
COST
Base case* $86
Client on PrEP for 1 year' $156
Alternative PrEP regimen: TDF/3TC $74
No creatinine testing offered $69
No STl testing offered $80
Sero-conversion at final visit requiring HIV drug resistance testing $493

*Base Case: TDF/FTC regimen; creatinine and STI monitoring (syphilis and hepatitis B) conducted at baseline; two follow-up
visits and one discontinuation visit
tIncludes creatinine and STI monitoring test at both baseline and 6 months
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Appendix D: Zimbabwe Oral PrEP Facility Assessment Tool

The purpose of this tool is to assess the readiness and capacity of this facility to provide oral
pre-exposure prophylaxis as part of existing HIV prevention and treatment services

Facility Details

Facility name

District

Province

Interview date

Interviewee name &
Designation

Contact number

Interviewer name

ASSESSMENT REPORT

SCORE
Section A: General facility details /30
Section B: Populations served /110
Section C: Services available /140
Section D: HIV testing services /65
Section E: Staff capacity /80
Section F: Staff training /95
Section G: Laboratory and Drugs /80
TOTAL /600

45




SECTION A SCORE: /20

1. What type of facility is being assessed?

O Central hospital (0 points) OProvincial hospital (0 points)

O District hospital (0 points) O Mission clinic/hospital (0 points)
O Rural hospital (0 points) O Rural health center (0 points)

O Urban municipal/poly clinic (0 points) O Youth center (10 points)

O ZNFPC clinic (0 points) O Company clinic/hospital (0 points)
O Private clinic/hospital (0 points) O Private surgery (0 points)

O Prison clinic/hospital (10 points)

2. In atypical month, about how many clients visit this facility?

O less than 100 O 101-300 O 301-500 (0 points)
O 501-1,000 (5 points)
O more than 1,000 (10 points)
Section B score: /110
3. Ina typical month, how many clients from the following populations visit the
facility?
Sex workers:
O None (0 points) O 1 to 10 (5 points) O more than 10 (10
points)
Men who have Sex with Men:
O None (0 points) O 1 to 10 (5 points) O more than 10 (10
points)
Transgender clients:
O None (0 points) O 1 to 10 (5 points) O more than 10 (10
points)
Injecting drug users:
O None (0 points) O 1 to 10 (5 points) O more than 10 (10
points)
Young people (15 to 24 years):
O None (0 points) O 1 to 10 (5 points) O more than 10 (10
points)
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Sero-discordant couples:
O None (0 points) O 1 to 10 (5 points) O more than 10 (10
points)

4. Are there any organizations in the community or associated with this facility
that work with the following population groups?

Sex workers:

O No (0 points) O Yes (10 points)
If yes, please list:
Men who have Sex with Men:

O No (0 points) O Yes (10 points)
If yes, please list:
Transgender clients:

O No (0 points) O Yes (10 points)
If yes, please list:
Injecting drug users:

O No (0 points) O Yes (10 points)
If yes, please list:
Young people (15 to 24 years):

O No (0 points) O Yes (10 points)
If yes, please list:

SECTION C SCORE: /140

5. Indicate the services available at this facility

a. Minimum required service package

1) HIV Testing Services (if HTS is not available, skip Section D)

2) Condom Distribution

3) Syndromic STI management (diagnosis, treatment)

O Yes (100 points) [ No, one or more is not available (0 points)
b. Additional health services (tick all that apply)

O PEP for general clients (5 points)

O VMMC (5 points)

O STl treatment (5 points)

O Pregnancy tests (5 points)

O Hepatitis B testing (5 points)

O Creatinine testing (5 points)

O OI/ART services (5 points)

O Viral load testing (5 points)
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SECTION D SCORE: /65
6. What HTS models are offered at the facility? (tick all that apply)

Provider/client initiated O Yes (0 points) O No (0 points)
Client self-testing O Yes (0 points) O No (0 points)
Community based testing O Yes (10 points) O No (0 points)
Index case testing O Yes (10 points) O No (0 points)

7. Ina typical month, about how many clients receive HTS at this facility?

O less than 50 O 51-100 O 101-200 (0 points)
0 201-300 (5 points)
OO more than 300 (10 points)

8. Is there more than one room available for HTS?

For facilities testing less than 200 per For facilities testing more than 200 per
month month
O Yes (5 points) O No (0 points) O Yes (10 points) O No (0 points)

9. At what times outside of regular hours does this facility offer HTS for general clients? (tick

all that apply)

Any time on Saturday or Sunday O Yes (10 points) O No (0 points)

After 5 pm at least once during the week O Yes (10 points) O No (0 points)

After 5 pm at least once a month O Yes (5 points) O No (0 points)
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SECTION E SCORE: /80
10. Which clinical cadres are attached to this facility? (tick all that apply)
O Medical Doctor (15 points)

O Registered General Nurse (RGN) (10 points)

O Primary Care Nurse (PCN) (5 points)

11. Does the facility engage community demand generation cadres for HIV
prevention and treatment services? (e.g. VHWs, EHTs, CRFs etc.)
O No (0 points)
O Yes, fewer than five staff members (5 points)
O Yes, more than five staff members (10 points)

12. How many clinicians at this facility can perform a rapid HIV test?
O None (0 points)
O 1 (0 points)
O2to5 (5 points)
O Over 5 (10 points)
13. How many clinicians at this facility have been trained in the provision of ART
(e.g. HIIT or mentorship in public facility)?
O None (0 points)
O 1 (0 points)
O2to5 (5 points)
O Over 5 (10 points)

14. Which cadres typically dispense drugs (including refills) at this facility? (tick all that apply)
O Medical Doctor (5 points)

O RGN (5 points)
O PCN (5 points)

O Pharmacist/Pharmacy technician (5 points)

O Nurse Aide (5 points)

O Community/Village Health Workers (5 points)

O Expert Clients/Community Based Organisation Members (5 points)

49




SECTION F SCORE: /95
15. How many clinical staff at this facility have been trained in sexual and
reproductive health?
O None (0 points)
O One staff member (5 points)
O More than one staff member, but not everyone (10 points)
O All staff (20 points)
16. How many staff (both clinical and non-clinical) at this facility have been
trained on any services for adolescents and young people?
O None (0 points)
O One staff member (5 points)
O More than one staff member, but not everyone (10 points)
O All staff (20 points)
17. How many staff (both clinical and non-clinical) at this facility have been
trained on any services for Key Populations?
O None (0 points)
O One staff member (5 points)
O More than one staff member, but not everyone (10 points)
O All staff (20 points)
18. If any staff have been trained on service provision for Key Populations specify the

populations included in training? (tick all that apply)
O Sex Workers (5 points)

O Men Who Have Sex with Men (5 points)

O Women Who Have Sex with Women (5 points)

O Transgender persons (5 points)

O Injecting Drug Users (5 points)

O Prisoners (5 points)

O Intersex persons (5 points)
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SECTION G SCORE:

/80

19.

Has the facility had a stock out or other disruption to rapid HIV testing in
the past 6 months?

O No (10 points)

O Yes, less than two weeks (5 points)

O Yes, more than two weeks (0 points)

20.

Has the facility had a stock out the following in the past 6 months

STI medicines O Do not stock (0 points)
O Yes (0 points) O No (5 points)

Condoms O Do not stock (0 points)
O Yes (0 points) O No (10 points)

TDF/FTC or O Do not stock either (0 points)
TDF/3TC O Yes (0 points) O No (10 points)

21.

Is this facility accredited to order, receive, store, and issue schedule C
medicines (specifically referring to ARVs)?

O No (0 points)

O Yes (20 points)

22,

Is there enough space in your store room for additional drugs?

(At least for one box of 144 bottles each containing 30 tablets i.e. 60 cm
by 26 cm by 28cm)

O No (0 points)

O Yes (20 points)
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Job Aides

23. Which job aides are available at the facility?

(ensure missing job aides are given to sites)

2016 ART guidelines O Yes O No
2016 Operational Service Delivery Manual (0SDM) O Yes O No
Consolidated HIV and AIDS Job Aide O Yes O No

To be filled out by interviewer only: Please take down any other relevant information that arose
during the course of the assessment here
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