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Control of coronavirus disease 2019 (COVID-19) heavily relies on universal access to testing in order to identify who is infected; track 
them to make sure they do not spread the disease further; and trace those with whom they have been in contact. �e recent surge in 
COVID-19 cases in Zimbabwe is an urgent national public health concern and requires coordinated e�orts to scale up testing using the 
capacity already in existence in the country. �ere is a need for substantial decentralization of testing, investment in better working condi-
tions for frontline health workers, and the implementation of measures to curb corruption within government structures.
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Coronavirus disease 2019 (COVID-19), caused by infection 
with severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2), was first identified in Wuhan City, Hubei Province, 
China, in December 2019 [1]. The disease has now spread to 
216 countries and territories around the world, with over 22.5 
million confirmed cases and over 790� 000 deaths globally as 
of 19 August 2020 [1]. COVID-19 symptoms, which usually 
appear 2�14�days after exposure to the virus, include fever or 
chills, dry cough, tiredness, shortness of breath, and sometimes 
dyspnea [1]. Reverse transcription polymerase chain reaction 
(RT-PCR) is the gold standard for a laboratory diagnosis of 
SARS-CoV-2 infection [2].

Zimbabwe has not been spared by COVID-19. �e �rst 
COVID-19 case in Zimbabwe was reported on 21 March in the 
resort town of Victoria Falls [3]. By 31 March, 7 more people 
had tested positive, with 1 reported death [3]. �ere was a steady 
increase in the number of cases in the months of April to July. 
In August, a surge in cases was reported, rising from 3659 on 
1 August 2020 to 5378 on 18 August 2020 [3]. As of 18 August 
2020, there were 141 reported COVID-19�related deaths [3]. 
Figure� 1 presents the COVID-19 attack rate in Zimbabwean 
provinces. As illustrated in the map, there has been an uneven 
spread of the virus in Zimbabwe, and the Harare, Bulawayo, 

and Matebeleland South provinces are currently the COVID-19 
hotspots in the country.

Various mitigation strategies have been put in place, including 
a 3-week Phase 4 (total) lockdown from the end of March to mid-
April. Following the Phase 4 lockdown; the country entered a 
Phase 2 lockdown with relaxed restrictions. �is resulted in ac-
celerated transmission, as prevention behavior slackened [4]. In 
response, on 23 July, the government increased lockdown restric-
tions, including by introducing a dusk-to-dawn curfew. Further 
mitigation strategies include strides to increase the testing ca-
pacity, training health workers on COVID-19 patient care, and 
increasing the number of quarantine and isolation centers through 
authorization of some private facilities [4].

Testing is an important strategy to contain or slow the pro-
gression of the pandemic in society [5]. �e early detection of 
SARS-CoV-2 in infected people is important for limiting the 
transmission through isolation of cases, contact tracing, and 
quarantine of contacts [1]. Currently in Zimbabwe, testing is 
supposed to be done on suspect cases as per the World Health 
Organization (WHO) case de�nition, and contacts of con-
�rmed cases and further patients should be identi�ed through 
respiratory disease surveillance [4]. However, testing has been 
prioritized for people with a risk of developing severe disease, 
symptomatic health workers, and the �rst symptomatic indi-
viduals in a new area or new cluster where no cases have been 
reported previously [4]. �ere is an urgent need to scale-up 
COVID-19 testing to meet the current capacity and to ensure 
equal and equitable testing availability to all who want and/or 
need�it.

Fear of stigma and discrimination and labeling are deterring 
many from seeking testing [6, 7]. �is is coupled with a fear of 
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the unknown and hesitance of coping with isolation, should an 
individual test positive [8]. In the context of this novel virus, the 
content of COVID-19 information education communication 
(IEC) material is also rapidly evolving, as clinical symptoms of 
the disease and the various mitigatory and containment meas-
ures are updated. IEC on the bene�ts of testing [9] and associ-
ated counseling is minimal.

CURRENT COVID-19 TESTING CAPACITY IN 
ZIMBABWE

A precise analysis of COVID-19 in Africa, as a continent, con-
tinues to be hindered by limited testing and reporting of cases. 
The wide variance in the testing capacity, commitment to testing, 
and reporting of COVID-19 cases and deaths means those coun-
tries that are undertaking the most tests or reporting the highest 
number of cases may not necessarily be those countries most im-
pacted or at risk from the pandemic [10]. In Zimbabwe, the testing 
of the SARS-CoV-2 virus has evolved over time. Trained medical 

laboratory scientists and technicians perform COVID-19 testing in 
Zimbabwe. Training on testing is provided by Ministry of Health 
and Child Care, supported by various organizations, such as the 
WHO and the Africa Centres for Disease Control and Prevention, 
among others. The country follows the WHO guidelines on testing 
[11]. Initially, confirmatory PCR testing was done at the National 
Institute of Communicable Diseases in South Africa [4]. Over 
time, laboratory support for PCR tests was extended to 5 public 
laboratories in the country that had existing platforms for human 
immunodeficiency virus (HIV) testing, and to date multiple other 
districts� provincial and private laboratories have been authorized 
to test for the SARS-CoV-2 virus. Provinces are showing marked 
differences in their COVID-19 testing levels, and although there 
is a high density of testing sites in the current COVID-19 hotspots 
like Harare and Bulawayo, the testing capacity of these provinces 
in relation to their population density is rather low (Figure� 2), 
whereas Matabeleland North and South had the largest testing ca-
pacity in relation to their population density.

Figure 1.  COVID-19 attack rate per 100�000 people, as of 28 July 2020. Abbreviation: COVID-19, coronavirus disease 2019. 
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