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• The SGDI for the HIV and AIDS sector is 59% compared to the citizen score of 70%. Visible
efforts by government and other stakeholders on prevention programmes and improving
access to treatment could be the reason for the higher score from citizens.

• The country has made commendable strides in reducing the overall HIV prevalence rate,
which researchers now estimate at 15%, and is working towards reducing the prevalence
rate to a single digit.

• In 2011, Zimbabwe reached 79.5% Anti-Retroviral Therapy (ART) coverage; 80% for adults
and 46% for children with advanced HIV infection.

• However, the gender inequalities that fuel the pandemic remain evident in that women
have a higher prevalence (18%) than men (12%) do.

• Zimbabwe has a strong policy and strategic framework to address HIV and AIDS. The
Zimbabwe Accelerated Country Action for Women, Girls, Gender Equality and HIV (2011-
2015) seeks to specifically address the gender dimensions of the pandemic.

KEY POINTS

CHAPTER 7

HIV and AIDS

Article 27

Zimbabwe has experienced a decline in HIV infections and related deaths over the past few years partly due to an increase in awareness
and prevention. However, behavioural change remains critical to avoiding new infections. Photo: Google Images
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The SGDI score is 59% in 2014, an increase from 47%
in 2013. The CSC score decreased from 75% to 70%.
The SGDI measures comprehensive knowledge on HIV
and AIDS, the proportion of women living with HIV as
a proportion of the total, and HIV-positive women
receiving Prevention of Mother to Child Transmission
(PMTCT). Zimbabwe ranks number six in the region in
this category.

CSC
59%

6

Table 7.1: SGDI and CSC scores for HIV and AIDS

Scores
Ranks

SGDI
70%
10

Figure 7.1 presents a comparison between the SGDI and
the CSC scores in this sector. This indicates that, in
general, citizens have a level of satisfaction with the
efforts of their governments than the indicators suggest
that they should not. This trend persists from previous

years. The average CSC score has increased slightly
between 2013 and 2014, from 71 % to 70%.  This
represents a levelling of this score. CSC scores look quite
similar across the region (with the highest score of 78%
in Namibia and the lowest at 55% in the DRC).

There is a high burden of HIV and TB among women
in Rimuka. Meanwhile, until recently, the town had just
one public diagnosing centre for HIV and TB, at Kadoma
District hospital, about 10 kilometres away. Because of
the distance and cost of travel, fewer women accessed
HIV/TB diagnosis and treatment services. Delayed
diagnosis and treatment thus led to low quality of life,
premature deaths and it affected family lives. The
diseases also spread faster in the community.
Kadoma city thus established an integrated HIV/TB
centre as a one-stop shop where health officials can
diagnose HIV and TB and treat patients with either
disease. Eligible clients can also access Anti-Retroviral
Therapy (ART).

 This is a good practice in that diagnosis, care and
support now exist at local level. This creates time for
clients to do other duties. Those who had trouble
affording the transit cost from Kadoma also save on
bus fare. Furthermore, this is in line with Article 27 of

Rimuka gets an HIV and TB clinic

the SADC Gender Protocol, which urges institutions to
develop gender sensitive strategies to prevent HIV
infection and to ensure universal access to HIV and AIDS
treatment for infected women, men, boys and girls.
The specific objectives of the program include:
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Source: Gender Links 2014.

Figure 7.1: SGDI and CSC scores for HIV and AIDS
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The Rimuka clinic is as a one-stop shop where health officials can diagnose
HIV and TB and treat patients with either disease. Photo: Zim Health
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• To renovate the structures at Rimuka Health centre
to make them gender sensitive;

• To initiate ART on 1200 clients from January to
December 2014;

• To screen for TB to all HIV infected clients and vice
versa;

• To improve the quality of life among those affected
and infected by HIV/AIDS; and

• To reduce travelling expenses since the clinic is in
Rimuka.

The City Health Department noted certain barriers to
seeking care, particularly among women due to gender
disparities. Distance, time and financial barriers are
common, which means stakeholders need to reduce
these through offering an integrated service, at
minimum cost and at a site within the community. It is
also necessary to integrate HIV and TB diagnosis and
treatment under the same roof as these two diseases
now co-infect most clients. The steps in the programme
include:

• Stakeholders carried out a baseline study on factors
associated to delayed ART initiation;

• Created an enabling environment, including building,
staff and equipment;

• Mentoring staff on integrated HIV/TB treatment;

• Offering provider initiating testing and counselling
to all clients seeking health services at Rimuka clinic;

• Screening for TB to all clients, including those living
with HIV and AIDS;

• Performing CD4 cell count test on those found to be
HIV-positive;

• Initiating ART on all eligible clients;
• Linking all clients living with HIV and AIDS to support

groups and other linkages; and
• Continuous monitoring and evaluation of the

program.

The following partnerships exist in the implementation
of the project:

• Kadoma City Council (Health Department)
• ZNPLH+ (Kadoma Branch) - letter of support local
• Ministry of Health and Child Care
• District Aids Coordinating Committee
• TB Union (global NGO)
• TB Care - national NGO
• ZIM Health - letter from Switzerland (global)
• Soap Box Collaborative

The projected has funds to use in a gender responsive
manner to the value of $83 620 but still faces some
challenges, as indicated below:

Council's acknowledgment of the need to bring
treatment closer to the people has contributed to the
promotion of universal access to HIV and AIDS treatment
in the town. At individual level, clients can join
psychosocial support groups and reduce stigma. The
quality of life has improved due to treatment.

Women have free access to diagnostic and treatment
services. Consultation, medicines, CD4 count are all free,
the minimal cost is the opportunity cost of seeking
treatment. Experts provide treatment in a friendly,
specialised environment without competing for services
with other diseases and conditions. Women can discuss

their choices for treatment options with specialised
health workers.

Linking the clients to support groups and project group
has empowered the women to be in control of their
condition and assist others. Improved quality of life
ensures that women can contribute to the wellbeing
of their families as mother and wife. Group and
individual counselling, as well as activities at the support
groups, empowers women to negotiate for safe sex to
prevent reinfection and STIs. This has also had an impact
on unintended pregnancies.

Excerpt from SADC Protocol@work case study
submitted by Kadoma City Council, 2014

Staff shortages

Stationery

Shortage of CD4 point of care machine

Furniture for staff and clients

Stigma

Changing information on HIV and AIDS

Attitudes of some professional staff

Employ relief nurses as needed

Assisted by partners

Procured two additional machines

Engaged partners to purchase additional furniture

Raise awareness on HIV acceptance

Continuous staff development

Training of staff

Challenge How did project overcome it?
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Figure 7.2 shows that men and women have quite similar
perceptions of their governments regarding the
provision of HIV and AIDS services.  The regional average
is 73% for women and 69% for men. The overall average
is 72%, which is close to the average of 71% in 2013.
Zimbabwe falls in the middle, with women ranking it
73% and men 66%. Ten countries show higher scores
for women than men, while three have higher scores
for men than women.  The difference between the
highest CSC score in Namibia (average 78%) and the
lowest in DRC (average 55%) is much less than the

difference between the highest and lowest SGDI scores.
This is probably an indication of citizen's satisfaction
and relief with treatment availability after so many
years of extreme morbidity and mortality.

Background

The human face of HIV and AIDS in Zimbabwe dispro-
portionately continues to be that of women and young
women. Gender inequalities, patriarchal and cultural
norms and attitudes, and gender-based violence increase
women's vulnerability to HIV infection. Inter-
generational relationships, sexual violence and early
marriages within some religious sects increases the HIV
risk of adolescent girls and young women. An estimated
1 168 263 people were living with HIV at the end of
2010, with women comprising 52% of this number.1

The peak age group affected is women ages 30-39 years
(29%) and in men 45-49 years (30%).2

In addition, women remain unable to negotiate safer
sex, even within marriage. The National AIDS Council
reports that married women in Zimbabwe increasingly
have become more vulnerable to HIV infections.
Moreover, women continue to carry the burden of
providing care to their husbands, children, relatives,
community members and orphans. Women constitute
more than 95% of the care givers involved in home-
based care in Zimbabwe.3

Source: Gender Links 2014.

Figure 7.2: Women's and Men's perceptions of HIV and AIDS
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Sister Mutswiri explains how to use the CD4 count machine during the
Kadoma COE verification in 2013. Awareness and education is critical to
reduce new infections of HIV. Photo: Tapiwa Zvaraya

1 Zimbabwe 2012 Millennium Development Goal Progress Report.
2 Zimbabwe Demographic and Health Survey, 2010/2011.
3 Combined Report of the Republic of Zimbabwe in terms of the Convention on the Elimination of all Forms of Discrimination against Women (CEDAW)

2009.
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The Protocol requires that by 2015, State Parties shall develop gender-sensitive strategies
to prevent new infections, taking account of the unequal status of women, and in particular
the vulnerability of the girl child as well as harmful practices and biological factors that
result in women constituting the majority of those infected and affected by HIV and AIDS.

Prevention

% men

Table 7.2: Key Gender, HIV and AIDS indicators

Extent of comprehensive knowledge on HIV and AIDS

HIV infection

% of women and men ever tested6

(age 15-49 who have been tested in the last 12 months)

On ARV treatment - 79.5% ART coverage in 2011

Pregnant women counselled and tested for HIV during antenatal care

HIV positive pregnant women receiving treatment to mitigate against PMTCT

% women

52

53.9

50.6

63.6

59.1

82

47-49.5

46.1

40.3

36.3

-

-

Source: Zimbabwe Demographic and Health Survey 2010-2011; Zimbabwe 2012 Millennium Development Goals Progress Report; 2013 National Estimates,
AIDS and TB Unit, Ministry of Health and Child Care. The change in PMTCT guidelines and indicator definition may explain the decline in 2012 and 2013
estimates.

The Criminal Law (Codification and Reform Act) protects
women from sexual abuse and criminalises marital rape
and the wilful transmission of HIV and AIDS. The country
also has implemented the Zimbabwe Operational
Framework on Women, Girls, Gender Equality and HIV
(2011-2015) to complement the Zimbabwe National
AIDS Strategic Plan II (2011-2015) and to provide
direction in making HIV programming more responsive
to the needs of women and girls. This is especially
important for marginalised women - sex workers,
migrant and internally displaced women, women living
in informal settlements, cross border traders, women
and girls with disability and adolescent girls.

This framework, known as the Zimbabwe Agenda for
Accelerated Country Action for Women, Girls, Gender
Equality and AIDS (ZAACA), has five outcomes:4

• Access to comprehensive HIV prevention, treatment,
care and support services for women and girls;

• HIV integrated into sexual and reproductive health
and other health and social services;

• Women and girls empowered to drive the trans-
formation of social norms and power dynamics with
the engagement of men and boys working for gender
equality in the context of HIV;

• Developing a research agenda to gather evidence for
better planning, programming and implementation
of programmes;

• Resource mobilisation for the implementation of
ZAACA; and

The Ministry of Health is also spearheading the deve-
lopment of a comprehensive Sexual and Reproductive
Health and HIV and AIDS policy.

State parties shall take every step to adopt and implement gender-sensitive policies and
programmes, and enact legislation that will address prevention, treatment, care and
support in accordance, but not limited to, the Maseru Declaration on HIV and AIDS.

Policies

HIV and AIDS prevalence in Zimbabwe has been on a
downward trend from 27% in 1997 to 15% of adults
in the 15-49 age group in 2010. This is a result of
collective efforts by government and civil society to

combat new infections through awareness campaigns.
However, Zimbabwe remains the fifth most HIV-
burdened country in region, after Botswana, Lesotho,
South Africa and Swaziland.5

4 Zimbabwe Accelerated Country Action for Women, Girls, Gender Equality and HIV, A call for action, 2011-2015.
5 Zimbabwe 2012 Millennium Development Goals Progress Report.
6 Data from the 2014 Multiple Indicator Cluster Survey.
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Comprehensive, accurate knowledge of HIV and AIDS
is fundamental to ensuring citizens use HIV services and
engage in behavioural change. In Zimbabwe,
comprehensive knowledge is higher among women
(52%) than men (47%-49.5%). An average of 50% of

young people have a comprehensive knowledge of HIV
and preventive methods, and almost 80% of young
women and men know that the use of condoms reduces
the risk of HIV infection.7

Figure 7.4: Women and men's comprehensive knowledge of HIV and AIDS
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Figure 7.3: Proportion of women and men living with HIV
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Figure 7.3 shows that women remain more affected by
HIV than men do. In 12 of the 15 countries in SADC,
there is a higher proportion of women living with HIV.
Madagascar, Seychelles and Mauritius have a higher
proportion of men living with HIV than women, with
the highest disparity in Mauritius, where men comprise
72% of those living with HIV. These three countries
have concentrated HIV epidemics in key populations
such as injecting drug users and men who have sex with
men. In Zimbabwe, women comprise 54% of those
living with HIV and AIDS. In all countries, as epidemics
mature, the gap is narrowing between the percentage
of men and women living with HIV.

According to UNAIDS, women constitute approximately
58% of the estimated 35.5 million people living with
HIV globally.  It is further estimated that 37 000 women
die every year from HIV and pregnancy complications
in low and medium income countries, compared to
almost none in high-income countries.8

Comprehensive, accurate knowledge of HIV and AIDS
is fundamental to ensuring citizens use HIV services and
engage in safe sexual behaviours. Yet, knowledge
remains low among young women and men (aged 15-
24) in SADC, with significant gaps in even basic know-
ledge about HIV and its transmission. Thus, stakeholders
at all levels must mainstream age-appropriate sexuality
education.

7 Zimbabwe 2012 Millennium Development Goals Progress Report.
8 UNAIDS 2014.
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Zimbabwe has increased its ART coverage from 53% in
2009 to 80% in 2011. More than 80% of the adult
population with advanced HIV infection has access to
treatment, while 46% of children with advanced HIV
infection have access to treatment. The majority of
those on treatment are aged 15 years and older. In

2011, of those with advanced HIV infection, more
women (63.6%) than men (36.3%) received ART. The
country is among the five countries in the SADC region
- with Botswana, Mauritius, Namibia and Seychelles -
that has achieved 80% or higher ARV coverage for
people with advanced HIV infection.

The Protocol requires State Parties to ensure universal access to HIV and AIDS treatment
for infected women, men, boys and girls.

Treatment

Great variations in knowledge of HIV and AIDS
exist between countries: Figure 7.4 illustrates that
the most comprehensive knowledge on HIV and AIDS
is in Mauritius - 80% for women and 76% for men.
Only four countries - Mauritius, Namibia, Seychelles and
Swaziland (all with relatively small populations) - have
comprehensive HIV and AIDS knowledge that is more
than 50%. Eight countries do not even reach 40%
knowledge coverage for both men and women (Angola,
Botswana, DRC, Lesotho, Madagascar, Mozambique,
South Africa and Zambia). Anecdotal evidence suggests
that this depressing picture is further exacerbated by
wide disparities in knowledge between rural and urban
young people, between higher and lower socio-
economic groups, and between those with more and
less education. This is especially worrying in a region

with the highest prevalence of HIV. Compared to the
effort that has been invested in education and
information campaigns over many years, this is an
extremely poor result and calls for serious reassessment
of strategies.

The knowledge gap between women and men is
relatively small:  Women and men's comprehensive
knowledge of HIV remains similar through all the
countries. The highest disparity is in South Africa, where
women sit ten percentage points behind men, and in
Lesotho, where men sit ten percentage points behind
women. Women score higher in Botswana, Lesotho,
Mauritius, Namibia, Seychelles, Swaziland and
Zimbabwe, with the rest of the countries showing lower
percentages for women than men.
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Figure 7.5: Percentage of those eligible receiving ARVs
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Figure 7.5 shows the percentage of people receiving ARVs in SADC. Zimbabwe, at 56%, falls in the middle.
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PMTCT

The PMTCT coverage also continues to expand in the
country. As of 2010, 86% of pregnant women received
treatment to prevent HIV infection in their unborn
child, and by the end of December 2012, this had
increased to 92% using the single dose therapy known
as Option A. In 2014, as the country moved to Option
B, 82% of pregnant women received treatment to
prevent HIV infection in their unborn child.

Option B+ is an approach to integrate PMTCT and ART
at the primary care level. Under this option, medical
staff offer all pregnant women living with HIV life-long
ART, regardless of their CD4 count. Stakeholders in
Malawi first conceived and implemented this approach,
and in April 2012, the World Health Organisation (WHO)
released a programmatic update explaining the
advantages of this option for treating pregnant women
and preventing HIV infection in infants. The update
also explains how Option B+ goes beyond PMTCT by
providing better protection for maternal health and
greater reduction in the sexual transmission of HIV.

The PMTCT uptake in the SADC region remains uneven,
and only Botswana, Mauritius, Namibia, Seychelles,
South Africa, Swaziland, Zambia and Zimbabwe and
have reached the WHO target of 80% coverage.

Challenges to expanding treatment:
Overstretched and understaffed health systems in the
region face many challenges as they struggle to expand
treatment programmes. Some of these include:
• Retaining patients in treatment;
• HIV stigma and discrimination still prevent those that

need care and treatment from accessing it and
adhering to it. This is particularly true for marginalised
groups subject to other forms of stigma such as people

with disabilities, sex workers, LGBTI citizens, prisoners
and refugees;

• Poor data availability and management, both crucial
to keep growing numbers of patients in the system;

• Reliance on external funding for treatment prog-
rammes. Very few countries in the region can fund
their own programmes. However, there is growing
commitment to mobilise domestic funds and much
greater emphasis on prudent management of available
funds;

• The continuum of care has many gaps between pre-
vention, testing, treatment and ongoing adherence;

• The cost of ARVs, especially second and third line
regimens, which patients need as treatment prog-
rammes mature;

• Reaching more men earlier and keeping them in care
and treatment; and

• Improving treatment for children. Botswana and
Namibia have met their goal of 80% of eligible
children on treatment and South Africa and Swaziland
have been able to get more than 50% of eligible
children on treatment. However, few countries provide
treatment to more than three out of 10 children who
need it.

A number of policy documents allude to the importance
of PEP when citizens find themselves at risk of HIV
exposure and infection. This includes Guidelines for
Antiretroviral Therapy in Zimbabwe (2005), Zimbabwe
National Guidelines on Testing and Counselling, National
Behaviour Change Strategy for Prevention of Sexual
Transmission of HIV (2006-2010) and the National Plan
of Action for Women, Girls and HIV and AIDS. The
Guidelines for Antiretroviral Therapy clearly outlines
the procedure for PEP administration. However, policy
guidelines remain silent on PEP for non-occupational
exposure (rape and sexual abuse), as PEP drugs and
services remain mostly available for health personnel.9

A 2007 Zimbabwe Women's Resource Centre and
Network study showed that health workers comprise
95% of respondents who received PEP, while sexually
abused girls made up the other 5%.10 Generally, there
is lack of knowledge about the benefits and availability
of PEP by women and girls in the country. Various
barriers also exist to women effectively receiving PEP.
Although there is no recognised time guideline, it is
generally encouraged that PEP should be administered
24-36 hours after possible exposure to HIV through rape
or unprotected sex. In rural areas, this is not always
possible due to travel distances and lack of transport
infrastructure.  Furthermore, women may lack financial
means and information about how and where to obtain
PEP. They may also fear reporting the assault or seeing
health-care professionals because of the risk of
stigmatisation faced by rape victims.

Staff and clients at the one-stop centre in Makoni, which caters for HIV
testing and referrals. Photo: Anna Murigwa

9 ZWRCN, 2009.
10 Ibid.
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The Protocol requires member states to develop and implement policies
and programmes to ensure the appropriate recognition of the work
carried out by care givers; the majority of whom are women, to allocate
resources and psychological support for care givers as well as promote the
involvement of men in the care and support of people living with AIDS.

Care work

The region has seen a reduction in deaths from
HIV and AIDS: The rapid expansion of treatment has
resulted in a marked decrease in the number of deaths
in the region. The UNAIDS 2013 results report notes
that sub-Saharan Africa cut the number of deaths from
AIDS-related causes by 32% between 2005 and 2011,
with the largest drop in AIDS-related deaths recorded
in some of those countries where HIV has the strongest
grip. For example, Figure 7.6 illustrates that South Africa
reduced the number of deaths in this period by 27%,
which is approximately 100 000 deaths averted.11

Botswana, meanwhile, saw the largest per capita
reduction at 71%, followed by Zimbabwe, at 61%.

Even with the impressive reduction in deaths, six
countries in SADC still accounted for a combined
32% of the deaths due to HIV and AIDS globally
in 2013:  This total comprises 13% in South Africa; 5%
in Mozambique; 5% in Tanzania; 4% oin Zimbabwe;
3% in Malawi and 2% in the DRC.12 According to a
study conducted by the Institute for Health Metrics and
Evaluation (IHME), South Africa has the highest number
of AIDS-related deaths in the world.13

Zimbabwe's health care infrastructure, like that in most
of the SADC countries, cannot provide palliative care,
shifting this to the elderly and children, the majority of
whom are women and girls. Caring for an AIDS patient
can increase the workload of a family caretaker by one
third, an onerous burden for the poor. A rural woman
interviewed in Southern Africa estimated that it took
24 buckets of water a day, fetched by hand, to care for
a family member ill with AIDS - water to wash clothes,
the sheets and the patient after regular bouts of
diarrhoea.14

Community and home-based care programmes remain
popular in Southern Africa and continue to provide a
relatively cost-effective, sustainable and comprehensive
continuum of care that complements institutional care.
Still driven by volunteers, community and home-based
care enhances the capacity of families and communities
to offer affordable quality care for the sick.15

In 2010, inspired by Article 27(c) of the SADC Protocol
on Gender and Development, Gender and Media
Southern Africa (GEMSA) and VSO-RAISA developed
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11 UNAIDS 2012 World AIDS Day Report: Results.
12 http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf  accessed 18 July, 2014.
13 http://mg.co.za/article/2014-07-21-hiv-infections-in-children-under-five-down-by-over-three-quarters
14 SADC Regional Gender Protocol Barometer 2013, Gender Links.
15 SADC Regional Gender Protocol 2013 Barometer, Gender Links.
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the Making Care Work Count Policy Handbook. The
objectives of the handbook include to influence the
development, adoption, implementation and enforce-
ment of policy frameworks that promote the recognition
and support of care providers in the context of HIV and
AIDS, and to promote public engagement on care work
related issues.

The handbook proposes six principles that need to
inform care work policies:
• Remuneration: People doing the work of govern-

ment have a right to financial reward.
• Logistic and material support: It is imperative that

care providers get care kits as well as other support,
such as uniforms for identification, bicycles, food
packs, monthly monetary allowances, soap, free
medical treatment, financial support for income

generating projects, raincoats, umbrellas, agricultural
inputs, stationery and transport allowances, among
others, to provide quality care.

• Training and professional recognition: Stake-
holders should develop protocols of training and
accreditation through a governing body within the
country to regulate and standardise the training.

• Psychosocial support: Legislators should prioritise
care for care providers with psychosocial support
programmes developed and provided to care
providers.

• Gender equality: The gender dimensions of HIV
should be recognised and catered for.

• Public private partnerships: There is a need to
advocate for stronger public private partnerships in
the delivery of primary health care services through
care and home-based care programmes.

Remuneration Logistics and material
support

Table 7.3: Review of care work policies in Zimbabwe

Stakeholders have adopted a
standalone policy. Government
recommends communities mobilise
funds for caregiver costs.
Consideration is being given to the
extent to which the National AIDS
Levy can be used to fund
remuneration of caregivers.

Despite an advanced policy
outlining provision of sufficient
materials and equipment,
access to these is limited.
Fundraising is underway
stakeholders have identified an
entity to purchase home-based
care kits.

A training package exists that covers
training of trainers, nutrition and other
areas. National package includes
treatment support for clients and
handbooks for participants in two of
the major national languages. Progress
hampered by shortage of funds.

The new community and home-based
care guidelines recognise that caregivers
need appropriate psychosocial support
to prevent stress and burn out. Care
workers are benefitting from this where
available; there is no guarantee of access
for all caregivers.

Training/professional
recognition Psychosocial support Gender equality

No policy. However, in 2010, men's
involvement in care work stood at
19%. In addition, children received
training - with the assistance of
international organisations - in order
to ensure the safety of those forced
to care for sick adults.

Funding for the national AIDS response

Zimbabwe's National AIDS Trust Fund (NATF), via the
AIDS levy, has provided the bulk of the national
investment for the response to HIV and AIDS. The AIDS
levy is a 3% tax on individual and institutional income
in the formal sector. Since dollarisation of the economy,
experts expected NAFT's collections to top US$30 million
by the end of 2012, a massive increase from US$7 million

in 2009. Other funding sources include a pooled funding
mechanism, the Expanded Support Programme, which
includes The Global Fund, the United States government,
DFID, CIDA, Irish Aid, Norway and SIDA.16 In the 2014
national budget, government allocated US$300 000 for
HIV and AIDS awareness (as well as STI/TB awareness),
one million for anti-retroviral drugs and US$500 000
for TB drugs.

16 Zimbabwe 2012 Millennium Development Goals Progress Report.

SGP Post 2015

The post 2015 agenda and HIV and AIDS in Zimbabwe

The country continues to work towards
reducing the prevalence of HIV to a
single digit. However, while there is
extensive knowledge among women

and men about HIV and how to prevent it, women and
girls remain vulnerable to HIV infection due to gender
inequalities and the high prevalence of sexual
violence.
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The National Alliance's suggestions in this area for the post-2015 matrix are as follows:

Table 7.4: Proposed targets and indicators for HIV and AIDS

Thematic area/target Proposed post-2015 targetsSDG

1. State parties shall take every step
to adopt and implement gender-
sensitive policies and programmes,
and enact legislation that will
address prevention, treatment, care
and support in accordance, but not
limited to, the Maseru Declaration
on HIV and AIDS

2. Promote behavioural change
through faith-based organisations
and NGOs

3. Ensure HIV and AIDS as part of the
school curricula

4. Provide health gardens for survivors
through local government

5. Focus more attention on
adolescents (15-24): reduce
adolescent HIV prevalence by 20%
by 2020

6. Invest in integrated programmes
which include social benefits  or
cash transfers

7. Increase testing to at least 90% of
population  by 2020

8. 100% of pregnant mothers tested
for HIV; 90% of those that test
positive initiated on treatment

9. Tackle stigma associated with key
populations such as sex workers,
men who sleep with men and
women who sleep with women,
people who inject drugs, prisoners,
migrants and ensure that they all
access comprehensive HIV care,

1. National policies which address
gender and HIV and AIDS issues

2. National policies that are
implemented

3. Availability of national action plans
and budgets

4. HIV prevalence disaggregated by
sex, %

5. Comprehensive knowledge on HIV
and AIDS17 % disaggregated by
sex

6. Number of countries where HIV
awareness  is integrated in the
school curriculum

HIV prevalence among young people

7. Awareness of HIV and AIDS
issues among youth, especially
upper secondary

8. Lower secondary school gross
enrolment ratio

9. Comprehensive knowledge of HIV
among adolescents (%)

10. Percentage of adolescents in need
of social protection that receive
regular cash transfer and support

11. Percent of population which has
been tested, disaggregated by sex

12. Percentage of pregnant mothers
tested for HIV

13. Percentage  of pregnant mothers
living with HIV initiated on
treatment

14. HIV prevalence in sex workers,
men who have sex with men,
women who have sex with women,
people who inject drugs, prisoners,
migrants (%)

Proposed post-2015 indicators
HIV and AIDS
Policies:  State parties
shall take every step to
adopt and implement
gender-sensitive policies
and programmes, and
enact legislation that will
address prevention,
treatment, care and
support in accordance, but
not limited to, the Maseru
Declaration on HIV and
AIDS
Prevention
By 2015, state parties shall
develop gender-sensitive
strategies to prevent new
infections, taking account
of the unequal status of
women, and in particular
the vulnerability of the girl
child as well as harmful
practices and biological
factors that result in
women constituting the
majority of those infected
and affected by HIV and
AIDS

17 WHO, Health Demographic surveys, UNAIDS.
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Thematic area/target Proposed post-2015 targetsSDG Proposed post-2015 indicators

5.4 Recognise and redistribute
unpaid care and domestic
work through shared
responsibility within the
family and the provision of
appropriate public services

support and treatment services to
reduce the prevalence of HIV

10. Ensure universal access to HIV and
AIDS treatment for infected women,
men, girls and boys by 2020

11. 50% people 50 or older have access
to integrated health, HIV and social
services

12. At least 30% of those that are
eligible for social protection are
receiving support

13. Have and enforce policies and
programmes for the recognition, of
the work carried out by caregivers,
the majority of whom are women
by 2020

15. Percentage of those living with
HIV who access to ARV treatment,
disaggregated by gender

16. Percentage of people over 50 who
have access to integrated health,
HIV and social services

17. Percentage of people over 50 who
are eligible for social protection
that receive it

18. Number of recognised and
accredited caregivers

19. Number of policies on caregiving,
safety, legal protection

20. Number of countries with final
policies on care work

21. Number of countries which are
implementing policies on care work

22. Proportion of recognized care
workers that are men

Treatment
Ensure universal access
to HIV and AIDS treatment
for infected women, men,
boys and girls

Care work
Develop and implement
policies and programmes
to ensure the appropriate
recognition, of the work
carried out by caregivers,
the majority of whom are
women; the allocation of
resources and
psychological support for
care-givers as well as
promote the involvement
of men in the care and
support of People Living
with AIDS

• The government must continue to invest resources in
prevention and treatment to meet the MDG and
SADC Gender Protocol targets of universal access.

• Commission research to assess the impact of the
Zimbabwe Agenda for Accelerated Country Action
for Women, Girls, Gender Equality and AIDS (ZAACA)
and other policies on addressing the gender
dimensions of the pandemic.

• Develop and/or intensify advocacy and information
and education campaigns to address the factors that
continue to fuel HIV infection in young women.

• Zimbabwe's 2012 MDG Progress Report calls for the
strengthening and scaling-up of private-public
partnerships to address HIV and AIDS, as well as
strengthening the involvement of communities in HIV
programming.

• Increase the engagement of care providers in the
national processes to review and strengthen
community and home-based care policies.

• Promote community and local government
involvement in care work to reduce the burden on
women and girls.

Next steps
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