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The FTT4000 programme was a SAfAIDS 18-month intervention (June 2018- December 2019) in collaboration with 
Ministry of Health and Child Care (MoHCC), with financial support from Aidsfonds, and technical support from Paediatric-
AdolescentTreatment Africa (PATA) and Positive Action for Children’s Fund (PACF). The FTT4000 programme intended 
to find, test and treat (FTT) 4000 HIV exposed infants and infected children aged 0-9 years in Zimbabwe. The programme 
also targeted pregnant and lactating women with its secondary target being men, CBOs, health facilities and surrounding 
communities. The programme was implemented in Bulawayo, Kwekwe and Marondera districts. The objectives of the 
programme were to;

objectives of the ftt 4000 programme

1. Strengthen community systems to enhance early identification, testing and treatment of 4000 children living with 
HIV aged 0-9 years; pregnant and lactating women (PLW) before, during and post-delivery and link them into 
care to close the gaps in the PMTCT and paediatric HIV response, by 2019.

2. Strengthen clinic-community engagements/collaborations between multidisciplinary paediatric and children HIV 
Treatment Teams, CBOs and Communities to enhance the finding, diagnosis, linking into care and retention of 
children 0-9 years into paediatric HIV treatment, care and support within programme communities, by 2019.

3. Best Practices documented and Lessons from findings shared on working community Approaches for sustainable 
case finding, testing and treatment of infants and children 0-9 years, by 2019.

The FTT4000 programme was implemented with 
guidance from MoHCC right from the planning stage 
to its completion. This is testimony that the FTT4000 
programme responded to the needs and priorities of 
the Government of Zimbabwe and by virtue of that 
alignment, its efforts were also linked to the global 
needs for Elimination of Mother to Child Treatment 
(EMTCT). The programme was discussed at global, 
regional and national levels.

FTT 4000 Programme Had Space at 
Global and National Discussions

“FTT4000 programme was given a platform for 
discussion at the International AIDS conference 

in the Netherlands 2018. The FTT4000 
programme had been discussed at national 

stakeholder meetings such as the PMTCT 
Partnership Forum and HTS Prevention forum.”

—National PMTCT Coordinator
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The documentation process relied on document review and 35 case interviews from a range of interviewees including; 
MoHCC, SAfAIDS, District Level Partners (Kwekwe: Jointed Hands Welfare Organisation (JHWO); Marondera: Seke Rural 
Home-Based Care (SRHBC); Bulawayo: Million Memory Project Zimbabwe (MMPZ)); District Nursing Officers, Heath 
Facility Staff; Community Cadres (Community Case Finders (CCFs) & Community Testers (CTs); C3 Partners, community 
leadership and beneficiaries.

MoHCC and SAfAIDS were interviewed to provide strategic context and information on the contribution of the FTT4000 
programme to the broader national EMTCT agenda. Implementing partners and District Health Officers provided 
programming context and were able to give details of the programme in action at a local level. C3 partners also gave 
programme details at local level showcasing the working synergies and collaborations that have contributed to success 
of the documented models. Finally, community cadres and beneficiaries provided the stories and lived experiences that 
evidenced the usefulness and efficacy of the documented models.

Data was collected in 2021 during the COVID-19 pandemic, as such all interviews were conducted virtually for the safety 
of all involved.

Documenting at Igava Clinic and the Aidsfonds Executive 
Director interacting with benefactors of the programme
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The documentation of working models is derived from the main model that was developed by partners in the FTT4000 
programme.

The model has a number of critical components and for purposes of this case study the model has been broken into sub-
models as follows;

1. Technical Guidance – C3 Model: The relationship between District Health Teams, implementing partners and 
the health facility.

2. Door to Door Case Finding and Testing Model: The central part of the model (in the centre circle) shows the 
relationship of the community and Health facility. This part of the model will include the work of the community 
cadres the Community Case Finders (CCFs) and Community Testers (CTs).

3. Models for Community Resilience Strengthening: This will include nutrition support and ART adherence 
support and the sustainability livelihoods projects.
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4.1 Model 1: Technical Guidance – C3 Model

4.1.1 Model in Detail

Why the Model?
Prior to FTT4000 programme, many stakeholders in PMTCT and other health related thematic areas worked well, but in 
isolation. This led to weak coordination and duplication, reduced efficiency and effectiveness in the process. 

How did it work?
The C3 Model was instrumental to the FTT4000 programme, as it offered technical guidance at district level. The model 
ensured planning, implementation and monitoring was through close collaboration with District Health Teams, implementing 
partners, the health facilities and community cadres (CCFs and CTs). Throughout the programme implementation, C3 
partners met every month. Collaborations and synergies were built from the C3 meetings which included combined 
outreach programmes, provision of transport for CTs to conduct testing in hard-to-reach areas and collaboration at 
Expanded Immunisation Programme (EIP) outreaches.

Though specific composition of C3 partners varied by district, but comprised of non-governmental organisations running 
paediatric and adolescent HIV programmes in the different district for collaboration, key government line departments 
whose technical expertise was useful to the programme, varying levels of community leaders to facilitate local buy in and 
community mobilisation as well as the programme community cadres to report and escalate any unresolved referrals at 
the monthly meetings. Table 1, on the following page, shows the composition of C3 partners in the programme.
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Table 1: Composition of C3 Partners by District

District C3 Partners

Bulawayo 

Government: MoHCC, NAC, Ministry of Social Welfare

Local Government: City Council; Bulawayo Residents Council; Bulawayo Progressive Residents 
Association

NGOs: MMPZ, J.F Kapnek Trust, AIDS Health Foundation (AHF), Result Based Financing (RBF), 
Childline, OPHID, BRTI

Programme: CCF Supervisors and CTs

Kwekwe

Government: MoHCC, NAC, Department of Social Development, Agritex, Ministry of Youth, Ministry 
of Primary and Secondary Education

Local Government: Kwekwe City Health Department, Redcliff Department of Health, Zibagwe RDC 
Department of Health, District Development Coordinator, Chief

NGOs: JHWO, Africaid, ZACH

Programme: CCF Supervisors and CTs

Marondera

Government: MoHCC, NAC, Ministry of Women’s Affairs, ZRP, Ministry of Primary and Secondary 
Education, Ministry of Social Welfare

Local Government: Councillors, District Development Coordinator, Marondera Rural Development 
Council,Chief, Village Heads

NGOs: SRHBC; ZICHIRe, Life Health Education Development Organisation, ZNNP+

Programme: CCFs, CTs
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Table 2: Leveraging on Clinic Community Collaboration (C3 ) methodology for a coordinated 
and impactful response

Structural 
arrangement

Bulawayo 
(MMPZ)

The C3 monthly meetings platforms created a conducive environment to establish 
partnerships with stakeholders working in HIV; National AIDS Council (NAC), Ministry 
of Health and Child Care (MoHCC), City Health JF Kapnek, Trinity project and Aids 
Health Foundation (AHF). C3 meetings were systematically scheduled on every 
last Wednesday of the month to allow prioritisation by all district stakeholders.

City Health department and Organisation for Public Health Interventions 
and Development (OPHID) combined the Expanded Programme for 
Immunisation (EPI) and ART outreach programmes with FTT community 
workers as a norm allowing for screening of children with HIV and linkage.

Joint 
Planning and 
implementation 
of activities

Kwekwe 
(JHWO) Monthly meeting utilised as a platform for sharing monthly calendars 

and birthing joint implementation plans such as collaboration with 
MOHCC during EPI; NAC during outreach programmes and Department 
of Social Services (DSS) during food distributions. The CCFs and CTs 
utilised these platforms to screen and test HIV exposed children.

C3 monthly meeting were scheduled on the last Tuesday of each month 
allowing stakeholders to diarise and prioritise the meetings.

Marondera 
(SRHBC) Participation of District Medical Officer (DMO), District AIDS Coordinator 

(DAC) and District Development Coordinator (DDC) allowed joint mapping of 
district hotspots and synchronisation of the FTT 4000 programme with other 
paediatric HIV programmes within the districts. This included collaboration 
with Ministry of Primary and Secondary Education (MoPSE), working with 
school health masters to identify children likely exposed to HIV for testing.

The implementing partner conducted joint outreach programmes with partners 
such as Zimbabwe Community Health Intervention Research (ZICHIRE), NAC, 
Zimbabwe National Network of People Living with HIV+, Africaid and LHEDO 
who work with sex workers targeting children of the key populations.

C3 monthly meeting scheduled on the last Thursday of each month 
allowing stakeholders to diarise and prioritise the meetings.
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Structural 
arrangement Bulawayo 

(MMPZ)

NAC, City Health and MoHCC made use of the presence of CCFs 
within communities to disseminate information on and refer pregnant 
and lactating women at risk of HIV for Pre-exposure prophylaxis.

Involvement of 
multi-sectoral 
stakeholders for 
effective clinic, 
community and 
community-
based 
organisation 
collaboration

Kwekwe 
(JHWO)

Involvement of the Department of Agriculture, Technical and Extension 
Service (AGRITEX) in providing technical support to the livelihoods projects 
through trainings and on-going monitoring resulted in maximised yield.

Marondera 
(SRHBC)

Engagement with community leaders in particular religious leaders from the 
apostolic sect (who are normally objectors of conventional medicine) resulted 
in mobilisation for HIV testing in areas where the religion is strong.

Structural 
arrangement

Bulawayo 
(MMPZ)

Working with partners also focused on service delivery for children 
improved quality of life for children living with HIV, such as securing 
educational assistance for children  through working with JF Kapnek.

The partner also created a symbiotic relationship with DSS in referring pregnant 
women for ANC booking assistance through the results-based financing programme.

Effective 
partnerships 
providing 
checks and 
balances

Kwekwe 
(JHWO)

There was improved service delivery through close collaborations, follow up on 
referrals and unlocking bottlenecks such as shortage of test kits and drug stock outs. 
This was done through engagement with DNO, City health Director and Redcliffe 
Senior Nurse to facilitate redistribution of kits and drugs to facilities with stock outs.

Marondera 
(SRHBC)

Close collaboration and communication led to integration of services allowing the 
delivery of holistic packages to beneficiaries such as layering of PSS, education, 
nutrition. Of note is the collaboration with the DSS through Case Care Workers 
(CCWs) who worked closely with FTT4000 programme CCFs in providing 
psychosocial and mental health support to children living with HIV. The programme 
also worked well with MoHCC Village Health Workers who were equipped to 
assess children needing HTS in areas where the programme had no CCFs.
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Successes of the Model
Knowledge and Experience Sharing: 
Partners interviewed during the case 
study appreciated the value of monthly 
meetings as they offered a chance to share 
experiences and knowledge and provided 
an opportunity to advise each other on how to 
tackle certain challenges within the district. 
Some of the common challenges were; 
shortage of test-kits, inaccessibility of EID 
testing equipment (point of care machines); 
Lack of medicines, and caregiver related 
socio-economic challenges that reduced 
uptake of FTT4000 related services.  The 
C3 method through the meeting presented 
an opportunity for follow up on outstanding 
referrals across the different partners.

Integration of services: Across all districts, 
there was evidence that the FTT4000 
programme was taking advantage of 
other district level outreach programmes, 
primarily the Expanded Programme for 
Immunisation (EPI). Of note is the fact that a lot of HIV exposed children present themselves for scheduled immunisation 
but before the FTT4000 programme still missed HIV testing services as these were not available on site.

By nature of working together and providing services collaboratively, integration of services became a reality. Integration 
of services included among other services; nutrition, TB screening, birth registration, and family planning. These services 
allowed the programme to give the child a comprehensive package of services. Some respondents had this to say about 
the positives of integration in the C3 Model;

“In the EPI outreaches where we do immunisations and 
Vitamin supplements, we bring along the CCFs and 

CTs for them to screen and test children for HIV”
—Kwekwe Community Health Nurse

“A child under the age of 1 year was identified as malnourished 
and we also screened her for HIV. We could not do a rapid 

test because of her age. We managed to test her at a health 
centre using a Point of Care machine. Results came after 

55 minutes and the child tested negative. The child was 
under weight and we investigated the child for TB and 

she was diagnosed with TB and initiated on treatment”
—Bulawayo MMPZ

“We were doing our outreach in the district with 
other partners under the Expanded Programme for 

Immunisation (EPI). A 9-year-old girl was living with 
her grandfather, and there was suspicion of sexual 

abuse. The issue was referred to Social Services for 
further investigation and continued support”

—SRHBC Marondera
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Policy and Strategic Support: Through horizontal tracking, programme beneficiaries were retained in care and monitoring 
allowing community cadres to be aware what services had 
been missed and to make the necessary follow ups to ensure 
comprehensive care was received by the client. The following 
statement is an example;

Model gaps and Challenges
Composition and Diversity of C3 Model Partners had room for improvement: The composition of C3 meetings could 
have also benefited with involvement of religious and political leaders and private sector partners.

Religious leaders are critical especially for groups that are resistant to accessing health services, collaboration would 
disseminate health information and importance of service access allowing them to mobilise their groups to access 
services. Private sector actors would have contributed especially in mobilising food stuff and other core care services for 
clients such as school fees where there was need.

use of electronic communication 
platforms: use of virtual platforms 
such as WhatsApp messaging 
groups would have allowed 
partners to be in constant touch to 
enable quick responses to matters 
arising during the month, rather 
than waiting for the scheduled 
monthly meetings.

“We can actually access records and reports 
at regular intervals due to the collaboration 
with clinics. We have reduced bureaucracy”

—JHWO Representative
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4.1.2 Case Stories in Relation to the C3 Model

Case Story 1: C3 Model Providing an Integrated Support for a Young Boy in Marondera

What was the Problem/Challenge?
An 8-year-old boy in Marondera; had a number of challenges which could not be solved by the FTT4000 partner (SRHBC) 
alone. The child became orphaned after losing his parents to “Cyclone Idai” which occurred in Chimanimani in 2019. After 
the incident, the boy was moved into a children’s home and later reintegrated to live with his grandmother in Marondera. 
The boy did not have a birth certificate, which had been lost during the cyclone. When he arrived in Marondera, he was 
frail and had a number of clinical symptoms including rash and sores. The grandmother thought all this was due to the 
disaster and weather conditions. The boy was taken to the clinic and he was treated of other ailments that he presented 
with and was not tested for HIV. The ill-health persisted much to the surprise of the grandmother. Although the boy was in 
school, the grandmother faced challenges with paying fees and school related expenses.

How was support received through the C3 Model in the ftt4000 Programme?
Through Integrated support visits with other C3 partners working hand in hand with the FTT4000 programme, the boy was 
screened by a community tester (CT) and tested HIV positive. A follow up confirmatory test was done at Chiparahwe clinic, 
and he was initiated on ART. The CT referred the child out to the District Development’s Coordinator’s (DDC) office for 
birth certificate assistance and now he has a birth certificate. As the boy also presented with malnourishment he was also 
referred to the Department of Social Welfare where he received nutritional support. Educational support was also provided 
through the department as the child was enrolled in school but the grandmother had challenges meeting costs. Further 
referral by the CT was done to the CCF for continued support, adherence counselling, follow up and retention in care.

What changes have been witnessed?
At the time of the case interviews, the child was healthy is now a 
registered citizen with a birth certificate. He was in school and 
receiving nutritional support. The Granny was happy and hoping the 
programme would continue to support children within the community;

“The boy is a brilliant brave boy, your 
continued support to him will make 

him a leader with a brilliant vision. 
Thank you SRHBC in collaboration 

with SAfAIDS for the support you are 
offering to vulnerable children”

—Caring Granny
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4.1.3  Lessons Learnt from the C3 Model

1. There is greater impact in numbers and working together for a common cause: This was witnessed by how 
children were supported not only on HIV/AIDS but also on other related issues like education, birth registration, 
immunisation, nutritional support as part of a package offered by the different C3 partners. Due to the diversity 
of the C3 partners they were able to cover an integrated and comprehensive support for the child which is 
important in their adherence.

2. Value for Money is improved through working with partners: District partners were able to spread and share 
costs in the process of using the C3 model. Duplication was reduced and complementarity increased through 
shared costs of transportation and mounting outreach programmes. An example from Kwekwe, FHI360 would 
bring along CTs into hard-to-reach areas to carry out testing on their vehicles.

4.1.4 Recommendations for Model Strengthening 

1. Consider engaging other stakeholders within the C3 Model, with main considerations being religious leaders 
and the private sector.

2. Consider using electronic communication and meeting platforms for urgent attendance to issues beyond the 
monthly meetings. The monthly meetings have been strategic, but there could be emerging issues such as 
nutritional support that may need more urgent attention.
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4.2 Model 2: Door to Door Case Finding and Testing Model

4.2.1 Model in Detail

Why the Model?
Clinics and hospitals had been supporting the testing of pregnant and lactating mothers through the PMTCT programme. 
The PMTCT programme would also then test HIV exposed infants (children born to HIV positive mothers, at risk of vertical 
transmission). The FTT4000 programme however came in to fill the gap of finding the “missing child”, which are generally 
those families that do not report to the health facilities for various reasons. These are Children Lost to follow up in PMTCT 
Algorithm: A number of children of HIV positive mothers were lost during the PMTCT testing algorithm which is between 
birth and upon stopping breastfeeding (which is at 6 weeks, 9months and 18 months and 3 months after cessation of 
breastfeeding). There were also issues of ART Defaulters which are those parents (including pregnant and lactating 
women) and children who had defaulted taking their ART medication due to a number of reasons. This was common 
practice in impoverished communities and community living far from health facilities. Relocations were also a reason why 
mothers defaulted and would need to be followed up.

Various approaches were employed within the door-to-door model to support identification of children living with HIV. The 
two most prominent approaches were, the camping for HIV testing model introduced by SRHBC and later replicated by 
JHWO. Within this approach CTs would go into an area and stay there for a number of days testing children previously 
screened by CCFs. These would be done for hard-to-reach areas where there are high numbers of children screened and 
at risk of being HIV positive.

A second successful approach was close collaboration with community leaders for mobilisation of communities and 
generating local understanding of the programme. Across the three district partners worked with local leadership in 
the face of residents’ association in urban Bulawayo and traditional leaders in rural Kwekwe and Seke. Collaboration 
with community leaders allowed the known and trusted leaders to become the face of the programme promoting local 
cooperation with the partner and cadres who would conduct outreach activities and door-to-door visits.
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How did the Door-to-Door Case Finding work?
The door-to-door case finding and testing model was unique to the 
FTT4000 programme and central in the implementation of community 
and clinic collaborations in finding, testing and treating HIV exposed 
children. The main drivers of the programme were the community 
cadres the Community Case Finders (CCFs); Community Testers 
(CTs); Health Facilities and Community Leaders. A nurse in charge 
at a clinic in Bulawayo explicitly explained this gap that the FTT4000 
programme filled.

The Model had the following distinctive stages;
Stage 1: Door to Door Visits: index case follows up, children and 
mothers lost to follow up as well as referrals from the clinic of children 
with ill health, parental death guided the CCFs in targeting household. 
Households of known religious practices that form barriers to 
accessing health services, particularly HTS, were also targeted for 
door-to-door visits.

As the programme, evolved the door-to-door approach was also complemented by (i) outreaches (ii) camping for HIV 
testing and (iii) the school-based approaches. The outreach approach was mainly done with C3 partners, which was more 
on demand creation in targeted areas, mainly through the Expanded Programme for Immunisation (EPI) led by the Ministry 
of Health and Child Care (MoHCC). The camping for HIV testing approach was an innovation that brought a high yield of 
HIV positive children.  The first step was CCFs being invited by traditional leaders to target an area they deemed a hot spot 
such as new farming areas, where there are no health facilities nearby. The CCFs would screen the children using the VAT 
tool. After discovering most children screened fitted the criteria for testing, they would then liaise with the implementing 
partner (SRHBC and JHWO) to organise Community Testers to flood the area through camping for some (2-3days) days 
and test the eligible children screened.  Camping for HIV testing was practiced in Marondera and Kwekwe. In Marondera, 
most of the hard-to-reach areas were farming areas, which are also nucleated. Community Testers tested an average of 
30 children per day and got the highest HIV positive yield using this approach.

Stage 2: Screening of HIV exposed children: CCFs would conduct screening of children suspected to be exposed to HIV 
using the Vulnerability Assessment Tool (VAT). The VAT tool had certain questions which were used to screen children 
for testing.

“Case Finding Approaches of the 
FTT4000 offered a piece of the 
puzzle that was missing which is 
the community entity. They made 
the process easy in terms of linking 
to the community. Especially for 
public hospitals and clinics that have 
limited resources including; human 
and financial resources feel that this 
is a positive development. This really 
helped in tracking and testing of all 
exposed babies and pregnant women.”

—Health Facility Nurse, Bulawayo

18



When any of the following questions were answered “Yes”, the child was eligible for an HIV test from the 1CT;

1. Has the child ever been admitted to hospital?

2. Has the child had recurring skin problems?

3. Has one or both of the child’s natural parents died?

4. Has the child experienced poor health in the last 3 months?

5. Are there any symptoms of STIs? (For adolescents)

Stage 3: Community Testing and Clinic Confirmatory Tests: After screening the child, a referral form was given to the 
caregiver and a duplicate to the CT/clinic. The CTs were predominantly using the DNA-PCR test using the Dry Blood Spot 
(DBS) for infants less than 2 years and this could only be done at the health facility. For infants over 2 years a rapid test 
was administered, with results coming out on the spot as opposed to the DBS results which came out after between 1 and 
3 months. For a positive rapid HIV test the CT referred the child to the health facility for a confirmatory HIV test and initiation 
on ART. After initiation on ART the child was referred back to the CCF in the community for follow up, adherence support 
and retention into care.  The door-to-door approach covered a gap in terms of where the clinic could not reach as more 
children were screened, tested and initiated on ART depending on their HIV status.

Stage 4: Index testing: Community Testers also provided HIV testing to the siblings and biological parents of any child 
identified as HIV positive. In the instance of adolescents, sexual partners of adolescents testing HIV positive would also 
be tracked and tested.

Stage 5: Children initiated on ART: The programme ensured that children tested were initiated on ART and provided with 
adherence support and nutrition support necessary and were retained into care.

Successes of the Door-to-Door Case finding and testing Model
Working together with community leaders to gain entry into the communities facilitated the door-to-door model and the 
innovative approaches such as camping for HIV testing. Many children were screened and tested for HIV as an entry point 
into treatment and care. Children who had defaulted ART and those who had missed their testing schedules as per EID 
algorithm were identified and put back into the system.

1 MOHCC (2017) Operational and Service Delivery Manual for the Prevention, Care and Treatment of HIV in Zimbabwe (OSDM) in March 2017
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The Door-to-Door Model and other related case finding models managed to find the missing child: Although 4000 
children were not reached, the programme managed to locate 127 living with HIV and these were initiated on treatment. 
These children were located from home deliveries, families with poor health seeking behaviour, babies lost to follow-up 
through re-location and other socio-cultural and religious reasons.

Case Finding initiated by health facility: There are a number of cases that CCFs followed during the programme 
implementation, which included those cases initiated for follow up by the health facility. Health facilities through clinic 
records would refer CCFs to conduct household visits and follow up children and mothers lost to follow up and thereby 
facilitate re-linkage into care. As such the CCFs through the FTT4000 programme filled a very important gap in HIV care 
and treatment. 

Community Enablers were a reason for success of the model: The door-to-door model worked wonders within the 
communities as it provided a way for HIV exposed children with limited access to health facilities, to get tested and 
treated. The model benefited from a number of enablers. One of the main enablers were community leaders. The FTT4000 
programme gained traction and also community buy-in due to the role of the community leadership in all districts. The 
community leaders facilitated smooth entrance into the community by the CCFs and CTs and the Implementing partners. 
In rural areas of Kwekwe and Marondera, traditional leaders were more influential whilst in the urban Bulawayo, the 
residents’ associations made for easier work in setting up the programme and mobilising communities to access HIV 
testing. Chief Malisa, from Kwekwe district, became a champion of the FTT4000 programme.

Community leadership brought about community buy-in
Chief Malisa of Kwekwe said he had the role of providing 
sensitisation on the FTT4000 programme and also led on 
awareness on the need for having children tested for HIV 
and treated using platforms such as funerals, community 
meetings and visits at community health centres. He said he 
was also instrumental in encouraging parents and caregivers 
of children below the age of 14 to go to clinics and get tested 
for HIV. He also encouraged pregnant and lactating women to 
seek HIV testing Services. The chief instilled confidence of the 
community in the CCFs and CTs which made their work easy.

Chief Svosve, of Marondera 
also said he embraced the 
programme and has made sure 
that the community also does 
the same. He said “…the challenges 
of the missing child needed full 
community support, and therefore 
we made the community aware of 
the importance of the programme”.
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Improved Effectiveness of Referral Systems: Linkage between the clinic and the community improved the quality and 
accessibility of services for children in the intervention districts. The turnaround time of referred clients accessing HIV 
related services and their follow up improved. The FTT4000 programme managed to reduce the backlog in clients lost to 
follow up, due to the application of the C3 model. The referrals were also improved by working synergies between the CCF 
finding and screening and the Community Tester providing testing services and the clinic in turn providing confirmatory 
testing and initiation to ART. The clinic also provided feedback and referral back to the community for adherence purposes 
including ART related and nutritional and livelihood support. The community and the clinic also referred clients to other 
partners for other services such as nutritional support and access to birth certificates.

the model was effective due to the training that community cadres received at the inception of the programme: An 
integrated training facilitated by MoHCC and SAfAIDS built the capacity of 60 CCFs (42F, 18M) and 14 CTs (10F; 4M) to 
conduct household visits, administer the VAT screening tool and carry out testing. The cadres were also equipped with 
information and new trends in PMTCT and paediatric HIV2. CTs received HIV testing training through attachment to a 
qualified and experienced tester, within a health facility, before they could start door to door HIV testing in the community.

Visibility of CTs, CCFs and Health Facility: There was a remarkable increase in the visibility of CTs and CCFs, and their 
role within the community. This was shown through the improved confidence in community cadres, where community 
members who were previously cagey and unwilling to divulge information, would invite the community cadres into their 
homes. As the programme evolved, community members would refer CCFS and CTs to household suspected of having 
challenges which could be addressed by the FTT4000 programme. Through consultation in Kwekwe an interviewee had 
this to say;

2 SAfAIDS (2019) Sentinel Survey

“Those that were refusing to get tested would end 
up even calling you from the road while making 

other visits. There are motivated while they didn’t 
want anything to do with us even after having 

been counselled, they have changed their mind.”

—Kwekwe CCF
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Door to Door approaches Case finding Model gaps and Challenges
Estimation of FTT4000 target was exorbitant: With the efforts and resources put into the FTT4000 programme, and 
how they fell low to the target of 4000, it could be determined that the target was set too high. The target is deduced from 
SPECTRUM estimates. It was impossible to find the 4000 children in 19 months.

Increase number of community cadres: During the interviews, community cadres and partners felt they could have been 
more missing children still left out which would have needed more human resources to reach out. Although the target 
of 4000 still remained high considerable efforts towards that target would have been made with the availability of more 
cadres to cover a wider geographical area.

Long distances hampering wider coverage: Despite CCFs having bicycles the long distances and rough road terrain 
impacted negatively on the number of households visited.  At times turnaround time between case finding and testing 
and also follow up was increased and that in-turn would lead to risk of losing children before they accessed testing or 
treatment. The lag times were shortened once the programme purchased motorbikes for the Community Testers.

religious and Cultural related attitudes: The FTT4000 programme made strides in bridging some religious and cultural 
barriers found in some groups with aversion to modern medicines due to their beliefs. Key among the population groups 
is the white garment sect and some African Traditional Religion (ATR) followers. Although inroads were isolated, this still 
presents as an area of considerable concern more so because in the white garment sect polygamy still rife and a fertile 
ground for HIV infection.

DNA-PCR has a long turnaround time: The programme relied on 
testing children under the age of 18 months using Dry Blood Spot 
testing (DBS). This method has a long result turnaround time which 
varies from 1-3 months. This led to challenges of Lost to follow up 
of clients and also delayed initiation on ART. Although some urban 
areas were benefiting from point of care (POC) machines, universal 
use of point of care machines would have benefited the programme 
implementation by offering instant HIV results and the children being 
initiated on care and treatment early. There is also a challenge 
of medication; especially using the Kaletra suspension which is 
commonly used in infants.

“The Kaletra suspension has very 
short life span and it needs to 
be refrigerated. So sometimes 
especially for rural people 
they cannot keep the Kaletra 
suspension in a refrigerator, 
which affects its efficacy.”

—Kwekwe C3 Partner
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4.2.2 Case Stories in Relation to the Door-to-Door Case Finding and Testing approaches

Case Story 2: FTT4000 Finding and Transforming Lives of Children

What was the problem/challenge?
This is a Story of 3-year-old boy in Kwekwe. The child stayed with his grandmother and continously suffered from coughing 
and sores on his body. He would not play with anyone. When he tried to play with other children, he would be called names 
as the sores would sometimes excrete blood or pus. The grandmother tried home remedies for the child’s sore but with 
no joy, furthermore, the child’s mother was unavailable to provide any support or the child’s health information. Eventually 
grandmother reported at the local health facility but refused to have the child tested due to fear the child would be HIV 
positive.

How was support received through the FTT4000 Programme?
After a couple of weeks, she was visited by a CCF from the FTT4000 programme, who offered information and counselling 
on two separate visits resulting in the grandmother consenting to have the child tested for HIV. A community tester 
carried out the test and the child tested HIV positive. The child went for a confirmatory test which again turned out to be 
positive. This is when the boy was initiated on ART, and they have been getting visits from the community tester and the 
grandmother was encouraged to inform the child’s mother in order for her to also get HIV testing. The mother was traced 
through the support of the CCFs with their linkages in the community where she stayed and she turned out positive and 
also started on ART.

What changes have been witnessed?
What really made great change for the grandmother was that 
her grandson could play with other children without worrying 
that he will be bullied. She said her grandson was now very 
healthy and strong and that would bring happiness to her 
heart. The grandmother had the following take away;

“I will never tire because my grandchild 
looks like a whole new person and even 

the children, he plays with might have 
just forgotten he was that sick child 
they used to despise. Everything is 

now past let me tell you. The FTT4000 
programme has really changed him. 

My grandchild is now very strong.”

—Happy and Relieved Grandmother
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Case Story 3: Door to Door Approach Unearthing the “Missing Child”

What was the problem/challenge?
A 9-year-old girl had HIV clinical symptoms at a farming area called Norfolk Farm in Marondera. The parents had not taken 
the child to the clinic because the clinic was 15 kilometres away. Although the child looked unwell, they linked all that to 
evil spirits that they suspected their relatives were responsible for.

How was support received through the Model in the FTT4000 Programme?
The FTT4000 programme through community cadres (CCFs and CTs) conducted door to door visits around the farm which 
is known as a hotspot for HIV. They went around knocking on doors offering voluntary screening and testing. The mother 
of the child who was not feeling well decided to have herself and her children tested for HIV. She and the unwell child 
tested HIV positive while her other three children tested negative. Support was given for the mother and child to travel to 
the nearest clinic for confirmatory tests. The confirmatory tests came out positive for the mother and the child. There were 
both initiated on ART and accompany each other to collect medication through the programme support, which is usually 
with the partners vehicle, at times when there are handling other programming business within the ward.

What changes have been witnessed?
The girl has now regained her strength and health. She is now going to school which she had stopped because she was 
always ill. She is on medication and even her body weight has increased. The mother had this to say;

“She is now very strong and has not been falling 
ill of late and has been managing to attend 
school. It’s not only me who has received such 
support, but also my peers in the farm.”

—Caregiver - Marondera
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4.2.3 Lessons Learnt from Utilisation of the Door-to-Door Approach

1. A good rapport with communities is key to finding the missing children: From the home visits it was evident 
HIV exposed children are there within communities. Through building rapport with communities, the programme 
cadres managed to penetrate homes and helped families access critical HTS and treatment services for their 
children.

2. Impact can be improved through other models: The camping approach and outreach approaches, where 
confidentiality was maintained by use of tents increases the impact of finding the missing child. These models 
offered a different scenario where people would come for different reasons mainly immunisation, and in the 
process would get HTS. This would maintain privacy because other people would not know what services one 
has received.

3. Impact of capacitating community cadres: Community cadres worked well with the community and the 
health facilities as they had the necessary skills, received through training at the start of the projects, of working 
with households and the proper way of referring clients for services Community cadres (CCFs and CTs) were 
fundamental in the programme and also provide sustainability benefits of the programme if they can still manage 
to work with their local clinics after the programme ends.

4. Community leadership is important to community level programming: The FTT4000 programme shows 
the immense importance of engaging and involving community leadership was instrumental in planning, 
implementation, awareness raising and monitoring of the programmes. Trust with the community was built in the 
process.

5. Referrals are a “two-way street”: Referral systems are strengthened when there is feedback. There was bi-
lateral referral between the community and the health facilities working with community cadres as the conduit. 
This ensured continuity and sustained care of clients. Referrals also included feedback and follow up in the 
process.
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4.2.4 Recommended Strategies for Model Strengthening

1. The partners of the programme should consider increasing the number of community testers to improve the turn-
around period between referral to testing and actual testing.

2. Advocate with MoHCC or support in the procurement of Point of Care Testing machines as opposed to the DBS 
testing which has a longer result turnaround time. Advocacy can also be around strategies to reduce the DBS 
result turnaround time.

3. Intensify mobile outreaches in targeted areas that are hard to reach. There is need for mobile clinics so that PLW 
from the remote areas will be able to register for and receive ANC services within their villages so as to reduce 
the rate of women having home deliveries and not benefitting from the PMTCT programme.

4. Need for a partner to support waiting mother’s shelters which houses expecting mothers to avoid home deliveries 
which continue to fuel vertical transmission of HIV yet the road should be leading to EMTCT.
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4.3 Model 3: Community Resilience Strengthening Model

4.3.1 Model in Detail

Why the Model?
The FTT4000 programme worked with vulnerable and poor households. In order to sustain life long ART treatment for 
the children from these homes there was need to build community resilience starting at household level. This was done 
through IPs establishing livelihood projects and passing them on to the most vulnerable households in order to generate 
food, improve nutrition and generate income to support costs associated with clinic.

How did the Model for Community Resilience work?
Programme implementing partners each embarked on livelihood projects which generated income to support families with 
some food items as well as user fees and bus fares when required. The livelihood projects, dubbed sustainability projects, 
were intended to be passed on to the beneficiary families over time such that they would be able to engage in income 
generating projects at household level and expand their food supply. The sustainability projects were also intended to 
be passed on to community cadres to supplement their allowances and provide them with an income post the project 
lifespan. Each of the implementing partner picked a project that would work well within their districts depending on the 
marketable items locally. JHWO engaged in an egg layer chicken project, later expanded to Boshveld chickens, SRHBC 
also embarked on a egg layer chickens project but later branched out into goat rearing, MMPZ began with a fish farming 
project then later diversified to add egg layer chickens and rabbits. Egg layer chickens are an easy project of choice as 
eggs usually sale fast and allow partners to generate monthly income of around USD190. These amounts were used to 
support families who needed bus fares and clinic user fees as well as to start the secondary sustainability projects.

Successes of the Model
Sustainable Livelihoods: Although by the time of ending the FTT4000 programme nothing much had been done in 
providing sustainable livelihoods, the livelihood projects supported other facets of adherence including; (i) transport to 
collect ART refills (ii) nutritional support and (iii) support with user fees. This sustainability component would ensure that 
even when the programme stops the children would still be able to adhere to ART. A number of sustainable programmes 
were done in the community with other envisaged upscale;

1. SRHBC (Marondera): Started with an egg layer chickens project with a plan to grow the project by procuring 
goats for a pass on project to beneficiaries and community cadres. This would also ensure that even without 
support of the FTT4000 programme, beneficiary families would have nutritional support, educational support 
while covering community cadre transport related costs for case finding, testing and follow up visits.

27



2. MMPZ (Bulawayo): Started with fish farming project and its proceeds were set aside for establishment of egg 
layer chickens and rabbit projects. During the fish harvesting period which was done during winter, MMPZ would 
provide 2kgs of fish to each of the beneficiary families as nutritional support.

3. JHWO (Kwekwe): Started with a (i) egg layer chickens and (ii) boschveld (free-range chicken) project. At the 
time of the case-study documentation, two (2) households had benefited from the boschveld project start-up.

Across all districts, Agritex and other livelihood experts were engaged to train the partners and targeted beneficiary 
families on management of the livelihood projects and requisite inputs. This enabled implementing partners to handle 
the projects in an efficient way, reducing likelihood of losses through disease. Agritex has been engaged to continuously 
monitor the project even post hand over to the beneficiary families.

Model gaps and Challenges
1. Sustainable livelihoods in the infancy stages: Although efforts had been made to start livelihood projects, at 

the time of the project ending the income generating projects had not taken off to a point of sustainability. Only 
two families had had project handed over to them. However, with the support from Agritex it was anticipated that 
the projects would continue to grow and be handed over to the families of the children living with HIV identified 
through the project. In the meantime, implementing partners would continue supporting families with produce 
and cash for bus fares and clinic user fees when required.
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4.3.2 Case Stories for Community Resilience Model

Case Story 4: Resilience of a Kwekwe family built through the FTT4000 initiative

What was the Problem/Challenge?
This is a story of a 7-year-old girl from Kwekwe Urban. The mother had passed on in 2020. The mother was HIV positive 
but had not disclosed her status to her husband. ARVs were however discovered among her clothes while packing them 
away after the funeral. The 7-year-old girl had been showing clinical symptoms like rash and sores in the head, ears and 
mouth. The household   was experiencing poverty and not managing to afford adequate meals a day. The father also had 
2 other children under his care, a 3-year-old and 13-year-old. The welding business the father was engaged in did not 
earn him enough income due to low demand for his goods and services.

How was support received through the Model in the FTT4000 Programme?
The father was tracked and screened after the CCF had heard about the rumours surrounding the death of the child’s 
mother. That led to index testing of the whole family including; two siblings aged a 13- and 3-year-old. The 7-year-old 
girl, and 13-year-old and the father were HIV positive, while the 3-year-old was HIV negative. The Community Tester 
accompanied the father and the child to the clinic for confirmatory test. The programme through the CCF and CT offered 
ART adherence support and counselling to the family to ensure they continued taking their medicines. However, the 
challenge of sufficient food for the family remained a challenge. The father became the first recipient of livelihood support 
in the form of boschveld chicks with 14 chicks passed on to the family. At the point of this documentation, the family now 
had 21 chickens. Some of the chickens that had been hatched from the project had been eaten by the family, providing 
nutritional support. The father reported that the support of the programme has been unequalled because CCFs continued 
to offer PSS. At times through proceeds from the partner (JHWO) they also received eggs for nutritional support.

What changes have been witnessed?
He said his children were on treatment and by his own words, they had “smooth” skin and their progression in school is 
good for school fees. Progression in school was aided by them selling chickens and eggs in their community. The eldest 
child was in form 1 and the younger one is in Grade 1. The father said he never imagined being supported by community 
cadres who he previously disliked. He also said he would really want to grow his business and support his children in 
addition to the small-time welding business. The programme has also given him insight as he said, that “...all I need is 
bigger space I am so focused on this business and my children. Thanks to the FTT4000 programme”.
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Case Story 5: FTT4000 Provided a Support Structure for a Woman 
in Bulawayo

What was the Problem/Challenge?
A woman tested HIV positive during ANC and disclosed her status to the husband who was 
working in Zambia. The husband offered his support but told her to not disclose her status to 
his family, whom she was living with. Throughout her pregnancy, the woman adhered to ART 
and gave birth to her child that tested negative for HIV at three months. As time progressed, the 
husband abandoned her and the child and she could not afford hospital user fees, food and care 
for her child. The husband’s family put her out of the family house and she became destitute. She 
later reported to Mpilo hospital for viral load testing and reinitiating on ART, at which point her 
child tested HIV positive due to her having continued breastfeeding while her viral load was high 
due to defaulting on ART.

How was support received through the Model in the FTT4000 Programme?
Mpilo hospital referred the mother and child to MMPZ knowing that the latter was implementing 
the FTT4000 programme. MMPZ provided psychosocial and nutritional support to the mother in 
order for her to be able to have mental resolve to care for her child while able to feed herself.

What changes have been witnessed?
With her health continuing to improve as well as that of the baby she was able to look for a job 
to look after her baby. To her it was a miracle the baby was now healthy. She had good words to 
say about the programme.

“My baby is growing well and he is fit, 
better than before and I didn’t think that 
my child will live up to today it was tough 
for me those days. I can’t stop thanking this 
programme. I had never really experienced 
the smile on his face but today it’s there”

—Grateful Mother
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4.3.3 Lessons Learnt from Model

1. Without building resilience of beneficiaries 
and communities the cycle is not complete: 
Adherence to ART needs sustainable 
livelihoods to ensure good nutrition for 
adherence and support for other needs such 
as transport fees and education.

2. Beneficiaries still need psychosocial 
support: It is clear that follow up visits ensure 
that those on medication can fully enjoy 
adherence and have scheduled Viral load 
testing to measure the efficacy of the ART 
regimen. That also includes ensuring that they 
get their ART refills through visits and at times 
by collecting refills on their behalf.

4.3.4 Recommended Strategies for Model 
Strengthening

1. Fast track the sustainable livelihoods 
component to ensure that caregivers and 
HIV positive children are self-sustaining, so 
as to reduce chances of defaulting and also 
improve adherence to ART.

2. In fast tracking sustainable livelihoods, the 
programme is able to reduce food distributions 
as households will become food secure and 
also resilient in providing support for their 
nutritional needs and other needs.
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CHAPTER 5: 
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1. In order to ensure the momentum of the programme is not lost, consider extending the programme to other wards in 
other district or other districts. A lot of successes, experiences and resources have been put in the implementation 
which builds a strong foundation for programme extension and replication.

2. The trained community cadres should be absorbed in the mainstream health system as they have a wealth of useful 
knowledge and skills to contribute towards EMTCT which is where the country is heading towards

3. Ensure urban coverage. The programme has been implemented largely in rural areas and to a smaller extent in urban 
areas. However, there is evidence that the programme would be beneficial in urban areas as many households also 
live in poverty and need support.

4. The programme would have benefitted from more visibility through documentation and experience sharing at national 
and regional platforms, including using digital and podcast platforms for greater appreciation of the programme.
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