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SUMMARY INFORMATION 

Applicant Zimbabwe CCM 

Component(s) Malaria 

Principal 
Recipient(s) 

Awaiting Global Fund Decision 

Envisioned grant(s) 
start date  

January 1, 2018 
Envisioned grant(s) 
end date  

December 31, 2020 

Allocation funding 
request 

$53,685,777.00 
(we will have to remove 
stand alone  alone RSSH 
after calculation 

Prioritized above 
allocation request 

$26,842,888.00 

Funding amount as 
per programme split 

$53,685,777.00   

 

IMPORTANT: 

To complete this funding request, please: 
 

- Refer to the accompanying Funding Request Instructions: Full Review; 
- Refer to the Information Note for each component as relevant to the funding request, and 

other guidance available, found on the Global Fund website. 
- Ensure that all mandatory attachments have been completed and attached. To assist with 

this, an application checklist is provided in the Annex of the Instructions; 
- Ensure consistency across documentation. 

 
Applicants are encouraged to submit a joint funding request for eligible disease components 
and resilient and sustainable systems for health (RSSH).  

Joint TB/HIV submissions are compulsory for a selected number of countries with highest 
rates of co-infection. See the related guidance for more information. 

 

This funding request includes the following sections:  

Section 1: Context related to the funding request 
Section 2: Program elements proposed for Global Fund support, including rationale 
Section 3: Planned implementation arrangements and risk mitigation measures  
Section 4: Funding landscape, co-financing and sustainability 
Section 5: Prioritized above allocation request  

 

  

FUNDING REQUEST APPLICATION FORM 

Full Review 

http://www.theglobalfund.org/en/applying/funding/resources/
http://www.theglobalfund.org/en/applying/funding/resources/#coreinformationnotes
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SECTION 1: CONTEXT  

This section should capture in concise way relevant information on the country context. Attach and 
refer to key contextual documentation justifying the choice of interventions proposed. To respond, 
refer to additional guidance provided in the Instructions.  

 

1.1 Key reference documents on country context 

List contextual documentation for key areas in the table provided below. If key information for 

effective programming is not available, specify this in the table (“N/A”) and explain in Section 1.2 how 

this was dealt with within the context of the request, including plans, if any, to address such gaps.  

 

Applicant response in table below. 

Key area Applicable reference document(s) 

Relevant 

section(s) & 

pages nb. 

N/A 

Resilient and Sustainable Systems for Health (RSSH) 

Health system 

overview 

Zimbabwe National Health Strategy 2016-2020 

 

 

 

Section 4, Page 

23 
☐ 

   

Zimbabwe Agenda for Sustainable Socio-

Economic Transformation (ZIMAsset) 2013-

2018 

 ☐ 

Health system 

strategy 

Zimbabwe National Health Strategy 2016-2020  ☐ 

Zimbabwe Malaria and Elimination Strategic 

Plan 2016 – 2020 
  

   

 
Zimbabwe Services Availability and Readiness 

Assessment Report, 2015, WHO 
 ☐ 

Human rights and 

gender 

considerations 

(cross-cutting) 

Constitution of the Republic of Zimbabwe 2012 

 ☐ 

Disease-specific 

Epidemiological 

profile (including 

interventions for 

key and vulnerable 

populations, as 

relevant) 

Zimbabwe Malaria Re-stratification 2015 Multiple pages ☐ 

Zimbabwe Malaria Indicator Survey 2016  ☐ 

Zimbabwe Malaria Program Review 2016 Final 

Report 

section 2, page 9 

Section 2.1.1.2, 

Page 10 

Sec. 2.1.1.4, 

Page 11 

☐ 

J Zimbabwe Malaria Re-stratification [ZMR] 

2015 
Sec. 3.7, page 21  

Rosen JE and Bem J (2015). Evaluation of the 

Zimbabwe Assisted Pull System: End Line 
Table 14 page 58  
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Report: Arlington, VA.: USAID|DELIVER Project  

H.T. Masendu, R.H. Hunt, L.L. Koekemoer, 

B.D. Brooke, J. Govere & M. Coetzee, 2005; 

Spatial and temporal distributions, and 

insecticide susceptibility, of malaria vectors in 

Zimbabwe; African Entomology 13(1): 00–00 

Multiple areas ☐ 

Disease strategy 

(including 

interventions for 

key and vulnerable 

populations, as 

relevant) 

Zimbabwe Malaria Strategic Plan 2016 – 2020 

Insecticide Resistance Management Plan(IRM) 

2016 

Indoor Residual Spraying Management 

guidelines 2017 

Malaria Communication Strategy 2016-2020 

Draft Communications Strategy xxx 

Multiple areas ☐ 

Operational plan, 

including budgetary 

framework 

Blue Book 2017 (government budget 

framework) 

Program Based Budgeting (PBB) 

Multiple areas ☐ 

 
MoHCC, National Health Financing Policy 2016 

page 46  

Program reviews 

and/or evaluations 

Zimbabwe Malaria Program Review 2016 Final 

Report  ☐ 

 
MoHCC, 2016 Resource Mapping Round 2 

Preliminary findings Report  page 20  

Human rights and 

gender 

considerations 

(disease-specific) 

National Gender Policy 2013-2017 

page 16 ☒ 

Add rows as relevant, for any additional key area as relevant to the funding request  
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1.2 Summary of country context 

To complement the reference documents listed in Section 1.1 above, provide a summary of the 

critical elements within the context that informed the development of the funding request. The brief 

description of the context should cover disease-specific and RSSH components, as appropriate, as 

well as human rights and gender-related considerations. 

(maximum 2 pages per component) 

 

1.2.1 Disease context 

(a) Malaria Epidemiology:  

Disease burden: Zimbabwe has made extraordinary progress in the fight against malaria 

along the elimination continuum with overall national malaria incidence falling drastically by 

79% from 136/1000 population in 2000 to 29/1000 population in 2015 (Zimbabwe Malaria 

Programme Review [MPR] 2016; section 2, page 9). Mortality declined by 57% from 1,069 

deaths in 2003 to 462 deaths in 2015 (MPR 2016 Report, 2.1.1.2, Page 10). The malaria 

prevalence from the MIS 2012 was 0.39%. This decline wasn’t uniform with evidence of 

increasing burden in areas previously considered free of malaria to low transmission. Malaria 

low transmission areas have over the years expanded from the central highlands of the 

countries towards the southeast and northwest indicating success of the interventions with 

increasing risks towards the country’s borders with Mozambique and Zambia (MPR 2016, 

Sec. 2.1.1.4, Page 11). The disease burden is therefore stratified across five epidemiological 

zones by use of both Annual Parasite Index (API) [Figure 1(a)] and weighted the vector 

suitability map with the malaria incidence map [Figure 1(b)] (ZMR 2015 Sec. 3.7, page 21).  

The country uses the 

five epidemiological 

zones based on API: 

1) malaria-free areas 

with zero malaria 

cases; 2)malaria 

elimination areas with 

API of 1 or less; 

3)malaria pre-

elimination areas with 

API between 2 and 4; 

4)consolidation of 

malaria control areas 

with API between 5 

and 200; and 5)malaria control areas with API above 200. The zones clearly indicate that the 

most at risk areas being borders with Zambia and Mozambique (Zimbabwe Malaria Re-

stratification 2015, page xx). 

Aetiology and vectors: The predominant malaria parasite in Zimbabwe is Plasmodium 

falciparum which accounts for 98% of all reported malaria cases. Plasmodium ovale, 

Plasmodium vivax and Plasmodium malariae account for the remainder (2%) of all cases 

(H.T. Masendu, H.T. et al, 2005; Afr. Ent. J. 13(1)). The primary vector remains Anopheles 

arabiensis which is widely distributed in 8 rural provinces with the pyrethroid and 

carbamates resistant An funestus being detected in Mutasa and Mutare districts in 

Manicaland province and Karoi town in Mashonaland West indicative of possible wider 

  
 

Figure 1: Malaria Stratification Map for Zimbabwe in 2015 (A) 
Using API only; (B) using weighted the vector suitability map 
with the malaria incidence map 
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country distribution (Zimbabwe Final Entomology Report 2013-2014, pages 3-12). Other 

vector species namely An. gambiae s.s., and others also available with comparatively patchy 

and distribution in Zimbabwe. The vector has had a shift in resting behavior following IRS 

and LLINs implementation (Zimbabwe Final Entomology Report 2013-2014, pages 3-12). 

 (b) Zimbabwe malaria interventions and achievements 

The malaria response in Zimbabwe is guided by the Zimbabwe National Malaria Strategic 

Plan (MSP) 2016-2020 under the umbrella of the Zimbabwe National Health Strategy (NHS) 

2016-2020. The key interventions are vector control and case management underpinned by 

social and behavioural change communication (SBCC), Monitoring and Evaluation (including 

pre-elimination focused interventions) and program management. 

Vector control: the key strategies include In-door Residual Spraying (IRS) and Long Lasting 

Insecticide-treated Nets (LLINs) deployed in a mosaic manner based on the district-specific 

epidemiology and insecticide resistance. Figure 2 below shows the areas targeted for IRS 

and LLINs respectively in 2016. . 

Case management: every fever 

case is subjected to a 

parasitological test and all positive 

cases are treated with ACTs. In 

pre-elimination areas a single low 

dose of primaquine is added to 

malaria treatment. The country 

uses parenteral Artesunate for 

treatment of severe malaria cases. 

Pregnant women in moderate to 

high transmission areas receive 

intermittent presumptive treatment 

for malaria prevention in pregnancy 

(IPTp).  

 

1.2.2. National Policy context 

At a regional and international level, Zimbabwe has shown its commitment to malaria control 

through the many agreements, partnerships and targets that the country is a party to at 

Global, continental and regional level (MSP 2016-2020, page 1). As a member of the 

Elimination eight Initiative (E8), Zimbabwe prioritised regional collaboration as key to 

elimination and is contributing to interventions that are expected to accelerate both national 

and regional progress. The country is implementing the Zimbabwe Malaria Strategic Plan 

2016 – 2020 (MSP) aligned to the overarching Zimbabwe National Health Strategy (NHS). 

2016 – 2020 with a goal of reducing malaria incidence to 5/1000 and malaria deaths by at 

least 90% of the 2015 figure by 2020 and getting 29 out of 63 districts (46%) of the country 

to pre-elimination status by year 2020 with zero local transmission in 9 districts. The NHS 

was crafted in line with the Zimbabwe Agenda for Sustainable Socio-Economic 

Transformation and the Sustainable Development Goals. 

1.2.3. Vulnerable populations  

Populations with reduced immunity (Children <5 years, pregnant women and people living 

with HIV/AID) are noted as vulnerable populations receiving targeted priority interventions 

 

Figure 2:  Map of Zimbabwe showing wards 
targeted for IRS and for LLINs 
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(IPTp and routine LLIN distribution)  Although mobile and migrant populations, miners and 

agricultural workers, religious groups, refugees and displaced populations have recently 

been noted key and vulnerable populations, Zimbabwe has not implemented taregetted 

interventions towards them. 

1.2.4 Gender and human rights context  

The Constitution of Zimbabwe explicitly provides for the right to health care in Section 76, 

sub-section 1 to 4 that enshrines the right to universal health care, irrespective of the 

affiliation and orientation of the person. Malaria as part of the integrated health system does 

not discriminate but aims at ensuring all the deserving population members get access to 

good quality services. The country maintains a strong gender lenses in health programming 

including provision of additional programmatic interventions focussing on reducing maternal 

and infant mortality (National Gender Policy, page 16).  

1.2.5. Health systems context  

(a) Policy and governance structures: Politically, Zimbabwe is divided into ten provinces, 

of which two are urban (Harare and Bulawayo) and eight are rural. The rural provinces are 

further divided into 61 districts and 1,200 wards (Zimbabwe National Population Census 

2012 report, page xx).  

Health issues at cabinet level are dealt with by the Health and Social services cluster 

cascading down to provincial and district level in the coordination of health services. Malaria 

technical sub-committees are in place and often meet to review progress, address 

bottlenecks, and ensure accountability of partners in delivering their respective 

responsibilities. These committees are made up of a wide range of partners, including 

government, development partners, academia, civil society and faith-based organizations.  

The National Malaria Control Program (NMCP) coordinates the health sector response on 

malaria and works closely with relevant MOHCC departments, other line Ministries and 

health development partners. 

 (b) Service Delivery Arrangement: 

In Zimbabwe, health services are 

provided through 1,848 health 

facilities of which 214 (11.6%) are 

hospitals and 1,634 (88.4%) are 

primary health facilities; further 

classified by operating 

authority/ownership as 1,248 (67%) 

being private and 600 (32.5%) being 

public (NHS, page 5). Hospitals are 

organised hierarchal into central, 

provincial, district and rural. The 

primary health facilities serving as first point of contact for the community consist of Rural 

Health Centre, mission clinics, clinics, polyclinics, Council/Municipal Clinics/FHS, and 

mission clinics. MoHCC adopted and strengthened the use of Community Health Workers 

(CHWs) as a measure to improve community level extension of conventional health system 

and improve essential access to services. 

  

 
Figure 3: Health services delivery arrangements 
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1.3  Past implementation and lessons-learned from Global Fund and other donor 

investments  

a) List recent disease-specific Global Fund grants from the 2014-16 allocation period 
and summarize key lessons learned from their implementation. 

b) Include lessons-learned from specific HSS grants or any HSS investments embedded 
in the disease-specific grant(s) from the 2014-16 allocation period as applicable. 

c) Outline lessons learned from investments by other donors as applicable.  

For each of the above, explain how these lessons learned are taken into account in this 

funding request.  

(maximum 1 page per component) 

Zimbabwe has been implementing the malaria New Funding Model (NFM) grant, from 

January 2015 to June 2017 which was later cost-extended up to December 2017. The grant 

portfolio covered the specific implementation modules by value as indicated below. 

By Module Year 1 (2015) Year 2 (2016) Year 3 (2017) Total 

Implementation status Implemented On-going  

Vector control 19,228,727.57 11,111,241.29 9,823,803.23 40,163,772.09 

Case management 3,563,056.37 3,331,815.71 1,852,549.35 8,747,421.43 

HSS – HIMS and M&E 3,573,905.54 1,510,287.64 1,062,070.84 6,146,264.02 

Program management 5,740,988.03 2,796,198.05 3,511,202.78 12,048,388.86 

Total 32,106,677.51 18,749,542.69 16,249,626.2 67,105,846.4 

Table 1: Summary table of Zimbabwe’s Malaria NFM Grant (2015 -2017) by thematic areas 

 
There was a delay in commencing implementation of the grant because the grant was 
supposed to meet the conditions precedent. To date 63% of all funds under the NFM grant 
have been accessed of which 81% have been utilised. The continued high dependence on 
external donors remains a cause for concern on program sustainability. 
 
1.3.1. Integrated Vector Control 
 
During the implementation of the NFM grant, Zimbabwe made a decision to protect all the 
population at risk of malaria by either IRS or LLINs. During the grant implementation period 
83% of sleeping space of the households in malaria transmission areas had at least one 
LLIN and/or were covered by IRS in the last 12 months (MIS 2016, page 50). 
 
(a) IRS implementation: IRS was implemented in selected wards of 47 districts achieving 
high operational coverage (above 90%) with consequent reduction in cases (IRS 
Operational Report 2015, page xx). The detection of vector resistance to some insecticides 
in Manicaland almost spurned the gains between 2012 and 2014, but the rapid introduction 
of organosphates in these areas saw cases declining between 2015 and 2016. The need to 
proactively manage the development of insecticide resistance saw the development of an 
insecticide resistance management plan (IRM). Despite the positive achievements expected 
standards in environmental compliance (EC) in particular, waste disposal, were not achieved 
due to financial challenges. 
 
(a) LLINs implementation: The country had a relatively high LLIN coverage of above 85%, 
however proportion of children under 5 who slept under an LLIN the night before declined 
from 49.6% (MIS 2012) to 24% (MIS, 2016).This decline in utilisation against a high net 



 
 

Funding Request: Full review   15 December 2016 | 8 

ownership need to be investigated. The collaborative approach of distribution with partners 
has enhanced the overall success of implementation. The last MIS estimated an 80.5% and 
70.9% preference for conical nets and blue colour respectively (MIS 2016, Table 23) partly 
due to the nature of dwelling places. The prioritization of rectangular nets over conical nets 
due to their cost effectiveness calls for the need to intensify SBCC interventions. Results 
from the pilot of routine distribution (Antenatal Care - ANC), expanded programme on 
Immunization (targeting measles vaccination), selected primary school classes) of LLINs 
indicated that net ownership increased from 48% (baseline) to 73% (end line) over a 2 year 
period calling for the continued use of this catch up channel in net distribution. 
 
1.3.2. Case Management 
 
Updated treatment guidelines were rolled out during the period of implementation of the 
NFM grant. The combination of an abridged case management training for hospitals (one 
day training partner supported), workshop based training and on job support visits enabled 
high coverage in Public Health facilities. Continued turnover estimated at 55% remains a 
significant challenge in the facilities (Reference needed). Access to treatment within 24 
hours for the children under 5 years old  from 58.8% in 2013 to 27.1% in 2015 (Case 
management audit reports 2013 and 2015) and a paltry 48% of uncomplicated malaria 
cases presented at facility level within 24 hours of getting ill. Although testing rates improved 
and were maintained high (95.8%) the absence of QA/QC guidelines for malaria diagnostics 
for both public and private sector is a cause for concern. Case management audits at facility 
level have been consistently carried out and have identified gaps such as shortage of blood, 
renal dialysis equipment and lab consumables. Private sector (General Practitioners, 
Pharmacists) continues to lag behind in some aspects of case management mainly due to 
inadequacy of resources to roll-out trainings. Community case management contributed 
significantly to access to treatment with 35% of all malaria cases being treated at community 
level (Reference needed). The nationwide role out of ZAPS with partner support improved 
availability of case management commodities at all levels (Rosen JE and Bem J, 2015). 
Post market surveillance activities improved due to increased funding under the HIV/Malaria 
grants. However challenges in terms of attaining equity of distribution, prevention of sporadic 
stock outs and supply chain responsiveness and resilience remains a concern. There is 
need to urgently roll-out the electronic LMIS to increase supply chain data visibility with a 
comprehensive national outlook.  
 
1.3.3. RSSH: Health management information systems, elimination and M&E 
 
The M&E utilising data from HMIS (DHIS-2) was able to provide timely data required for 
decision making. This has been attributed to strong partnerships, functional data 
management systems, coordinated structures and robust programme management as well. 
Implementation using existing structures promoted ownership and sustainability of the health 
delivery. The program carried out MIS, MPR and developed MSP 2016-2020 with partner 
technical and financial support.  
 
Support for HMIS enabled the establishment of DHIS2 tracker for elimination that rides on 
the already available platforms. With DHIS2 tracker, the program was able to identify areas 
with high incidence and possible transmission giving disaggregated data by gender, type of 
infection, and age. Epidemic response funding that was allocated within this grant enabled 
provision of logistics for early response at district level resulting in improved reporting of 
outbreaks. Regional collaboration and peer review provided a platform for sharing 
experiences and networking. External collaboration should be continued to ensure the 
country is performing at the same scale with the global standards. 
 
1.3.4. Cross-border collaborations 
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Zimbabwe is a member of the E8 collaboration that is expected to make significant gains in 
strengthening inter-country collaborations to sustain and accelerate the path towards 
regional elimination. Through the E8 partnership, Zimbabwe will conduct cross-border 
entomological surveillance to assess trends or changes in vector profiles in the region, 
potential insecticide resistance and to develop mitigation and containment strategies to 
prevent these potential threats. These efforts will complement the national strategy, and 
assist in maintaining the efficacy and impact of the Global Fund’s investment into IRS in 
Zimbabwe. Zimbabwe will also contribute to regional entomological monitoring, the analysis 
of which will inform Zimbabwe’s ongoing surveillance, particularly at the borders, where 
there is risk of external threats spreading to Zimbabwe. 
 
1.3.5. Program Management  
 
Zimbabwe has been implementing the New Funding Model grant (2015-2017) with the 
MOHCC as the PR and UNDP as the Fund Administrator as part of the ASP. The current 
implementation structures and governance arrangements have provided strong stewardship 
as evident in the enhanced program rating of B1, A1 and A2 across the first to third 
semesters respectively. The effective coordination, partners’ collaboration, funding 
transparency and proactive approach led to efficiency gains (about USD 5 million) that were 
reprogrammed to support critical interventions. There was delayed delivery as well as 
incomparability of some products procured through PPM arising from challenges in 
interpretation of requirements at both sides. The country carried out cross-border 
collaborations to support control of malaria especially along the borders of Zambia and 
Mozambique. There has been limited support from E8 since it is still setting up. The 
availability of technical, financial support from WHO, USAID and UNDP as well as support in 
procurement of equipment and materials enhanced programme performance. The Global 
Fund and UNDP contributed to the development of the Public Finance Management System 
(PFMS) and strengthening of the internal audit and enabled reduction of risk associated with 
cash payments. However, the Introduction of PFMS has unfortunately introduced delays in 
payments at field and implementation level often leading to HR demoralisation. 
 
 
 
  



 
 

Funding Request: Full review   15 December 2016 | 10 

SECTION 2: FUNDING REQUEST (Within Allocation) 

This section should describe and provide a rationale for the program elements proposed for this 
funding request. Attach and refer to completed Programmatic Gap Table(s), Funding 
Landscape Table(s), Performance Framework and Budget, and refer to national strategy 
documents as applicable. 

To respond, refer to additional guidance provided in the Instructions. 

Ensure that the funding request as described in questions 2.1 and/or 2.2 meets the focus of 
application requirement as outlined in section 2.3. 

 

2.1 Disease-specific funding request 

Not applicable if the application is a standalone RSSH request. 

Given the context and lessons learned outlined in Section 1, 
 
a) Describe the disease-specific funding request(s), the rationale for prioritizing modules and 

interventions, and how these choices ensure the highest possible impact with a view to ending 
the three diseases and removing human rights and gender-related barriers to accessing services. 
 
For any priority modules for which gaps are difficult to quantify in the programmatic gap tables, 
explain here the barriers being addressed, the proposed interventions and the population or 
groups involved. 
 

b) Explain how the funding request addresses the key funding gaps reflected in the Funding 
Landscape Table(s) for the disease program(s) in the current allocation cycle, and specify other 
actions planned to cover remaining gaps. 
 

c) For funding requests including both HIV and TB components:  
 

d) Describe the coordination of joint TB and HIV strategies, policies and interventions at different 
levels of the health system, including community systems, and expected impact and efficiencies 
from the joint programming. 

Ensure the answer appropriately reflects the separate disease programs in addition to cross cutting 

modules where appropriate. 

(maximum 4 pages per component) 

 
Overview 
 
The Zimbabwe CCM convened an all-inclusive in-country malaria stakeholders’ dialogue 
meeting on January 31, 2017 to set priorities for this funding cycle. The country dialogue 
was guided by the current MSP 2016-2020 and the NHS 2016-2020 as well as emerging 
evidence from research and implementation arena. During the joint CCM level country 
discussions for the three diseases, the CCM agreed to submit a stand-alone RSSH 
application with proportionate funding from each disease component (See attachment xx, 
minutes of CCM meeting). Zimbabwe was allocated USD 53,685,777 by the Global fund 
towards malaria. Out of this amount USD $ 2,487,760 million will go towards the stand-alone 
Resilient and Sustainable systems for health. The country prioritisation of the planned 
interventions was guided by: the need for continuity of current tested interventions, 
strengthening the path to malaria elimination (Figure 4 overleaf), sustaining the trajectory of 
gains from the NFM and previous grants, and ensuring value for money. The MSP 2016-
2020 clearly articulates the required path towards achievement of the set global agenda 
around the national continuum towards elimination as described in global strategies ratified 
by the Government of Zimbabwe.  
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Focussing the need to maintain such potent program strategies, the current country 
financing landscape and other available evidences, the CCM approved the following 
priorities for malaria funding based on the malaria strategic plan and evidence for impact: i) 
case management, ii) vector control, iii) pre-elimination, iv) cross border collaboration, v) 
SBCC, vi) Monitoring and Evaluation and vii) RSSH. The allocation of funding request 
across the different modules and interventions was based on the country prioritisation 
process and the programmatic and RBM gap analysis tables. The total allocated funding 
within and above allocation for each module is summarised in table 2 below.  
 
Still not yet finalised 
 

Module Within Allocation Prioritised Above allocation 

Amount (USD) % allocation Amount (USD) % allocation 

Vector control     

case management     

RSSH & M&E     

Programme management     

Total     

Table 2: Funding request summary by module and allocation status 

 

Module 1: Vector Control  

 
IRS and population coverage with LLINs are the major high impact vector control 
interventions prioritised in Zimbabwe. Vector control interventions shall be implemented 
alongside enabling support interventions and activities aimed at reduction of cases in control 
areas and prevention of local transmission in pre-elimination areas. The strategies are 
discussed below as per the Global Fund modular arrangement. 
 

Module :  Vector Control 

Intervention :  Indoor residual spraying (IRS) 

The total funding request for IRS inclusive of equipment, chemicals and operational costs is 
USD xxxx for the three years based on the programmatic gap tables. Indoor Residual 
Spraying remains the mainstay of malaria prevention and control in Zimbabwe having been 
noted to have high impact. IRS will be prioritized to high burdened areas with API of >5/1000 
population (MPR report 2016, page xx). IRS will be targeted ward level. Currently 31 
districts meet the above criterion and are eligible for IRS. Gokwe north with an API of 
3.6/1000, has been given special consideration to receive IRS in 22 out of 39 wards by virtue 

  
Figure 4: Zimbabwe malaria pre-elimination continuum (2015 situation to the left and 2017 
situation to the right). Blue indicates control and green zero local transmission zones 
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of its geographical location as it borders with 3 high malaria districts with API of >5/1000. 
IRS will also be used as one of the interventions for outbreak control and in the management 
of insecticide resistance and where LLINs fail to contain cases. Selection of IRS insecticide 
will be guided by entomological surveillance data and the IRM 25. Regular bioassays will be 
done to monitor quality of spraying and residual efficacy of insecticide. Three classes of 
insecticides shall be used namely Organophosphates (Actellic 300CS), Pyrethroids (any of 
Deltamethrin, Alphacypamethrin and Lamda-cyhalothine), and Dichloro Diphenyl 
Trichloroethane – DDT. Zimbabwe will maintain an annual spray cycle as guided by the 
entomological and epidemiological data. During the life span of the current malaria strategy, 
the country targets to spray 32 districts with this request expected to support 28 districts 
covering 1,675,899 rooms per year, protecting approximately 95% of the annual targeted 
population (3,799,230) by 2020. The key IRS implementation activities within this request will 
consists of review and planning, pre-positioning of IRS commodities, implementers training, 
and actual spray operations including environmental compliance Pmi has an indicative 
funding of …. For the three years and GOZ will [procure pyrethroids. 
 

Module :  Vector Control 

Intervention :  Long-lasting insecticidal nets (LLIN) - Mass campaign 

 
The intervention has an allocation of… for the three years. Long Lasting Insecticidal Nets will 
be distributed where IRS is not implemented, targeting every sleeping space in prioritized 
wards with API between 2-4/1000 population.  
 
LLINs will also be distributed to protect populations in pre-elimination settings as foci 
management intervention and management of insecticide resistance. The MSP requires 
mass campaign every three years to replace obsolete LLINs from the community. To this 
end, Zimbabwe plans to conduct mass campaigns in 2018 (240,608 nets) to cover districts 
where IRS intervention has been scaled back (removed) and in 2019 (1,316,688 nets) to 
replace nets distributed in 2016 campaign. In 2020 (771,242 nets) mass distribution will be 
done to replace nets distributed in 2017. LLINs for the planned mass campaigns in 2018 and 
part of the requirements for 2019 will be requested for through this funding allocation. Other 
sources of financing will be sought for part of the 2019 requirements and 2020 campaign 
including requesting for support through the above allocation in this funding request. 
Operational cost for LLINs distribution will include household registration, provision of LLINs 
and SBCC on LLINs usage and care. PMI indicative support upto… fo 
 

Module :  Vector Control 

Intervention :  Long-lasting insecticidal nets (LLIN) - Continuous distribution 

 
Continuous distribution (CD) will keep up coverages after mass campaigns. This intervention 
will be delivered through Antenatal Care (ANC), Expanded Programme on Immunization 
(EPI-targeting measles vaccination), targeted primary school classes and community 
channels. Capacity building at district and ward level on CD, net use and maintenance will 
support this strategy.  The cost for the procurement of LLINs for routine distribution will be 
covered by other sources of funding (PMI) which leaves a gap for operational cost. This 
request therefore is expected to cover the distribution cost gap covering 1,729,586 for the 
period of the grant. PMI indicative support upto… for the period of xxx. 
 

Module :  Vector Control 

Intervention :  Entomological monitoring 
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This funding request aims at scaling up the geographical coverage for entomological 
surveillance through refurbishment of sentinel sites for installation of available equipment, 
and trainings and procurement of reagents and other consumables, provision of evaporation 
tanks for DDT liquid waste management, additional soak pits for other classes of 
insecticides, IRS solid waste management for all insecticide classes, provision of adequate 
and appropriate PPE/C and monitoring of compliance.. The National Institute of Health 
Research (NIHR), with support from partners and other institutions, will take a leading role in 
conducting national vector mapping, resistance monitoring, regular entomological surveys 
and maintaining an ento database  
 

Module :  Vector Control 

Intervention :  IEC/BCC (Vector control) 

 
A total of xxx is requested to cover IEC/BCC under vector control  
 
The current high acceptance of IRS in Zimbabwe (92% in 2016) will be maintained through 
engagement of community and political leaders to keep malaria high on their agenda. IRS 
refusals will be engaged on one-on-one during spraying to improve coverage in areas 
recording high refusals. Communication materials will also be developed to work as 
reminders for areas targeted for IRS. 
 
NMCP and partners will work together to find the determinants of the low utilization of LLINs 
through community dialogue.  The dialogues will facilitate the development of malaria 
community action agendas and plans which facilitate community uptake of interventions and 
ownership. Findings from the dialogues will inform the crafting of messages for sensitization 
meetings and engage communities in further discussions. Road shows, including 
edutainment techniques, will be conducted in areas receiving LLINs to demonstrate net 
hang-up techniques. LLIN care and repair will also be demonstrated during road shows.  
Radio spots will be used to announce the introduction of rectangular nets, explain reasons 
for their distribution.  NMCP and partners will conduct geographical reconnaissance of the 
special populations through surveys, community dialogues and engagement with 
representatives of these special populations. Based on these findings, targeted messages 
will be developed and disseminated.  
 

Module 2: Case Management  

 
A total of xxx is requested for case management  
 
The case management interventions prioritised for this application are: facility-based 
treatment, MCCM (including improved access through outreach sessions to high risk 
groups), Case management IEC/BCC, IPTp and EPR. While some private sector 
interventions have been integrated within the other interventions, NMCP will take measures 
to ensure all private providers are oriented in malaria case management . 
 

Module :  Case Management 

Intervention :  Facility-based treatment 

 
The total request for this intervention is USD 3,104,603.60. This funding application seeks to 
improve capacity of healthcare workers in case management, provide the essential supplies 
for better patient care (intra-venous fluids, laboratory investigations reagents and blood for 
transfusions), conduct malaria death audits in first and fourth quarters annually, training of 
health workers in public and private sector, conduct the biennial case management audits to 
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inform policy decisions, and develop an electronic system for effective reporting malaria 
deaths.A mentorship programme will be established in 10 high burden districts. On job 
support visits will be conducted from National, Provincial and District levels to ensure 
continued capacity building. A total of ….  Private sector  and….. Public sector  health 
workers are targeted for training in case management training in the three years. To improve 
access to special populations outreach sessions will be conducted in all quarters  
 

Module :  Case Management 

Intervention :  Ensuring drug and other health product quality 

 
The total cost of the funding request for this intervention is USD 88,455.00 for pharmaco-
vigilance and post-marketing surveillance and USD xxx for EQA for diagnostics. A total of 
….funding will be coordinated under the RSSH standalone budget. 
 
Pharmacovigilance: This request for funding will go towards, pre distribution analysis of 
medicines, pharmacovigilance and post-marketing surveillance of medicines by MCAZ.  
 
Laboratory QA/QC: A WHO certification workshop will be conducted in 2018 for 12 
scientists. To support the focus on ensuring integrity and reliability of laboratory tests (RDTs 
and microscopy), we propose to carry out QA/QC on all reagents, competency assessment 
of testing staff training and expanding the scope and extent of external quality assurance for 
microscopy and RDT for both public and private institutions up to community level, and 
expansion of mentorship and supervision for laboratory personnel as part of QA/QC.  
Pre distribution and post marketing surveillance of RDTs will be carried out by National 
Microbiological Reference Laboratory (NMRL). 
 
 

Module :  Case Management 

Intervention :  Therapeutic efficacy surveillance 

The total cost of the funding request for this intervention is USD xxx 
 
To monitor and proactively prevent and manage any emergence of drug resistance, the 
program will expand the current program of Therapeutic Efficacy Testing (TET) to 
continuously monitor trends in antimalarial efficacy. . 
 

Module :  Case Management 

Intervention :  Malaria community case management (MCCM) 

The total cost of the funding request for this intervention is USD 1,083,564.00 
 
A total of …. will be trained in MCCM in the districts. …. will receive refresher trainings. A 
total of…. will be identified in the border towns so as to support treatment of MMP.and …. 
For ther special/ vulnerable groups identified. The funding request is to procure the medicine 
boxes for the VHWs and support 
 

Module :  Case Management 

Intervention :  Epidemic preparedness 

 
The total cost of the funding request for this intervention is USD 600,000. will be under the 
RSSH stand-alone budget 
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The programme intends to build capacity through IDSR training of health care workers and 
prepositioning of commodities. Funding will also support outbreak response interventions 
including, IRS,LLINs distribution, outreach sessions support visits and sensitisations. Priority 
will be given to capacity building on epidemic preparedness through IDSR trainings. 
 

Module :  Case Management 

Intervention :  IEC/BCC (Case management) 

The total funding request to support the SBCC malaria case management is USD 535,590. 
 
The care givers of children under 5 years will be engaged to understand barriers to early 
access to treatment for their children. In-depth discussions with influential leaders/people per 
ward will be conducted to come up with possible solutions. The identified barriers will be 
addressed during community sensitisation meetings. World and SADC malaria days will also 
be used to advocate for early access to treatment. Populations in pre-elimination areas will 
be mobilised to seek testing and treatment for every fever case and the communities will 
also be mobilised for community surveillance.  
 

Module 3: Specific prevention interventions (SPI)  

Requested funding for this intervention will is xxxxx 
 
Capacity building of health workers and CBHW on IPTp reporting through training, 
mentoring, and supportive supervision offered during the CM trainings . Resources will be 
mobilised to meet gaps in funding for SP and improve in-country distribution. Collaboration 
with maternal and child health department will be strengthened building on the gains from 
the implementation of MCCM. 
 

Module 4: RSSH: Health management information systems and M&E  

Requested funding for this intervention is $5.4 million ($2.5 million M&E and $2.95 million for 
elimination)  
 
To support and monitor transition to pre-elimination, the NMCP and partners will continue 
the maintain and strengthen existing routine disease and programmatic surveillance systems 
in all districts, while building the capacity for appropriate and targeted response in selected 
pre-elimination and elimination districts. Capacity assessment(s) will be conducted in 
identified districts with incidence range of <5 per 1000 population to ascertain operational 
and technical feasibility of elimination 
 

Module :  RSSH: Health management information systems and M&E 

Intervention :  Analysis, review and transparency 

 
In order to maintain the high standard of quality data need for informed decision making, 

quarterly onsite verification and analysis visits will be done throughout the grant period. Post 

training support visits will be done to ensure adherence to training objectives and outcomes. 

The visits will be done every quarter during which HW training will have been done. Routine 

support and supervision visits to assess compliance to set guidelines and get operational 

feedback will be done twice a year during the grant period. In order to maintain an up to date 

database of the training coverage and gaps of health workers, the TranSMART database 

use will be trained to key personnel across all levels (district, province and national). 

TranSMART will enable detailed future planning of training requirements both in terms of 
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resources and content, as well as assess the training coverage of newly recruited health 

workers. 

The electronic death investigation system will be rolled out during the grant period through 

training of trainers who will cascade the training to all referral institutions (188 institutions). 

Compliance to use of the system will allow the program to monitor progress being made.  

In pre-elimination areas focus will be on identification and investigation of all malaria foci. 

including case investigation and routine entomological investigation.  

Module :  RSSH: Health management information systems and M&E 

Intervention :  Program and data quality 

 
This Funding request is being made to continue with the support of 3 malaria surveillance 
systems; monthly DHIS-2 reporting, Rapid notification system (weekly epidemic monitoring), 
case based surveillance system (DHIS2 Tracker focusing on malaria elimination phase). 
Request also covers internet connectivity and monthly subscriptions, data validation & 
review meetings, on-site data verification (OSDV) exercises, and technical support visits and 
mentoring. Commensurate with the new malaria strategy, health workers as well as CBHWs 
will be capacitated through training on both electronic and paper based tools to ensure 
understanding and proper use of data collection tools (including data sources for DHIS2 
reporting) and data management functions to advance improvements in data quality.  
 

Module :  RSSH: Health management information systems and M&E 

Intervention :  Surveys 

 
The funding request will support the assessment of progress towards the impact of the 
program, through conducting of the Malaria Indicator Survey (MIS), Malaria Program Review 
(MPR) and Malaria Case Management Audit in 2018. The evidence generated from the 
different sources will provide essential triangulation of information that will be used to 
objectively inform changes to implementation of the malaria strategies. With the aid of the 
Elimination Committee a capacity assessment baseline survey will also be conducted for the 
9 new districts that will graduate to the pre-elimination phase within the grant period. These 
surveys will be complimenting the operational researches that are to be done in support of 
ongoing programming. 
 

Module 5: Program Management  

The total financial request for this module is xxx 
 
The program will develop and update a human resource development plan and advocate for 
high level commitment for implementation of this plan. Relevant health workers will be 
equipped with skills on program management, planning and technical support for malaria. 
Annual planning, review meetings and technical subcommittee meetings will be conducted to 
review progress made and update malaria operational plans, policies and guidelines at all 
levels. Monthly district and quarterly provincial and national support and supervision 
activities will be conducted to ensure implementation is per plan. The program will review, 
update and monitor implementation of the risk management plan. 
 
To foster high level collaboration, the MoHCC will carry out resource mapping and advocate 
for inclusion of key malaria services within other sources of funding. The MOHCC will 
strengthen mechanisms of forecasting and quantification at central level to include all 
malaria commodities to be distributed by the NatPharm and partners in the country to ensure 
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that stocks are within the required minimum and maximum stock levels.  The Directorate of 
Pharmacy Services (DPS), NatPharm and MCAZ will work to improve distribution of 
medicines, reagents, insecticides and other essential commodities as per the need to health 
facilities across the country. The NMCP, provinces, districts and partners will strengthen 
existing cross border activities and establish new ones through conducting biannual planning 
and review meetings, and harmonize and synchronize interventions at border areas with 
neighboring countries. 
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2.2 RSSH funding request 

The Global Fund strongly encourages funding requests for RSSH investments to be submitted 
within a single application, and preferably to be requested in the first submission.  

Does this funding request include an RSSH component?  Yes         ☒ No 

If yes, describe the request below and how it is strategically targeted.  

Referring to the national health strategy, gaps and lessons learned outlined in the previous 

section, describe the funding request for RSSH and how the investment is strategically targeted to 

strengthen systems for health and achieve greater impact on the diseases. In your explanation, 

refer to the Funding Landscape Table on ‘government health spending’, Performance Framework 

and Budget as appropriate. Note that it is optional to complete a Programmatic Gap Table for 

RSSH. 

(maximum 3 pages) 

[Applicant response]:   

The CCM revised the country program split to move a total of xxx towards a stand-alone 
RSSH application aimed at addressing health systems bottlenecks and challenges identified 
through multiple reviews and researches including those from the Global Fund Office of the 
Inspector General (OIG) and the LFA reviews. This standalone RSSH application will be 
submitted at same time with this application funding request  

PSM -The program strives to provide uninterrupted supply chain of anti-malarial medicines 
and related products of assured quality, safety, efficacy and cost-effectiveness. The malaria 
Programme will contribute towards Medicine Management 

Laboratory QA/QC Programme will be supported so as to ensure reliable lab systems for 
all investigations and quality medicines are received by patients in both private and public 
sector 

Quality assurance of programs for impact Improved data quality and data use will be 
bolstered and maintained at all levels of health care provision.   This proposal will strengthen 
malaria data systems integrated into a multiple data collection systems (HMIS -DHIS2 
platform) - a single national health management information system. Community data 
submission will be strengthened through training on surveillance and the CHBW tool. An 
electronic (cell phone-based) reporting system used by community based health workers will 
be rolled out.The performance of provinces and district in quality provision will be monitored 
periodically through quarterly joint onsite data verification and analysis visits, data validation 
and malaria elimination meetings and cross border meetings. 
 
Supporting community health systems; Community malaria Systems contribute to 
identifying health improvement programs, reporting and responding to health threats. CHBW 
will be trained in MCCM, and data collection. Ward health teams will be done in Community 
IDSR in the targeted pre-elimination and. Community sensitisation and dialogues will be 
done in the rural wards so as to empower communities to be responsible for their health 
 
Programme management Support will be given for revision of the risk management plans, 
and trainings. Fuel and vehicle and motorcycle service support will be given. Advocacy 
meetings with parliamentary portfolio on health Support for PEDCO salaries 
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If no: 

a) Indicate when the RSSH funding request was/will be submitted; and,  

b) If the RSSH funding request has not yet been submitted, highlight below the elements 

of the planned RSSH investment that will directly support the disease program in this 

funding request. 

(maximum ½ page)  
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2.3 Focus of application requirement 
1
 

This question is required for Lower-Middle Income (LMI) and Upper-Middle Income (UMI) 
countries. It is not applicable for Low-Income (LI) countries. 
To respond, refer to guidance provided in the Instructions. 

For LMI countries: 

- Does the funding request focus at least 50% of the budget on: 
disease-specific interventions for key and vulnerable populations; 
programs that address human rights and gender-related barriers and 
vulnerabilities; and/or highest impact interventions? 
 

- For RSSH, does the funding request primarily focus on improving 
overall program outcomes for key and vulnerable populations in two or 
more of the diseases, and is it targeted to support scale-up, efficiency 
and alignment of interventions? 

☐ Yes         ☐ No 

☐ Yes         ☐ No 

For UMI countries: 

- Does the funding request focus 100% of the budget on interventions 
that maintain or scale-up evidence-based approaches for key and 
vulnerable populations, including programs that address human rights 
and gender-related barriers and vulnerabilities? 

☐ Yes         ☐ No 

Ensure that the funding request as described in questions 2.1 and/or 2.2 meets this focus of 
application requirement.  

Not Applicable since Zimbabwe is a Low Income Country 

  

                                                        
1
 Refer to the Global Fund 2017 Eligibility List for income level. LMI and UMI countries have specific requirements in terms of 

the focus of applications as set forth in the Global Fund Sustainability, Transition and Co-Financing Policy. 

http://www.theglobalfund.org/en/fundingmodel/process/eligibility/
http://www.theglobalfund.org/en/fundingmodel/process/cofinancing/
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SECTION 3: OPERATIONALIZATION AND RISK MITIGATION 

This section describes the planned implementation arrangements and foreseen risks for the 
proposed program(s). Applicants are encouraged to attach an updated Implementation 
Arrangements Map. To respond, refer to additional guidance provided in the Instructions. 

 

3.1 Implementation arrangements summary 

Do you propose major changes from past implementation arrangements, e.g. in 
key implementers, flow of funds or commodities? 

☐ Yes      ☒ No 

If yes, provide an overview of the new implementation arrangements and elaborate how these 
changes affect the operationalization of the grant. 

If no, provide a summary of high-level implementation arrangements focusing only on lessons 
learned for the next period.   

In both cases, detail how representatives of women's organizations, key populations and people 
living with the disease(s), as applicable, will actively participate in the implementation. 

Include a description of procurement mechanisms. 

(maximum 1 page) 

 
Zimbabwe has been operating under the Additional Safeguard Policy (ASP), since 2009 and 
the Global Fund selected United Nations Development Program (UNDP) as the principal 
recipient (PR) of the malaria grants for part of Round 5, Round 8 and Round 10. Following 
the annual review of the ASP in February 2014, the Global Fund and the CCM nominated 
the MOHCC to be the PR under the New Funding Model-Malaria from January 2014 to 
December 2017. UNDP was appointed the Fund Administrator (FA) to manage the funds. 
The PR (MOHCC) continued to implement the NFM activities through its decentralized 
structures nationwide with support from selected sub-recipients; Plan International, PSI, 
ZINQAP, MCAZ, CHAI and NatPharm. 
 
Under this funding model, the implementation arrangement is proposed to remain as above 
with one additional SR for IRS chemical storage and distribution The current implementation 
arrangement has worked well as evidenced by the performance of the malaria grant and 
there has been strengthened capacity of the systems and individuals. This has also been 
noted by the 2016 OIG report (REFERNCE). The additional SR for chemical storage and 
distribution has been necessitated by the LFA findings that have noted challenges especially 
with DDT.The chart below summarizes the proposed implementation arrangements for this 
funding request. 
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The SRs and SSRs will be 
selected following the CCM 
recommended procedures. At 
grant initiation, and at 
periodic intervals, the PR 
(MOHCC) will conduct 
capacity assessments of the 
selected SRs and work with 
them to address identified 
gaps.   Figure 4 above 
highlights the broad 
categories of implementation 
partners that would be 
required because SRs have 
not been selected at this 
time. Following selection of 
SRs, MOUs and grant 
agreements that specify and 
outline the expectations in 
programme implementation 
will be signed, and rigorously monitored to ensure successful implementation, and 
contribution to the overarching country goals and targets. While the PR will lead the 
monitoring of effective and quality implementation of Global Fund resources, financial 
management will be supported by the Fund Administrator and the LFA. Supervision and 
accountability shall be enhanced through review meetings, joint preparation of progress 
updates, and joint verification of grant implementation. 
 
The MOHCC will manage each SR individually on the basis of the standard conditions 
defined in the SR agreement that will be signed with each SR. The MOHCC will have the 
responsibility to (i) manage the grant and provide technical guidance to SR (ii) coordinate 
with the fund manager and ensure timely disbursement of funds to the implementation of the 
approved activities; (iii) ensure budget monitoring of the SR activities and ensure adherence  
the approved plan, (iv) coordinate and consolidate the periodic programmatic and financial 
reports for submission to the Global Fund, and (v) provide quality assurance on the periodic 
reports (both programmatic and financial) received from the SRs.   
 
The CCM will continue to perform its oversight role and will approve all major changes. 
Regular updates on grant implementation will be provided to the CCM quarterly. 
 
Zimbabwe has adopted the universal access approach, which means everyone in malaria 
endemic areas, including key affected populations (immune-compromised, pregnant women 
children under-five and affected communities), has equal access to all malaria interventions. 
Communities will participate in the implementation of this grant through civil society SRs,  
through health centre committee (HCC), ward health teams (WHTs) and community-based 
health workers (CBHW) (REFENCE-Madzima). These groups were also actively involved in 
the implementation of the previous grants. Representatives of key populations (Ward Health 
Teams, CBHW, FBO, etc.) participate in decision making and implementation. With regards 
to malaria specifically, population in congregates setting for example; prisons and boarding 
schools in malaria endemic areas will have their facilities sprayed during IRS campaign will 
continue to be sprayed. Pregnant mothers, children under five, and the immune-
compromised will be receiving LLINs routinely. 
Procurements will be done through the Global Fund Pooled Procurement Mechanism for 
medicines and Malaria Rapid Diagnostic tests. It will be recommended in the grant 
negotiation that NatPharm will procure other selected products such as laboratory products 
as Global Fund is capacitating the institution in procurement. NatPharm will store and 

 

Figure 5: Malaria grant implementation arrangement 
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distribute products while MCAZ will conduct redistribution analysis, post marketing 
surveillance and pharmacovigilance. In country supply chain is two tiered with supplies 
distributed from any of the six NatPharm branches to facilities directly. Finally the country is 
rolling out an assisted ordering system , Zimbabwe Assisted Pull System. 
 
 

3.2 Key implementation risks 

Using the table below, outline key risks foreseen, including those that were provided in the Key 

Program Risks table shared by the Global Fund during the Country Dialogue process. You can also 

add key operational and implementation risks, which you identified as outstanding over the previous 

implementation period, and the specific mitigation measures planned to address each of these 

challenges/risks to ensure effective program performance in the given context.  

 

Applicant response in table below. 

Risk Category 

(Functional area) 
Key Risk Mitigating actions Timeline 

Key financial and 
fiduciary Risks 

 Low expected growth in the 
economy which will constrain 
future government 
contributions to the health 
sector 

Government continues to 
introduce measure to address 
declining donor support for 
example levy has been 
introduced on all mobile 
service providers (airtime/) 
and to be channeled to 
MOHCC 

On going 

  Risks related to the 
introduction of government 
bond notes on the 28 
November 2016, leading to 
distortions of pricing of local 
commodities 

At the moment the 
government has recently 
introduced bond notes to 
mitigate the risk of 
externalization of foreign 
currency. 

On going 

  Declining partner/donor 
commitments and support to 
the health sector in 
Zimbabwe. 

Continue to advocate for 
internal funding of critical 
health services 
Advocate for  prioritization of 
foreign currency releases for 
procurement of health 
commodities 

On going 

  Cash shortages in country 
generally affecting 
implementation of some 
community Activities. 

Seek special financial 
management conditions to be 
exempted from certain 
controls, e.g. daily cash limits 
and minimum bank charges. 

On going 

  Continued use of a paper 
based financial system 

The MOHCC introduce 
PFMs-GMM in 2014 at 
national level and continues 
to cascade to provinces and 
districts. 

2018 

Key Monitoring and 
Evaluation risks 

 Poor reporting from private 
sector 

Put in place statutory 
instrument that enforces 
private sector to report on 
certain malaria key indicators 

On going 

  Gaps in M&E and Data 
Quality due to challenges 

Replacement with equivalent 
caliber staff (M&E Director)  
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faced by HMIS including high 
turn-over rate of the key 
leadership in MOHCC and 
other key implementers due 
to economic situation, 
overstretched staff capacity 
at service delivery level 
affecting quality of data. 

(2) Finalize the next M&E 
Strategy (2015 – 2020) 

Key PSM risks 

Procurement by PPM of PPE 
items not suitable for Zimbabwe 
conditions thereby exposing 
chemical handlers  
 
Delays in procurement of IRS 
commodities as also been 
experienced in the past grants 

Actively engage MOHCC 
during procurement of PPE 
items (consider having an 
expert working with  
procurement team under 
PPM during that period) or  
consider having the Fund 
Administrator procure. 

Annually 

 

Foreign currency shortages 
affecting procurement lead times 
 

Effective coordination with 
partners on supply plans and 
delivery timelines Capacity 
building 

 

 

Delays in the delivery of key 
malaria medicines and RDTs 
risking stock outs 

Expedite roll out of ELMIS  
Training of health workers on 
medicines management, 
support and supervision 

 

 
Stock management of malaria 
risking stock outs 

  

Key programmatic 
risks 

Zimbabwe continue to 
experience imported cases 
across borders due to weak 
cross border collaboration 

Zimbabwe to strengthen 
cross border initiatives with 
relevant countries to manage 
cases appropriately 
 
Accelerate establishment of 
malaria border posts and 
active cross border 
surveillance under E8. 

On going 

 Election campaign period (about 
4 months) have a potential to 
disrupt programme 
implementation at community 
level might impact negatively 

Propose to accelerate 
implementation before and 
after campaign period.  

 

Add rows for additional key risks as necessary 
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SECTION 4: FUNDING LANDSCAPE, CO-FINANCING AND SUSTAINABILITY 

This section details trends in overall health financing, government commitments to co-financing, 
and key plans for sustainability. Refer to the Funding Landscape Table(s) and supporting 
documents as applicable. To respond, refer to additional guidance provided in the Instructions. 

 

4.1 Funding Landscape and Co-financing  

a) Are there any current and/or planned actions or reforms to increase 
domestic resources for health as well as to enable greater efficiency 
and effectiveness of health spending? If yes, provide details below.  

☒ Yes         ☐ No 

b) Is this current application requesting Global Fund support for 
developing a health financing strategy and/or implementing health-
financing reforms? If yes, provide a brief description below.  

☐ Yes      ☒  No 

c) Have previous government commitments for the 2014-16 allocation 
been realized? If not, provide reasons below. 

☐ Yes         ☒  No 

d) Do current co-financing commitments for the 2017-19 allocation meet 
minimum requirements to fully access the co-financing incentive, as 
set forth in the Sustainability, Transition and Co-financing Policy?

2
 If 

not, provide reasons below. 

☒ Yes         ☐ No 

e) Does this application request Global Fund support for the 
institutionalization of expenditure tracking mechanisms such as 
National Health Accounts? If yes or no, specify below how realization 
of co-financing commitments will be tracked and reported. 

☒ Yes         ☐ No 

(maximum 2 pages) 

 

a) Current and planned actions to increase domestic resources for health and enable greater 

efficiency and effectiveness of health spending 

Since submission of the NFM application in 2014, the country has been able to conduct a 

comprehensive resource mapping exercise to inform planning and policy. Malaria remains heavily 

dependent on non-domestics sources of support accounting for 71% of total expenditure in 2016 

(MoHCC Resource Mapping 2016, page 20). The Government of Zimbabwe (GoZ) has over the years 

made contribution for IRS and other essential services for malaria. To increase domestic resources 

for the health sector (inclusive of malaria), the GoZ aims to strengthen the function of the national 

pool through the Consolidated Revenue Fund (CRF). The CRF functions as the national pool that 

collects revenues from taxes and other sources into one pool managed by the MoFED. The 

effectiveness in the pooling function of the CRF is impacted by adequacy challenges – allocation for 

health is not enough to purchase health services for all segments of the population. 

GoZ has put in place statutory instruments to raise funds from domestic taxes on airtime with 

expectation to cover additional areas over the coming years (MoHCC, Health Financing Policy, Page 

xx). In 2014, MoHCC developed a Malaria Business Plan that focussed on leveraging the private 

sector and other non-state actors to increase collaborations to enhance funding. While the benefits of 

this has not been realised due to the complex economic environment, the MoHCC will over the grant 

implementation period update the business plan and strengthen the implementation.  

                                                        
2
 Refer to the Sustainability, Transition and Co-Financing Policy. 

http://www.theglobalfund.org/en/fundingmodel/process/cofinancing/
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In addition, the MoHCC continues to collect minimal user fees at main hospitals as part of cost 

recovery for operations and excludes priority interventions of primary health care namely HIV, TB, 

malaria and RMNCAH as well as children below 5 years and commodities and services financed by 

partners including Global Fund. This user fee (health services fund) help facilities to pool collected 

revenue user fees, interests, grants and donations and use these at facility level as key 

supplementary funds to respond to specific needs that have not been met through national budgeting 

(MoHCC, National Health Financing Policy 2016, page 15). 

 

Insert a graph demonstrating funding landscape over time 

 

b) Global Fund support for developing a health financing strategy and/or implementing 

health-financing reforms 

There is no support for this being requested from the Global Fund. 

c) Realization of government commitments for the 2014-2016 allocation  

Over the period of 2014-2016, GoZ committed to provide USD 2.95m towards co-financing of the 

malaria program. A total of USD xxx representing xx% was received. This arose from the economic 

challenges that came as a continuation of the then national financing situation. To date, the country is 

in path of slow recovery making it challenging to raise the required threshold to meet co-financing 

across all the three diseases. 

d) Current co-financing commitments for the 2017-19 allocation meeting the minimum 

requirements to fully access the co-financing incentive 

The minimum amount of additional co-financing investments Zimbabwe has to make in order to 

access its full co-financing incentive is xx over the 2018-2020 implementation .periods.   

e) Global Fund support for the institutionalization of expenditure tracking mechanisms such 

as National Health Accounts  

No funding request is made as tracking of the National Health Accounts is expected to be supported 

by the WHO. 
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4.2  Sustainability 

Describe below how the government will increasingly take up health program costs, and actions 
to improve sustainability of Global Fund financed programs. Specifically,  

a) Explain the costs, availability of funds and the funding gap for major program areas. 

Specify in particular how the government will increasingly take up key costs of national 

disease plans and/or support health systems; including scaling up investments in 

programs for key and vulnerable population, removal of human rights and gender-related 

barriers and enabling environment interventions. 

b) Describe actions to improve sustainability of Global Fund financed programs. 

Specifically, highlight key sustainability challenges of the program(s) covered by the 

funding request, and any current and/or planned actions to address them. 

(maximum 1 page) 

[Applicant response]: 

The national malaria interventions are implemented within the structures of the national health 

system. The government remains committed to leadership in financing of malaria response in the 

country as evident in the national estimates of expenditure for health. This includes recurrent and 

non-recurrent costs that are cross-cutting within the whole health system not only attributable to a 

single disease. 

Over the years the government continues to prioritize infrastructure and human resource investment 

with support of operational expenditure coming from external sources. The Government allocation to 

malaria operational recurrent expenditure decreased significantly from 0.34% ($1,150m) in 2012 to 

0.12% ($0.5m) in 2015.  The government also contributes to the programme through infrastructure 

development, salaries and other overheads although there is no costing tool to disaggregate the data 

to specific health programmes.  

The National Health Insurance bill has been recently passed in the parliament and it is hoped it will 

improve availability of domestic financing for health. As the government rolls out the National health 

financing, we hope to realise some targeted funding for national health. The government remains 

committed to support the IRS programme and in this concept note priority has also been given on 

high level advocacy to support IRS and related community based interventions.  

NMCP takes a strong lead in SBCC and uses existing structures with staff already in place to 

research, plan, and implement SBCC activities. Partners work through these existing structures to 

implement SBCC at all levels.  Also, the active SBCC sub-committee is a sustainable vehicle in place 

that deliberates on technical innovations and solutions for Zimbabwe.  
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SECTION 5.1: PRIORITIZED ABOVE ALLOCATION REQUEST 

All applicants are requested to detail a prioritized above allocation request. To respond, refer to guidance in the Instructions and fill in the table below. 

Provide in the table below a prioritized above allocation request which, following the TRP review, could be funded using savings or efficiencies identified 
during grant-making or put on the register of UQD to be financed should additional resources become available. The above allocation request should 
include clear rationale and should be aligned with programming of the allocation for maximum impact. In line with the Global Fund’s Strategy to maximize 
impact and end the epidemics, the prioritized above allocation request should be ambitious (for example, representing at least 30-50 percent of the within 
allocation amount).  

Applicant response in the table below. 

[Component ] – Copy table as needed, if your funding request includes more than one component 

 Module 
Amount requested 

[Specify US$ or EUR] 
Brief Rationale, including expected outcomes and impact 

(how the above allocation request builds on the allocation) 

1 Vector Control $2 930 719.60 
Mass Long lasting insecticide nets-procurement 
This is allocation for 2020. The LLINs will replace LLINs distributed in 2017 to protect 
population at risk and without any other intervention 

2 Vector control $413 994.35 
Mass Long lasting insecticide nets-distribution costs 
The costs are for distribution of LLINs in 2020 
 

3 Vector Control $166 797.20 
IRS-Procurement of 10 men and 8men tents 
40 x 10 men and 40 x 8 men tents for camping during IRS exercise 

4 Vector Control $3 014 119 
DDT procurement 
Cost for procurement of DDT for 2020. The allocation only accommodated 78 740kgs 
of DDT out of a total requirement of $294 034 

5 Vector Control $2 514 654 
IRS Operational costs 
These are operational costs for IRS in 2020 

 Case Management $ 79,200 
Training of Facility Health Workers on Case Management (200 HWs in third 
year) 

 Case Management 173,040 
Training of Medicines Management over three years with annual costs of 
57,680 
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 Case Management 405,000 
Training of community Health Workers (900 CBHWs) with annual costs of 
135,000 

 Case Management 14,850 Training materials for CBHWs with annual costs of 4,950 

 Case Management 60,750 
Training of Community Health Workers in Case Management (trainers 
allowance) with annual costs of 20,250 

 Case Management $ 330,000 Conduct IDSR training for health workers ay USD 110,000 annually 

 Case Management $ 158,400 RRT meetings for provinces in year 2 

 Case Management $ 1,800 RRT meetings for Cities in 2018 

5 Case Management $ 38,410 WHO External Quality  Assessment in 2020. Details required 

 Case Management $ 418,500 
Refresher training and Competence Assessment  RDTs for Health Workers 
annually at USD 139,500 

    

TOTAL AMOUNT 10,720,234.15 

 

     
 


