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Abstract: Zimbabwe adopted the Treat All recommendations and started to implement them 
nationwide in 2017. Before launch, Treat All was piloted in nine districts. The sharing of imple-
mentation experiences and knowledge gained will significantly contribute to the implementation 
success in settings where Treat All still needs to be rolled out. We report on experiences and lessons 
learnt from the implementation of Treat All during the pilot phase in Zimbabwe. Coordination and 
well-structured engagement plans with the districts led to the successful implementation of the Treat 
All pilot. The established technical working groups offered standardisation and a platform for the 
exchange of experience between the implementing partners and the Ministry of Health and Child 
Care. Training and capacity building of the healthcare workers through mentoring, support and 
supervision, and the provision of job aides were necessary to equip them with the required skills. 
Community knowledge, commitment and support were critical to the successful implementation of 
the guidelines. Health facilities preparedness was of great importance. This enabled the health 
facilities to develop mitigating strategies at the local level using existing resources. Studies 
examining how patient outcomes will progress under Treat All are pertinent. 
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Introduction
The World Health Organization (WHO) in 2016 recommended initiating antiretroviral 
therapy in all HIV infected patients regardless of clinical or immunological criteria ie 
Treat All.1 Studies have shown clinical benefits of starting antiretroviral therapy (ART) 
early.2,3 Thirty-five countries, accounting for more than 90% of new HIV infections, have 
been designated Fast-track countries requiring intensified action. The Fast-track targets 
are aimed at achieving: 90% of the people living with HIV (PLHIV) know their HIV 
status, 90% of the PLHIV who know their HIV-positive status are accessing treatment 
and 90% of the people receiving treatment have a suppressed viral load by 2020.4

Countries, including those in Eastern and Southern Africa, are fast adopting the 
WHO Treat All recommendation to enable them to reach the 2020 Fast-track 
targets.5 Results from countries that started the implementation of Treat All early 
on are encouraging.6 This indeed shows that with the scale-up of HIV Treat All, if 
coupled with additional measures to retain HIV-positive persons newly initiated on 
treatment, the 2020 Fast-track targets are achievable. However, implementing and 
optimising Treat All, including strategies to address the anticipated challenges in 
a resource-constrained setting, is yet unknown.7

Zimbabwe is among these Fast-track countries and has since adopted the Treat 
All recommendations. Treat All is currently being implemented countrywide. The 
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Treat All guidelines were launched on World AIDS Day, 
the 1st of December in 2016.8 Before the launch, Treat All 
was piloted in nine districts (Chipinge, Bulilima, Gwanda, 
Harare, Mangwe, Makoni, Mazowe, Mutasa and Mutare) 
of Zimbabwe. The pilot was for six months and started in 
June 2016, and by August of the same year, all the nine 
districts had started implementation. Sharing implementa-
tion experiences and lessons learnt will go a long way 
towards implementation success in settings yet to scale 
up Treat All. We report the experiences and lessons learnt 
from the implementation of the HIV Treat All during the 
pilot phase in Zimbabwe.

The HIV Treat All Pilot Phase 
Implementation Activities and 
Experiences
Coordination
The pilot was mainly led and supported with the United 
States Presidential Emergency Plan for AIDS Relief 
(PEPFAR) funding through its two main implementation 
partners (International Training Education and Centre for 
Health - I-TECH and Organisation for Public Health 
Intervention Development - OPHID). The Ministry of 
Health and Child Care (MoHCC) provided the necessary 
support at every level of its structures to ensure the pilot’s 
success. The MoHCC at the national level assisted with 
introducing the partners to the provincial and district struc-
tures for support, buy-in, and ownership of the pilot. 
A schedule illustrating key steps was developed for 
every district to facilitate the implementation.

The MoHCC led the adaption process of the new 
guidelines, resource mobilisation and revision of the mon-
itoring and evaluation tools. To monitor implementation, 
PEPFAR partners set up four technical working groups 
(TWG); Training and capacity building, Linkage and refer-
ral of clients, Learning and documentation and 
Communications. These TWGs met regularly during the 
pilot to get feedback from partners, review and map the 
implementation way forward.

Healthcare Workers Training and 
Capacity Building
Before the start of the pilot, implementing partners con-
ducted sensitisation and training meetings with healthcare 
workers and district health managers. The training and 
capacity building TWG led the process of developing 
a standard sensitisation and training package. The package 

covered the following topics: the 90-90-90 targets, the 
rationale of Treat All, clinical assessment of opportunistic 
infections, adherence counselling, antiretroviral therapy 
initiation and patient follow-up. To aid understanding 
among healthcare workers, the MoHCC and the supporting 
partners developed tools to support implementation. The 
following tools were developed: Operational and Service 
Delivery Manual (OSDM) for the Prevention, Care and 
Treatment of HIV in Zimbabwe;9 Consolidated HIV & 
AIDS Job Aide;10 Frequently asked questions on Treat 
All11 and HIV Retesting: Frequently asked questions.12 

The OSDM manual was the primary document that pro-
vided the details on how to implement Treat All while the 
job aide was a desk tool for easy reference by healthcare 
workers. On top of the training and supporting tools, the 
healthcare workers were supported with on the job train-
ing, supervision and mentoring by mentors from MoHCC 
and partners.

Mobilisation, Sensitisation and Awareness 
Campaigns for the Community
The Communications TWG led the development of the 
Treat All Communication Strategy. The strategy aimed to 
develop knowledge and awareness on the Treat All 
implementation package and generate demand for ser-
vices across the cascade of care (HIV testing, linkage to 
care, ART initiation, and viral load monitoring). One day 
meetings were conducted in all the districts to sensitise 
community structures, which included traditional and 
political leaders, community-based organisations and net-
works of people living with HIV. The focus of the meet-
ings was to make community members understand that 
all populations and age groups were now eligible for 
treatment if HIV positive. Simplified materials were 
used in the sensitisation of these community cadres to 
aid understanding. During the meetings, concerns, myths 
and misconceptions about Treat All were identified and 
clarified.

The Treat All Communication Strategy included 
a standard slogan, “HIV Treatment; Get on. Stay on. 
Live on”, which was translated to common local lan-
guages. A logo based on that theme was also designed 
for use on the various awareness campaign, information, 
education and communication materials.13 The strategy 
also contained various demand creation strategies and 
activities together with guidance on how to implement 
them.
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Health Facility Readiness and 
Preparedness
The healthcare workers were engaged to undertake 
a detailed review of health facility processes and identify 
site-level barriers that can affect the implementation of 
Treat All. The assessments were conducted using 
a detailed checklist which covered the following issues: 
availability and training of human resources, HIV testing 
services, linkage to care, ART initiation, retention in care, 
ART commodities and documentation.14 The assessment 
of ART commodities (HIV test kits, antiretroviral drugs, 
CD4 testing and viral load monitoring commodities) was 
meant to prevent stock-outs. Health facilities were trained 
to perform data-driven quantification working closely with 
the district laboratory and pharmacy departments. They 
were then supposed to use the findings from the site 
readiness and preparedness assessment to come up with 
actions to address the challenges and barriers identified.

Patients Who Had Antiretroviral Therapy 
Deferred Due to Eligibility Criteria
Some of the patients who had ART deferred due to elig-
ibility criteria came alone for ART initiation upon hearing 
the change in guidelines through various community 
mobilisation, sensitisation and awareness campaigns mod-
alities that were in place. There was also an active follow- 
up of these patients by health facilities. The process 
involved line listing these patients using the pre-ART and 
HIV testing registers. The line lists included the patient 
contact details. These patients were then tracked through 
short message service (SMS), phone calls and the use of 
community healthcare workers. Partners supported health 
facilities with airtime for SMS and making calls. In the 
early stage of the pilot, the number of new ART initiations 
surpassed the new positives identified because of these 
patients who had ART deferred due to eligibility criteria.15

Antiretroviral Therapy Initiation 
Processes
The coming of Treat All saw patients being started on 
ART without CD4 count and on the same-day. The patients 
underwent clinical and psychological readiness assess-
ments before ART initiation. Clinical readiness was 
assessed mainly through history and physical examination. 
Healthcare workers were trained, mentored and supported 
in the screening and identifying common opportunistic 
infections (tuberculosis, cryptococcal meningitis and 

Kaposi sarcoma). Clinically ready patients underwent psy-
chological readiness assessment. The previous psycholo-
gical preparedness (counselling sessions) had four sessions 
that covered basic HIV & AIDS and adherence counsel-
ling. These would typically be conducted over a period of 
a week. The sessions were now compressed into a -
single day session to cater for patients initiating ART on 
the same-day. To a few who failed to absorb the informa-
tion on the same-day, ART was deferred or started. Those 
who began ART without completing the counselling ses-
sions were booked to come and finish the remaining ses-
sions while already on ART. To improve linkage to care, 
the Linkage and referral of clients TWG developed 
a standard referral form for use in referring clients from 
one service delivery point to another. The referral form 
had a tear-off section to allow feedback and confirmation 
of the referrals.

Zimbabwe adopted and started implementing during 
the pilot the WHO recommendation of retesting all per-
sons newly diagnosed as HIV positive with a second spe-
cimen before ART initiation to rule out potential 
misdiagnosis.16 Healthcare workers were trained on the 
retesting recommendation. The emphasis was for the retest 
to be conducted before ART initiation using the same 
testing algorithm, drawing another specimen on the same 
or different day, at the same or different testing site and by 
a different or same tester depending on staff availability. 
Systems to track and report cases of inconsistent results 
were put in place.

Discussion and Lessons Learnt
The created TWGs provided a platform for sharing experi-
ences among implementing partners and MoHCC. This 
helped in the uniformity and standardising of communica-
tion messages, training material and implementation activ-
ities across the cascade of care in the pilot districts.17 

Community knowledge, engagement and support were 
crucial elements for successfully implementing the 
guidelines.18,19 Health facilities preparedness was of sig-
nificant importance. Despite resource constraints, many of 
the barriers and challenges were addressed by site-level 
actions using existing resources. Some of the activities did 
improve not only the quality and effectiveness of services 
across the cascade of care but also reduced the workload.

In the early stages of the implementation of Treat All, 
the focus was putting patients on antiretroviral therapy. 
Minimal attention was offered to other components of 
the cascade. With time, there was the realisation that 
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Treat All is not just about ART initiation but needs to be 
implemented as a package. There was a need to call 
patients who had ART deferred due to eligibility criteria, 
intensify HIV testing, retesting before ART initiation, 
timely linkage to care of those identified HIV positives, 
adequate clinical and psychological readiness assessment 
before ART initiation. We then started to put in place 
strategies to address these other components of the 
package.

As the implementation of Treat All, progressed there 
was a decrease in the number of patients initiated on ART. 
Like with our experience, the upsurge and later the 
decrease was mainly due to exhaustion of the pool of 
patients who had ART deferred due to eligibility 
criteria.6,20 We had to put in place systems to track patients 
who had ART deferred because of eligibility criteria. The 
other reason that might have decreased patients starting 
ART was how HIV testing evolved during the pilot. When 
Treat All started, there was massive general community 
catch up testing. As we continued with that testing strat-
egy, it became difficult to identify positives, and this 
pushed us towards starting targeted HIV testing both at 
facility and community levels.

With same-day ART initiation, the dilemma among 
healthcare workers was on how to compress the counsel-
ling sessions in a single day. Initially, it was a mammoth 
task, but surprisingly with time, most of the clinically 
ready patients could absorb the compressed sessions in 
a day and start treatment on the same day. This might 
have been due to the high acceptability of Treat All by 
the patients themselves. However, not all patients were 
started on ART on the same day. Early on, there was 
confusion in the meaning of Treat All (test and treat), 
with most healthcare workers thinking that all patients 
must be initiated on ART on the same-day of testing. 
The MoHCC later provided guidance, with the aim being 
to start patients on ART within 14 days after addressing all 
the critical psychological and clinical issues.9

Though the initiation of patients on ART regardless 
of clinical or immunological status had known benefits, 
the removal of the CD4 brought some practical imple-
mentation challenges. When the change in guidelines 
was announced, there was an abrupt decrease in funding 
for CD4 testing both for point of care and laboratory- 
based testing.21,22 The CD4 count has been used to 
identify patients with advanced disease.23 The process 
to identify these patients was now heavily relying on 
clinical assessment. The problem was further 

compounded by the fact that the sensitivity of clinical 
signs and symptoms in picking patients with advanced 
diseases is low.24,25 Initially, MoHCC and partners 
responded by capacitating healthcare workers in the clin-
ical screening of common opportunistic infections, 
which might lead to immune reconstitution inflammatory 
syndrome in our setting, ie tuberculosis, cryptococcal 
meningitis and Kaposi sarcoma and later sourced con-
sumables for CD4 testing.

The recommendation to retest all patients before ART 
initiation was based on published reports and unpublished 
programme data of HIV status misclassification, with false 
positive and false negative results.16,26,27 These reports 
raised concerns that some individuals might be starting 
on ART inappropriately. Treat All was accompanied by 
a massive scale-up of HIV testing services hence the need 
to put quality assurance measures. However, the problem 
of HIV testing misclassification in our setting might not be 
bad as initially thought.28,29

Conclusion
Coordination and well-structured engagement plans with 
the districts led to the successful implementation of the 
pilot. The created technical working groups provided stan-
dardisation and a platform for sharing experiences among 
implementing partners and MoHCC. Training and capacity 
building of healthcare workers through mentoring, support 
and supervision and provision of job aids was necessary 
for equipping the healthcare workers with the necessary 
skills. Community knowledge, engagement and support 
were also identified as crucial for the successful imple-
mentation of the guidelines. Site preparedness of the 
health facilities was significant. This enabled health facil-
ities to develop mitigating strategies at the local level 
using existing resources.

Future research is required to understand Treat All 
implementation. Studies looking into how patient out-
comes across the cascade of care (testing, linkage, ART 
initiation, adherence, retention and viral suppression) will 
evolve under Treat All are pertinent. With funding towards 
CD4 testing dwindling, there is a need to develop simpler 
clinical algorithms and point of care diagnostic tests to 
identify patients with advanced disease.
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