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BACKGROUND

Children with HIV are more likely than adults to have 

advanced HIV disease (AHD), with faster disease progression 

and higher mortality.

WHO recommends the STOP-AIDS package to screen, treat, 

and prevent malnutrition and infections, and rapidly start 

antiretroviral therapy (ART) alongside counselling, but data 

on coverage of the package in rural settings are limited.

THRIVE-ZIMBABWE aimed to evaluate the implementation of 

the STOP-AIDS package across a large predominantly rural 

district in Zimbabwe, and examined barriers as opportunities 

for strengthening delivery at community and primary care 

level.

Understanding how the STOP-AIDS package is being 

implemented in rural primary care clinics can inform 

context-specific strategies to improve rapid treatment 

initiation, infection prevention and management, and 

continuity of care for children and adolescents living with 

HIV.

AIM: TO EXPLORE BARRIERS TO STOP-AIDS 

IMPLEMENTATION IN RURAL PRIMARY CARE CLINICS IN 

ZIMBABWE.

THRIVE-ZIMBABWE was a mixed-methods study, in Shurugwi 

district (2021–2025).

Sites: 12 facilities selected by volume, ownership, and 

location.

Data: Observations, staff surveys (N=60; nurses=25), in-depth 

interviews with caregivers (n=12) and healthcare workers 

(n=14), plus focus group discussions with caregivers (n=11) and 

community health workers (CHWs, n=20).

Analysis: Translated audio, inductive coding, thematic 

grouping. Quantitative data were summarised descriptively.

RESULTS

  Training: Only 7/25 nurses (28%) had formal AHD 

training, mostly >2 years earlier.

        Diagnostics: For the diagnosis and management of 
tuberculosis, two-thirds of clinicians had no chest X-ray 
access, but over two-thirds were confident 
obtaining/interpreting stool for GeneXpert or urine for 
lateral flow-lipoarabinomannan (LF-LAM). However, cold-
chain/transport systems required for GeneXpert were 
unreliable, and LF-LAM testing strips were often unavailable. 

  Treatment: Clinicians had concerns about 

combined TB/HIV treatment adherence and managing drug 
interactions/overlapping toxicities. Clinicians also reported 
stockouts for TB preventive therapy and co-trimoxazole and 
uncertainty regarding guidelines.

  Access: Caregivers reported negative attitudes by 

some healthcare workers and inconsistent medication 
availability compounding adherence challenges. Healthcare 
workers reported problems in access to care, including 
witnessing children changing caregiver without HIV being 
disclosed, and annual floods preventing travel to clinics. 
CHWs also reported access issues, including delays in 
presentation within some religious groups, with CHWs 
reporting that they sometimes took children to health 
facilities when caregivers were unwilling/unable to.

WHY IT MATTERS: TRAINING, DIAGNOSTICS, SUPPLY, 
COMMUNICATION, AND TRANSPORT GAPS INTERACT ACROSS 
THE CARE PATHWAY TO LIMIT EFFECTIVE STOP-AIDS 
DELIVERY.

CONCLUSIONS
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STOP-AIDS implementation in rural Zimbabwe is hindered by 

both service delivery and access barriers. Improving coverage 

will require coordinated action across training, logistics, 

supply systems and community engagement.

Recommendations:

• Refresher training on AHD and TB/HIV co-management.

• Improve specimen transport, cold-chain reliability, and 

commodity availability.

• Address service experience, including staff attitudes and 

medication continuity.

• Utilise CHW networks to strengthen disclosure, linkage, 

and support for hard-to-reach families.

• CHWs may be a vital bridge between families and hard-to-

reach clinics, but stronger system support is needed to 

translate policy into coverage.

SUMMARY: PRIMARY CARE IMPLEMENTATION OF STOP-AIDS 

IN SHURUGWI IS CONSTRAINED BY A MIXTURE OF HEALTH-

SYSTEM AND COMMUNITY BARRIERS. STRENGTHENING 

DIAGNOSTIC CAPACITY, COMMODITY SUPPLY CHAINS, STAFF 

TRAINING AND MENTORSHIP, DOCUMENTATION SYSTEMS 

AND ADHERENCE SUPPORT IS CRITICAL TO IMPROVING 

OUTCOMES FOR CHILDREN AND ADOLESCENTS WITH HIV.

METHODS

Rural hospital in Shurugwi District Star shows location of Shurugwi
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