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FOREWORD 

Zambia has joined other countries towards achieving the UNAIDS 90-90-90 

fast track targets with the vision of bringing the HIV epidemic control by 

2020. Bringing the HIV epidemic under control is integral to the socio-

economic development and health welfare of all Zambians. Providing health 

services to HIV-infected clients requires improving efficiencies in the health 

system so as  to meet the client expectations and continually improve client 

satisfaction. Modalities of service provision should enhance engagement into 

care and retention on Antiretroviral Therapy (ART).  

To achieve these goals improved health system delivery approaches have to 

be employed. Differentiated Service Delivery (DSD) is one such approach 

which is patient centred and cuts across the continuum of care with the aim of 

improving patient outcomes and health system efficiencies. This should 

reflect in the outcomes of individualized care, better coverage and improved 

quality of care. For the sustainability of DSD models, the implementation 

should leverage on exisiting structures and resources.     

This framework is intended to provide guidance on how DSD models will be 

implemented at different levels (national, provincial, district, facility) 

including the community, with the goal of fast-tracking progress towards 

epidemic control.  It is the responsibility of all stakeholders to take the 

leadership role in ensuring the implementation of DSD models and meeting 

the national targets.  

 

 

 

                                                       Dr Jabbin Mulwanda  

Permanent Secretary, Health Services 

Minister of Health 
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CHAPTER 1.0 

BACKGROUND AND RATIONALE 

Although the global response to treatment of Human Immunodeficiency Virus (HIV) has 

successfully led to millions of persons accessing  life-saving ART, sustained engagement to 

care is needed for long-term viral suppression and public health success.  

 

HIV has been recognized in Zambia as a major public health problem. Since 2003, the 

Government of the Republic of Zambia (GRZ) through the Ministry of Health (MoH) has 

been providing ART in public health facilities, and has continued developing strategies to 

enable wider access and to improve quality of care for PLHIV. The last decade has seen 

successful scaling up of ART provision resulting in 851,0171  adults and children accessing 

HIV care and treatment services. Commitment to improving HIV services has led to a 

reduction in HIV prevalence over the years 2,3  (ZDHS 2007, ZAMPHIA 2014). The adoption 

of ‘Test and Treat’ strategy in 20164( ZCGs 2016) has resulted in an increased demand for 

uptake and coverage of ART leading to overburdening of the already overstretched health 

systems. Stretching the current health system threatens the quality of care due to supply chain 

constraints and inadequate human resource for health.  

DSD models seek to adapt timing, location, nature, and content of clinical services to reduce 

burden and maximize effectiveness, while improving the efficiencies of the health system. By 

providing differentiated care, the health system can reallocate resources to those most in 

need.  The building blocks of service delivery addressing the “WHEN, WHERE, WHO, and 

WHAT” of HIV DSD models5 (www.differentiatedcare.org) do not address the “HOW” of 

operationalizing DSDs in health facilities and communities. This framework provides 

guidance on the  implementation and scale-up of DSD.  

Before setting up DSD models the following steps should be considered: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
1. Set up coordination and supervisory unit(s) 

2. Assess client expectations and current 
services to establish needs/Gap 

3. Identify appropriate models and 
resources needed 

4. Adopt model and secure resources 

5. Develop work-plans for model(s) 

6.  Begin implementation 

7. Monitor and document  

8. Perform quality improvement 
projects 

9. Evaluate model 
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Figure 1.0 Steps for setting up DSD models 

CHAPTER 2.0 

GUIDING PRINCIPLES FOR ART SERVICES 

Implementation of DSD models should be guided by the following principles; 

 

● Adequate and consistent supply of ARVs and health commodities 

o To sustain provision of DSD models, health facilities should have sufficient 

stocks of ARVs, health commodities (such as HIV test kits) and laboratory 

supplies. In addition, the health facility should have sufficient storage capacity 

to maintain the bulk supplies required to support clients on ART and those 

initiating ART. 

● Trained healthcare workers (HCWs) and community volunteers 

o In order to increase health systems efficiencies and outcomes, the health 

facility should have trained HCWs and community volunteers that will 

support clients on ART and sustain the various DSD models. Trained HCWs 

are key in the provision of ongoing capacity building of the community 

volunteers.  

● Monitoring and Evaluation (M&E) systems  

o To monitor the pace of DSD scale-up and further promote collation across the 

health facilities, districts and provinces, there is need to ensure that all DSD 

activities are adequately and consistently monitored, documented and 

routinely reported. The client data and information will be recorded in 

appropriate registers, client files and electronic data systems to ensure client 

management in the health facility. At the district and provincial level, 

aggregated routine indicators already captured in the Health Management 

Information System (HMIS) will be used to measure the outcomes of DSD 

implementation. 

● Informed consent 

o All clients on ART and those initiating ART should be provided with 

information of the available DSDs models at each health facility. The clients 

should make an informed choice and provide verbal consent to join the desired 

DSD models. In addition, HCWs should allow for flexibility and adaptions to 

the DSD models promoting a client-centered approach to avoid a ‘one size fits 

all’ service.  

● Human rights and dignity  

o As part of the requirement of the provision of health services in Zambia, all 

DSD models should meet the standards for privacy and confidentiality with 

every precaution taken to protect the clients’ personal information. This will 

ensure clients have confidence in the various models, which will in turn 

increase acceptability and uptake. 

● Quality of care and good clinical practice 

o Health facilities should have active quality control (QC) measures and should 

be able to implement quality improvement (QI) activities that will ensure that 
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quality of care for clients in the DSD models is not inferior to the standard of 

care. HCWs should routinely use the DSD M&E data in the QI programming. 

 

 

● Integration: 

o The World Health Organization (WHO) Framework on Integrated People-

Centered Health Services6 (IPCHS) calls for a shift in the way health services 

are funded, managed and delivered. It discourages the focus on health facility- 

based, disease-based and self-contained ‘silo’ curative care models as they 

undermine the ability of health systems to provide universal, equitable, high 

quality and financially sustainable care.6 Integrated client centered DSD 

models have the potential of providing benefits to the health and healthcare of 

all ART clients including improved access to care, improved health and 

clinical outcomes, better self-care, increased satisfaction with care, improved 

efficiency of services and reduced overall costs.  

● Client-Centered:  

o DSD service provision should be respectful and responsive to individual client 

preferences, needs and values; ensuring that clients guide decisions and are 

empowered to take an active role in their care.  

● Controlled Flexibility:  

o Clients should be guided on which model to belong to, given their clinical 

condition without interrupting their treatment. However, should a client feel 

that a different model would be more suitable to their needs, they should be 

allowed to change to their model of preference.  

● Community engagement  

 Gatekeepers, such as community, religious and traditional leaders; and 

Neighborhood Health Committee (NHC) members and other key community 

stakeholders, should be provided with adequate information on the DSD 

models being offered in their respective community health facilities. This will 

ensure the community has a better understanding of the DSD models. Failure 

to communicate effectively to the appropriate target groups may negatively 

impact client-provider relationship and ultimately client health outcomes.  
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CHAPTER 3.0 

ART SERVICE DELIVERY 

  

3.1  OVERVIEW OF STANDARD OF CARE FOR ART SERVICES   

In Zambia, the generally accepted standard package of care for all clients on ART focuses on 

“test and treat” strategy and this  includes: 

● Psychosocial support which includes educating clients on  

o what it means to have HIV and addressing fears the clients might have,  

o index testing, partner notification, and  

o risk reduction of HIV and other sexually transmitted infections (STIs). 

● Clinical care and provision of ART, which consists of  

o taking a history and physical examination,  

o dispensing of antiretroviral drugs (ARVs),  

o monitoring for side-effects,  

o screening for opportunistic infections (OIs) and providing prophylactic 

treatment,  

o screening and management of Non-Communicable Diseases (NCDs), cervical 

cancer 

o screening and the management of other co-morbidities. 

● Adherence to care and treatment  

● Nutritional support. 

● Virological (viral load testing) monitoring  

o All ART clients should have viral load monitored according to the Zambia 

Consolidated Guidelines for Prevention and Treatment of HIV. 

● Immunological monitoring  

o CD4 cell count monitored in line with the national guidelines.   

● Standard specific services provided at ART facilities vary depending on the record 

system used at the facility, which may be paper-based or electronic systems. These 

services include: 
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Figure 3.1 ART Patient Flow Chart 

 

3.1.1 DIFFERENTIATED CARE 

DSD is a public health approach responding to the increasing diversity of needs of  PLHIV6,7.  

DSD builds on the foundation of decentralization, task sharing/shifting, integration, multi-

month scripting, peer support and key components of the service delivery model addressing 

the ‘when, where, who and what’ of HIV services.8 A model of ART delivery can be built 

that responds to challenges being faced by the health system or clients. Based on the guiding 

principles of ART service delivery outlined in Chapter 2, Zambia recommends a defined 

package of care, adapted from the WHO recommendations, to include the following: 

● Less frequent clinical visits (six-months)  

● Less frequent medication pick-up (three / six-months) 

● Community-based care 

 

At a minimum, all facilities providing ART services should implement facility managed DSD 

models which are cost effective and easily implementable before considering other models. 

These include: 

● Multi Month Scripts 

● Fast Track Models 

 

Ministry of Health has approved the following DSD models for implementation in Zambia 

figure 3.2. These could either be Health care worker managed or Client managed models. 

 

 
Figure: 3.2 Approved DSD models for implementation in Zambia 

 

 

The principles of DSD models should be patient centered and must consider the following: 
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o Clinical characteristics of the client (stable, unstable, co-morbid / co-

infections) 

o Accessibility and acceptability of the service  

o Cost of providing the service  

o Minimizing stigma and discrimination 

o Catering for diverse population 

 

Client classification for Differentiated Services Delivery 

DSD should be provided to all eligible PLHIV across the HIV cascade and extended to other 

chronic conditions.  

 

A stable client is defined as one who meets all the following: 

● On combination ART (cART) for at least 12 months 

● No adverse drug reactions 

● No current illness or pregnancy 

● Proven record of good adherence and evidence of treatment success 

● Viral suppression below 1000 copies / mL within the last 12 months 

 

Unstable client defined as one with any one of the following 

● On cART for < 6 months 

● Any patient presenting with advance disease (WHO stage 3 or 4) 

● Any patient presenting with advance immunosuppression (CD4 < 200 cells /ml) 

● Any patient not virally suppressed (VL > 1000 copies /ml) 

● Adverse drug reactions  

● Non-adherence to ART 

● Substance abuse 

● Mental illness 

● Any other uncontrolled chronic condition/comorbidity like NCDs 

● All children younger than 11 years 

 

BUILDING BLOCKS OF DIFFERENTIATED SERVICE DELIVERY 

Figure 3.3 below highlights the building blocks of  DSD. 
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Figure 3.3 Building blocks of DSD 

 

 

 

 

CHAPTER 4.0 

DSD MODELS FOR STABLE CLIENTS 

When implementing DSD models, in addition the principles outlined above, the following 

should also be considered: 

● Clients should be made aware of all available DSD models 

● Clients need to consent (written or verbal) 

● Client should be educated on the right to withdraw from the DSD models should they 

wish to do so without negative implications 

 

Information should also be disseminated to clients through information, education and 

communication (IEC) material such as posters and brochures. Interested clients should be 

encouraged to ask further questions and additional information should  be provided.  

 

4.1  FACILITY MANAGED MODELS  

4.1.1 URBAN & RURAL ADHERENCE GROUP / CLUB 

This model is often more appropriate in urban sites and high-volume rural sites and provides 

peer support. 

 

WHEN: Every 3 months at fixed meeting time for the group 

WHO: The group (15-30 person) should be facilitated, if possible, by the same HCW or 

facility based volunteer depending on availability, for each refill visit to establish rapport 

with the group.  

WHERE: Meeting takes place in a room/area allocated for group refills at facility  

WHAT: Group discussion, peer support, ART and CTX refill (If community volunteer 

dispensing, drugs must be pre-packed) 

 

4.1.2  FAST TRACK ART SERVICES 

cART refill visits are separated from clinical consultations. When clients have a cART refill 

visit, they bypass any clinical interation  and proceed directly to receive their medication. 

Adherence support needs to be offered. 

 

WHEN: Every 3 months- fixed appointment day for the client 

WHO: HCW (Pharmacist/Pharmacy Technologist) or trained facility based volunteer  

according to availability. The client does not see the clinician for a consultation, only the 

ART dispenser. 
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WHERE: Dedicated Fast Track Room 

WHAT: ART and CTX refill, symptom screening, adherence counselling 

 

 

 

 

 

4.1.3 MULTI-MONTH SCRIPTING  

Multi-month scripting is defined as the prescription of drugs for 3-6 months by a clinician 

during the clinical visit.  Pharmacy personnel will dispense 3 months’ drug supply initially 

and returning at the 3-month mark for the remaining 3 months of supply. The client will only 

be seen by the clinician at the 6-month mark. 

 

WHEN: Every 3 months- fixed appointment day for the client 

WHO: HCW (Pharmacist/Pharmacy Technologist) or trained facility based volunteer   

according to availability.  

WHERE:  Pharmacy Room 

WHAT: ART and CTX refill, symptom screening, adherence counselling 

 

4.1.4 BEFORE/AFTER HOURS AND WEEKEND MODELS (ADOLESCENTS, SCHOLARS AND 

WORKING PEOPLE)  

Before / After Hours and Weekend Models that allow for the clients to collect their drugs 

outside the recommended ART Clinic operation times at the health facility. These models are 

of benefit to the clients that have various competing priorities such as school or work 

schedules. The models should allow for clinical visits and drug pick-ups at convenient times 

in the early mornings, evenings and over weekends.  

 

WHEN: Every 3 months - fixed appointment day for the client 

WHO: HCW or trained lay HCW according to availability; the client does not see the 

clinician for a consultation 

WHERE: Dedicated room at the health facility  

WHAT: ART and CTX refill, symptom screening, adherence counselling 

 

4.2 COMMUNITY MANAGED MODELS 

 

4.2.1 COMMUNITY ADHERENCE GROUPS / CLUBS (CAGS) 

Clients receive their cART refills as a group consisting of 2-6 members. This group is 

managed by the clients themselves and, generally, meets outside of the health facility for 

adherence activities and drug pick-ups. 

 

WHEN: Every 1-3 months at agreed meeting time in the community. 
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WHO:   

● Group leader completes community form and convenes meetings  

● Group member due for clinical visit collects medication for the entire group and 

distributes to group  

● HCW receives completed community forms, and issues the medication for entire 

group to client 

WHERE: Community meeting is held at group member’s house or chosen community 

venue, medication dispensed at facility or at a mobile outreach site and distributed in 

community 

WHAT: Group discussion, peer support, ART and CTX refill (If community volunteer lay 

distributing, drugs must be pre-packed) 

 

4.2.2 COMMUNITY ART DISTRIBUTION POINTS 

cART refills are provided to individuals outside of the health facilities, community ART 

distribution points. These distribution points can be health posts or any formally recognized 

structures in the community like schools, churches, community centers and Retail 

Community Pharmacies 

 

4.2.3 HEALTH POST MODEL 

This model describes how ART is pre-packed at the parent health facility and dispensed to 

clients at the health post. 

 

WHEN: Clinical visit every 6-month at the parent health facility; dispensations of 1st 3-

month supply at the parent health facility and 2nd 3-month dispensation at the health post   

WHO: HCW dispenses at parent health facility, trained community volunteer dispenses ART 

to client at the health post 

WHERE Medication is pre-packed at the parent health facility and dispensed at the health 

post  

WHAT: ART and CTX refills 

 

4.2.4 COMMUNITY (RETAIL) PHARMACY MODEL 

This model describes how ART is packed at the parent health facility and dispensed to clients 

at a community (retail) pharmacy. 

 

WHEN: Clinical visit every 6-month at the parent health facility; dispensations of 1st 3month 

supply at the parent health facility and 2nd 3-month dispensation at the community (retail) 

pharmacy   

WHO: HCW parent health facility; pharmacy personnel community (retail) pharmacy issues 

ART to clients 

WHERE: Medication is pre-packed at the parent health facility and distributed at the 

community (retail) pharmacy  

WHAT: ART, CTX and IPT  
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4.2.5 CENTRAL DISPENSING UNIT (CDU) 

This is a centralized model for distribution and dispensation of chronic medication.  ARVs 

are packed at the centrally located hub and distributed to clients at multiple approved pick-up 

points, e.g. registered community (retail) pharmacy.   

 

WHEN: Clinical visit every 6-month interval at the parent health facility; dispensations of 1st 

1-month supply at the parent health facility and 2nd and 3rd 3-month dispensation at the 

approved pick-up point  

WHO: HCW parent health facility capture multi-script and electronically transmit to the 

CDU; pharmacy personnel at CDU review and validate multi-script and client ART packs are 

dispensed, labeled and packed; courier distributes ART packs to preferred approved pick-up 

points, pharmacy personnel at the approved pick-up point issues ART pack to clients 

WHERE: Medication is pre-packed at the central dispensing unit and distributed / issued at 

the approved pick-up point  

WHAT: ART, CTX and IPT  

 

4.2.6 MOBILE ART DISTRIBUTION MODEL 

This model is ideally for hard to reach areas, a clinical outreach team from the facility does 3 

monthly clinical assessments at the community distribution points which can include 

temporal structures. Model should be chosen only where it is guaranteed that the logistics for 

regular outreach to the point would be made available every three months.

This model should be used if significant numbers of clients will benefit from provision of 

ART at a designated mobile outreach point in a hard-to-reach area. Commitment to continue 

visiting the site must be assured. 

 

WHEN: Every 3 months – At fixed date and time 

WHO: Mobile ART team 

WHERE: At fixed mobile outreach site 

WHAT: ART, TB drugs and CTX, INH refill only 

 

4.2.7 HOME ART DELIVERY  

In this model, pre-packed ARV drugs are delivered to clients’ homes by health care or 

community workers. Stable clients are seen once every6 months at the clinic for routine 

clinical and laboratory monitoring as per ZCGs. Adherence counseling and support will be 

done during the home visit. All information collected during the home visit (adherence, 

symptom screening and vital signs) will be entered on care forms or SmartCare lite, which 

will be merged with facility patient records. Clients found to be symptomatic during the 

home visits will be referred back to the facility for further management. 

WHEN: Every 3 months – At fixed date and time 

WHO: Trained community volunteer  or health care provider 
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WHERE: Home 

WHAT: Pre-packed ART, TB drugs and CTX, INH refill only 

 

 

 

 

 

CHAPTER 5.0 

DIFFERENTIATED ART DELIVERY FOR SPECIFIC SUB POPULATIONS 

Despite health gains in HIV /AIDS response, gaps have been noted with specific sub 

populations living with HIV as they are underrepresented in the HIV care cascade.9,10 The 

HIV prevalence among the key populations and priority populations is substantially higher 

than it is among general population living with HIV11. These populations have low access to 

treatment, face challenges in remaining on treatment, are faced with lack of adherence, 

stigma, low retention and insecurity in accessing health services when compared to the 

general population living with HIV12,13,14,15 These populations are being left behind in the 

fight against HIV.  The National Strategic Framework 2017-2021 emphasises the need of not 

leaving anyone behind in the response to the HIV epidemic. These specific subpopulations 

must be part of the response if the 90-90-90 UNAIDS set goals are to be achieved.  WHO 

highlights that differentiated ART delivery can address inequalities in the access of specific 

sub populations to the HIV treatment services by developing ART delivery models that meet 

the specific need of the subpopulations and reach marginalized, criminalized and stigmatized 

groups.  DSD can also enable key communities to be more involved in HIV treatment and 

care. The framework recommends specific and separate  models to target the three categories 

of the subpopulations. 

 

CATEGORIES OF SPECIFIC SUB POPULATIONS  

● Unstable patients as defined on page 16 

● Key Populations 

o Female Sex Workers (FSW) 

o Prisoners  

o Men who have sex with men (MSM) 

o People who inject drugs (PWID) 

o Lesbian, Gay, Bisexual, Transgender and Questioning, Queer (LGBTQ)  

 

 

● Priority Populations  

o Adolescents  

o Pregnant & Breast-feeding women 

o Children  

o Men (due to poor health seeking behavior) 

o Migrant and mobile populations  
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5.1 SPECIAL CONSIDERATIONS 

 

Based on the building blocks of ART differentiated service delivery, the following table 

summarizes the various packages of services that should be offered to the specific sub 

populations accessing the DSD models.  
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DIFFERENTIATED HIV TESTING SERVICES MODELS 

 

These are HIV testing service-delivery models and approaches that are adapted to address 

specific barriers of a sub-group of individuals to enable them know their HIV status. 

Differentiated HTS will facilitate early diagnosis of HIV-infected people with the aim to 

maximize yield, efficiency, and cost effectiveness of the country’s HIV Testing Services  

(HTS) program. Specifically, differentiating HTS will result in:  

● Focusing attention on those in need, based on available data  

● Ensuring that service delivery addresses the needs and preferences of people in need 

of HTS (e.g. targeting the most at-risk and vulnerable populations), and the 

constraints of services providers 

● Enhancing HTS integration with other health services  

● Decentralizing HTS to primary healthcare facilities and in the community  

● Encouraging and supporting task-shifting  

● Ensuring improved linkage to treatment and prevention services 

 

The figure below shows modalities of community testing 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5.1 Modalities of Community Based Testing 
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COMMUNITY BASED  TESTING 

 

Community-Based HTS: These are HIV testing services offered in community settings, 

(outside the confines of the health facility) for example home-based index testing, outreach, 

or service provision in schools, workplaces and other community venues.  

 

Home-Based HTS: This is where the HCW (preferably the one who tested the index client) 

provides HTS in a home setting through an index client’s consent or masked door-to-door 

HIV testing approach. Index clients should be prioritized for household members of all HIV-

infected individuals in care & treatment, and the newly identified HIV-infected.  

 

Partner Notification Services (PNS) and Index Testing: HIV partner notification ia a 

voluntary process where trained health workers, including lay providers request index clients 

to review people exposed to HIV, PNS should always be voluntary. Mandatory or coercive 

approaches to partner notification are never justified. People should always be counselled 

about the benfits and risks so that they can make safe and informed choices. Partner 

notification is provided using passive or assisted approaches however assisted notification is 

recommended. 

Index testing is a voluntary process where counsellors and/or health care workers ask index 

clients to list all of their partners; sexual or injecting drug partners within the past year, and 

children less than 12 years. All index testing must meet the 5Cs of HIV Testing Services.  

• Consensual,  

• Confidential,  

• Counseling,  

• Correct test results and  

• Ensure connection to treatment or prevention services.  

The ultimate goal of index testing is to break the chain of HIV transmission by offering HTS 

to persons who have been exposed to HIV and linking them to either HIV treatment or 

prevention services.  

 

Social Network Testing (SNT): The SNT strategy is a technique for reaching people at very 

high risk for HIV with testing services. Health Care Worker/counselors work with 

community peers also known as recruiters; who maybe HIV-infected or at very high risk for 

HIV. These peers/recruiters contact friends, partners, and other people in their life or social 

network and encourage them to participate in HIV testing. The principle behind SNT is that 

people in the same social network share similar risk behaviors, and have a similar chance of 

being HIV infected. This targeted and focused approach has been shown to be very 

successful in reaching people at high risk for undiagnosed HIV infection.  

 

HIV Self-Testing: In this approach, a client performs their own test and interprets the results. 

HIV Self-Testing (HIVST) does not provide a diagnosis for HIV. All reactive self-test results 

should be confirmed using the approved national HIV testing algorithm.  
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Outreach/Mobile HTS: This approach should target priority/key populations that otherwise 

have limited access to HTS. This can be conducted to reach out to specific under-served 

populations either because of geographical inaccessibility, high HIV prevalence rates or low 

uptake of HTS. The testing may be conducted in places where high-risk people are found, 

thus also called ‘venue based HTS’ for example in fishing camps and brothels targeting fish 

mongers/fishermen and sex workers/ moonlight service workers respectively. 

 

Integrated Out-of-Facility HTS: HTS is offered together with the primary health service. 

The outreach is intended to extend to the under-served community/population. HTS can be 

integrated in  

• Outreach activities for primary health services (immunization, child days plus and 

others) 

• Voluntary Male Medical Circumcision (VMMC) and  

• STI screening and management,  

• Mobile health/MCH clinics and  

• Family health days.  

This is likely to increase access and uptake of HIV testing services to people with 

difficulty in accessing HTS at health facilities.  

 

Workplace HTS: This is where HTS is offered to people at their places of work to target 

both formal and informal workers. This population may have limited access to clinical 

services due to their work schedules that do not allow them to leave their workplaces in 

search of health care.  

 

CHAPTER 6.0 

DEMAND CREATION 

A well-structured client communication strategy is critical to establishing the trust and 

confidence required to scale up DSD Models in the 

 country.  In fact the success of DSD is dependent on clients. Clients must identify the models 

they are comfortable with and this is only possible if they have been availed the necessary 

information about the different DSD models available.  

To ensure that clients have complete insights and understanding of different DSD models at 

their disposal, both healthcare workers and community/facility-based  volunteers should 

provide comprehensive information through health education in the facilities and 

communities. Equally, clients must be assured that ART services provided through DSD 

models are comparable to services offered under the standard of care.  Confidentiality, 

efficiency, quality delivery and ownership are some of the key virtues of these interventions. 

These virtues ensure that DSD models enable clients to be retained on care and treatment. 

6.1 HEALTH FACILITY 

Demand creation for DSD models should be incorporated in health talks on key thematic 

topics on HIV conducted by HCWs and facility based volunteers in health facilities. IEC 

material providing information on available DSD models should also be distributed in the 
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health facilities and clients should be encouraged to choose their preferred model for 

accessing ART services. HCWs must conduct a clinical and psychosocial assessment to 

determine client eligibility as outlined in this framework. Enrolment of clients at the health 

facility into a particular model can either be done by a HCW or facility-based volunteer.  

HCW-initiated enrolment involves HCWs actively assessing client eligibility and offering 

them the service model options. However, clients can also request to be enrolled in a DSD 

model and ask HCWs to assess their eligibility. 

 

Figure 6.1 summarizes the enrolment process for DSD models.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6.1 Enrolment  Process for DSD 

6.2 IN THE COMMUNITY 
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Client Health talk on models 

of ART delivery 

Enroll into selected ART model Assure 
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At community level, existing networks, especially support groups of PLHIV, NHCs, and 

other critical community stakeholders should be used to create demand for DSD. Demand 

creation activities should also target various workplaces and groups that shun conventional 

health services, such as key populations and priority populations. Clients should be 

knowledgeable of the benefits of belonging to the different DSD models. This can be done 

through existing support groups of PLHIV or community champions. 

 

Demand creation for DSD can be done using the following sensitization activities both at 

facility and community level: 

 

Table 6.1 Sensitization activities for DSD Demand Creation 

 

Method of Sensitization Description 

Drama Groups Mass sensitization using local community theatre groups 

Media (Print and electronic) Use of national and community radio and TV stations, 

flyers, posters, brochures banners, billboards, 

Door to Door sensitization Use of trained community volunteers targeting households. 

Focus Group Discussions Use of already existing community support structures to 

disseminate information on the available models to groups 

consisting of 12-15 people  

Community Dialogues Use of gatekeepers (traditional, community, religious, and 

civic leaders)  

Commemorative events Use of global/national commemorative calendar days (such 

as World AIDS Day) 

Short Messages Service 

(SMS) 

Use of broadcast media such as TALC End AIDS Portal 

and MOH initiated texts 

Interpersonal communication One-on-one sensitization and dissemination 

Role models Use of PLHIV  
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CHAPTER 7.0 

SCALE UP OF DIFFERENTIATED SERVICE DELIVERY 

 

MoH supports the implementation of DSD models in all facilities offering ART in Zambia. 

Evidence from various DSD pilots done in Zambia and those conducted outside Zambia have 

shown significant benefits of DSD in terms of increased retention, low mortality rate and 

improved virological suppression. 

The Zambia DSD Framework is intended for use at national, provincial and district level by 

hospital staff, health facility leadership, and healthcare workers to plan, implement, and 

evaluate differentiated care. The Framework should be used in conjunction with national 

documents such as the ZCGs and other relevant material which support the implementation 

and scale up  of DSD.  The implementation activities include the following; 

 

7.1 PLANNING  

Planning for implementation of DSD includes district and facility readiness assessments, 

work planning, and capacity building, as described below.  

 

7.1.1 Readiness Assessments  

Readiness assessments should be conducted at the national and facility levels before 

implementation of DSD. The readiness assessments identify which facilities are prepared 

to implement DSD and identify gaps that should be addressed before or during 

implementation.  

 

7.1.2 Province/District Readiness Self-Assessment  

The DSD Task Force, a sub-committee of the HIV Technical Working Group (TWG) on 

will coordinate implementation at provincial and district level. The DSD Task Force 

comprises members from MoH and its institutions, funding agencies, cooperating 

partners, implementing partners, faith-based organisations, supporting partners, 

community partners and organisations of PLHIV within the country. The Task Force is 

lead by the National DSD Coordinator. The team is responsible for provincial/district 

readiness assessment using the Province/District Readiness Self Assessment Tool and 

provide support for addressing identified gaps. It is also the responsibility of the 

subcommittee to support the sub-national levels in identifying facilities for assessment 

and implementation of DSD.  

 

7.1.3 Facility Readiness Self-Assessment  

Facilities selected to implement DSD will identify key staff to be oriented and trained on 

DSD and supported to conduct the Facility Readiness Self-Assessment Tool. These 

findings should be reviewed and discussed at the facility’s multidisciplinary team (MDT) 

meeting. Based on the results of the self-assessment the MDT can move forward with 

organizing services to implement DSD, or address gaps where identified before 

implementation. Facilities should receive support from higher levels for readiness to 
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implement DSD. The readiness for DSD implementation should be re-evaluated on a 

regular basis. 

 

7.1.4 Facility Assessment to Provide Community ART Distribution  

After achieving adequate performance on the Facility Readiness Self-Assessment, a 

health facility can move forward with all aspects of DSD described in this framework 

except for the community-based ART distribution program. Before implementing a 

community-based ART distribution program a health facility should first have a 

functional facility-based Fast Track system for stable clients  and meet the criteria in the 

Facility Assessment to Provide Community ART Distribution. The MDT working with 

the District health Office (DHO) should conduct this assessment and approve plans for 

community ART distribution before implementation. In some circumstances a facility 

may have a strong community support system with well-functioning support groups that 

are closely linked to the health facility. In such a case where adequate community 

systems are in place, it is possible for the facility to implement community follow-up and 

ART distribution for stable clients even before implementing a facility-based fast track 

model. However, even with that the facility should still undergo the Facility Assessment 

to Provide Community ART Distribution and have approval for that.  

 

7.2 WORK PLANNING  

Once a health facility is prepared to implement DSD, an implementation work plan 

should be drafted. Appendix 9.3 provides a sample work plan template. A work plan 

development session is included in the HCW training on DSD.  

 

7.3 CAPACITY BUILDING ON DIFFERENTIATED SERVICE DELIVERY  

To strengthen the roll-out of DSD according to this framework, a training manual on 

DSD has been developed for managers, HCWs, and community/facility volunteers as 

outlined in Table 7.1 below. The district-level sensitization and the HCW training should 

be combined with the sensitization/training on the latest Zambia Consolidated Guidelines 

on Treatment and Prevention of the HIV infection whenever possible.  
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Table 7.1. Capacity Building on Differentiated Service Delivery 

 

Level Target Audience Training Package Structure of 

Training 

District  ❒ District Managers  

❒ Implementing 

Partners  

 

PowerPoint Slides  

 

Didactic half day 

sensitization 

(Zambia 

Consolidated 

Guideline 

dissemination when 

possible)  

 

Health 

Facility  

❒ Facility Managers 

❒ Healthcare Workers  

 

❒ Power point slides  

❒ Facilitators guide  

❒ Participants 

workbook  

❒ Algorithms  

❒ Case Studies  

❒ Role-plays  

 

Didactic and case-

based one day 

training (ZCGs 

dissemination when 

possible)  

 

Community  ❒ Facility-

based/Community 

volunteers (for 

example peer 

educators, 

community ART 

group members)  

❒ PLHIV attending 

HIV clinic services 

 

❒ PowerPoint slides  

❒ Facilitators guide  

❒ Participants 

workbook  

❒ Case studies  

❒ Role-plays  

❒ DC Flip chart  

❒ DC IEC Materials  

 

❒ Didactic and 

case-based one 

day training  

❒ Daily health 

talks with 

groups and 

individuals  

 

 

 

7.4 IMPLEMENTATION  

This section outlines the steps required to implement DSD at the facility and community 

level. In addition, it defines the roles and responsibilities of each stakeholder in the 

implementation process. For the purposes of this Framework, DSD focuses on differential 

management of clients based on initial presentation (clinical/immunological status around the 

time of enrolment) and then once they have been in care for at least 12 months. 

 

7.4.1 Categorization and Management of PLHIV at the Time of Enrolment  
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Clients with advanced disease (based on clinical or immunological status) around the time of 

enrollment may require a different level of care than clients who present well. Clients starting 

ART with advanced disease are more likely to have OIs, develop immune reconstitution 

inflammatory syndrome (IRIS) and require consultation or referral for complicated clinical 

issues. Such clients will be enrolled into the standard of care. For clients who are clinically 

well, more focus needs to be placed on adherence counseling, with emphasis on the benefits 

of starting ART early 

7.4.2 Redesigning Facility Workflow  

Facility managers, with the support of the MDT, will need to map out and review the current 

workflow to support DSD. 

 

7.4.3 Implementation Stage 

The DSD implementation and dissemination approach will be based on and integrated with 

existing structures and health systems in Zambia. The scale-up of DSD services will be part 

of routine health services and therefore will not attract extra incentives/stipends. MoH, 

through the HIV-TWG and the DSD Task Force, will offer leadership in scaling up DSD in 

Zambia. MoH, with support from cooperating and implementing partners, will offer capacity 

building in the form of training, mentorship and technical support visits based on this 

Framework. The supply chain and logistics will be supervised by the already existing systems 

in MoH and Medical Stores Limited (MSL). A specific M&E system for DSD (Appendix 

9.1) will be in place and integrated within the routine M&E system to support the scaling up 

of DSD services. MoH will use a continuous QI system to ensure the provision of high 

quality ART services. 

 

7.4.4 DSD Scale-up Plan: The DSD Task Force will formulate a Scale-up Plan, which will 

outline the activities, timing, milestones and targets. 

 

7.4.5 Dissemination: The guidelines and training material for DSD implementation will be 

disseminated into all districts together with the ZCGs rollout and as a separate event where 

HCWs will be trained in DSD. 

 

MoH recommends incorporation of DSD into the already existing committees at district and 

facility levels to facilitate the adoption and implementation of DSD.  It is however important 

to identify the focal point person at all levels to push the DSD agenda. The focal point person 

at the district can be the District HIV focal point person, District pharmacy personnel,  the 

Clinical Care Officer (CCO) or  facility  ART In-charge. The DSD focal point prson will 

coordinate the following: human resource for health including volunteers, capacity building, 

supply chain, M&E and QI.  

 

7.5 STRENGTHENING HEALTH SYSTEM 

7.5.1 SUPPLY CHAIN MANAGEMENT 

An efficient and secure process for storage, distribution and appropriate utilization of ARV 

drugs is critical to ensure a reliable medication supply at all levels. If not properly planned, 
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implementation of various DSD models (such as multi-month scripting) can add pressure to 

the existing ART supply chain by introducing need for pooled distribution of drugs to clients. 

ARV drugs will be managed at health facilities to enable effective distribution to different 

DSD models. Successful management of the stock and supply chain is necessary for 

successful implementation of these models. 

 

It is essential to comply with the established national and health facility pharmaceutical 

standard operating procedures (SOPs) manual at all levels, while adapting and finding 

specific solutions to bottlenecks in the implementation of these practices. For example, 

preparing medicines for adherence groups or clubs, mobile ART outreach and/or designated 

fast-track distribution points all facilitate the implementation of the models and partly ensures 

that the aim of all the models is realised. Additional requirements include: 

● Correct and secure packaging 

● Transport of medicines at peripheral health facilities/communities to support 

proper inventory control 

● Implementation of inventory management practices 

● Maintaining up-to-date registers for all prescriptions and dispensations in both 

paper-based / electronic supply chain and health record management 

information systems (for example SmartCare and eLMIS) 

● Community and private pharmacies sharing all prescription and dispensation 

data with MoH electronic supply chain and health record management 

information systems  

● Reports about ART consumption; facility through national levels, are kept up to 

standard to inform stock management 

 

For all models, it is important that clients only receive a 1-3-month supply of ARVs as this 

decreases pressure on the supply chain.  

 

ART Safety Concerns: Adequate education on topics such as storing ART correctly and 

collecting ART for others, must be provided and any irregularity should be managed 

accordingly. In these cases, regional and national structures can help.  In response to supply 

chain issues in different settings, pharmacy procedures should be managed by the facility-

based MDTs, inclusive of pharmacy and laboratory personnel. 

Each model may have specific needs and procedures for ART management that can be 

adapted to the implementation site. However, some general guidelines are provided here: 

● The pharmacy procedures should be managed by the facility-based MDTs (with 

stewardship of pharmacy personnel) to adequately respond to the supply chain 

issues in different settings. 

● Pharmacovigilance reporting by HCWs and patients using the standard reporting 

form/template, ZAMRA website and Adra application on android supported by 

ZAMRA. 

● HCWs must pay attention to new events in the clients life such as long-term ART 

side-effects and co-treatments. If any concern arises the client can be referred to 

standard of care. 
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● Ensure that the right ARVs are given to the right client at the right time at the 

right dose in right condition and at the right location. 

 

 

 

7.5.2 LABORATORY STRENGTHENING 

Laboratory monitoring of HIV infection, staging of disease progression, monitoring of 

therapies, including management of antiretroviral toxicities, and the response to therapy are 

essential components of ART management. General laboratory monitoring for chronic ART 

care will follow requirements described in the ZCGs. 

The laboratory monitoring services for clients in DSD models will be provided within the 

existing laboratory network, consisting of main laboratories located in hospitals, health 

facilities and mini-laboratories located in clinics and outreach sites. 

The existing national sample courier system will facilitate the transportation of specimens 

from lower-level facilities to higher-level testing laboratories, including the return of client 

results. Laboratory specimen collection, handling, storage and transport will follow the 

established facility specific or generic laboratory handbook. 

 

7.6 MONITORING AND EVALUATION 

Monitoring of DSD is critical in tracking performance towards achieving the 90-90-90 HIV 

care and treatment goals, while ensuring high quality of care, optimal clinical outcomes and 

improving services for HIV-infected individuals. Successful DSD programming will leverage 

existing site-level paper-based and electronic HMIS tools to monitor quality of care and 

overall management. The data collection tools may be revised to accommodate new DSD 

models, as well as client groupings. This document aims at providing guidance to managers, 

health facilities in-charge and HCWs on the processes and indicators to be used for 

monitoring of DSD.  

 

WHY MONITORING & EVALUATION?  

Monitoring the implementation DSD shall enable the managers, health facilities in-charge, 

HCWs and other stakeholders to:  

 

● Understand eligibility for and participation in existing DSD models. 

● Make informed decisions for program and policy planning  

● Understand implementation of DSD models including processes, benefits and 

challenges  

● Explore client perspectives on benefits, challenges and costs associated with DSD  

● Align client record forms to facilitate client differentiation  

● Monitor emerging issues at health facilities that affect DSD uptake and client quality 

of care  

● Assess performance against set targets  

o Track progress of DSD implementation in participating facilities  

o Obtain feedback from providers on various DSD models being implemented 

at their facility  
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o Monitor quality of care provided to clients within various models and their 

clinical outcomes  

o Monitor the outcomes of clients receiving HIV care under the various DSD 

models  

o Allow for the comparison between what was planned to occur and what is 

actually occurring  

o Determine the extent to which implementation at facility, district and 

provincial level is on track to meet targets and to make any needed 

corrections accordingly  

o Evaluate the extent to which the models are having or have had the desired 

outcomes and impact  

● Provide accountability  

o Develop feedback loops and channels to understand and address challenges 

in specific models  

o Monitor commodity stock availability and other supply chain mechanisms  

o Produce and share information with stakeholders  

 

7.6.1 M&E PROCEDURES 

 

HMIS Data Flow Guideline 

Routine health data is generated daily at the point of service delivery by front line health 

workers in all health facilities across the country. Generated data is either entered into the 

HMIS (examples DHIS2, SmartCare or eLMIS) at facility level or is aggregated at the end of 

the month and sent to a higher level (District Management Office) where it is entered into 

HMIS by the DHIO. 

 

The data may either be generated on paper or electronically. The electronic generation of data 

will have collecting tools embedded in a computing device (desktop, laptop, tablet or 

smartphone) whereas paper-based generation will include registers, activity sheets and forms. 

 

Community HMIS 

Figure 7.0 below, shows how data will flow from the lowest level of data collection to the 

highest level of the health system.  The lowest level of data collection will be at the 

community level and will be collected either using electronic or paper-based methods. For 

electronic methods, client level data will be collected on a laptop, computer, smartphone or 

tablet. At specified intervals (for example end of each month, the community volunteer will 

create and send the Transport Database (TDB) to the facility for merging with other TDBs 

within the facility catchment area. 

 

For PLHIV accessing community-based DSD models such as Health Post Dispensation and 

Community Retail Pharmacy, pharmacy personnel will pre-pack medications for clients and 

the pre-packed medications will be dispensed by the community volunteers. Clients who 

receive the drugs via this method are expected to countersign a logbook (Appendix 9.3) 
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against their names to indicate that they received their medications. At the end of each month, 

the community volunteer is expected to generate a report on the Health Aggregation Form 

Four B (HIA4B) based on the services they offered.  

 

In addition to the form, the community volunteer will return the logbook to the facility to 

document which clients received or did not receive medication. This should be done between 

the 2nd and 7th day of the second month. At facility level, the report on HIA4B will be 

verified to ascertain the correctness of the report. The pharmacy personnel will use the 

logbook to update the client record in the facility client information system.  

In the case of CDU, after a client collects their medication from an approved pick-up point, 

the pharmacy personnel at the pick-up point update the CDU electronic system. This will 

notify the pharmacy personnel at the health facility that the client has collected their 

medication. The pharmacy personnel at facility-level will then update eLMIS. Data clerks 

will then update SmartCare and indicate that the patient has collected their medication and is 

current in care.  

 

Facility HMIS  

Primary and secondary data is collected at facility level. The data generated at the facility 

level through interactions between health workers and clients will be the primary data while 

the secondary data will be the information collected from services offered outside the health 

facility.  The primary data may be collected either through the Electronic Health Record 

(EHR) system or paper-based methods. For paper-based methods, the facility will utilise the 

various forms (ART Short Visit, Clinical Visit, Pharmacy Form) and registers (HIV Care and 

Treatment Register, Pharmacy Daily Activity Register (DAR) to document the services a 

facility has provided.  

 

For services which are offered in the community, the following documents are updated; ART 

Client File, the Pharmacy Form, Pharmacy DAR, HIV Care and Treatment Register and HIV 

Care and Treatment Activity Register. The Electronic Logistical Management Information 

System (eLMIS) is updated using the pharmacy logbook. At the end of the month, the facility 

aggregates all client data onto the HIA2 and HIA4B for services provided at the facility and 

in the community respectively.  

 

After the facility aggregates the client data, the facility will analyse the reports to make 

decisions and submit the reports to the next level. The facilities able to input data into DHIS 

on-site, will enter the various HIA forms directly. Facilities that do not have a DHIS 2 system 

on-site will send the various HIA forms (HIA2, HIA4B) to the DHIO within the 1st week of 

the reporting month. The health facilities will receive feedback from the DHIO immediately 

after they submit the HIA forms and continue to receive feedback as the process of entering 

and verifying data continues. 

 

In circumstances where a facility uses an EHR system, the facility will ensure that the client 

information is updated in the EHR system including the services that were provided in the 
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community. The TDBs and HIA reports generated by the EHR system will be sent to the 

district level before the 21st of every reporting month.   

 

 

 
Figure 7.1 HMIS Data Flow Guideline 

 

District Level HMIS  

The district receives information from health facilities by the 7th of the second month. Using 

the aggregated client data (HIA forms) received from the health facilities, the district enters 

data into DHIS 2 by the 21st of the second month. The districts also view data which may 

have been entered in the DHIS 2 by the health facility. Apart from the DHIS 2 data, the 

district will also receive de-identified client level data from the EHR system in form of TDBs 

and send to the provincial level. The district will then receive feedback on the entered data 

from the provincial and national levels. 

 

Provincial and National Level HMIS  

For the data in DHIS 2, both levels receive data from the district level by the 21st of the 

second month. The province will merge all TDBs received from various districts within a 
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province and create a provincial TDB which is sent to the national level. District level 

officers are provided feedback by provincial and national level HMIS staff. 

 

 

7.6.2  INDICATORS UNDER DIFFERENTIATED SERVICE DELIVERY 

 

Uptake and Coverage Indicators 

● Number of clients enrolled into DSD 

● Number of clients enrolled into  

o Community-based DSD services  

o Facility-based DSD services 

● Number of refill visits at which medication pickup occurred per PLHIV currently on 

treatment in a 12-month period 

● Number of clinical visits per PLHIV currently on treatment in a 12-month period 

● Number of Facility uptake of non standard of care ART services among HIV patients 

● Number of Facility uptake of non standard of care ART during scale-up phase only 

● For uptake and coverage, the following need to be assessed: 

1. Proportion of facilities offering DSD and the types of DSD being offered 

2. Proportion of clients in a facility that have been enrolled in DSD services by 

age and sex 

3. Proportion of clients enrolled into either community or facility based DSD 

services 

4. Proportion of clients still in DSD model after 12 months  

5. Proportion of clients who are stable vs unstable 

 

Outcome indicators 

● Proportion of clients in DSD who were still virally suppressed at 12 months after 

enrolment  

● Proportion of clients who were transitioned back to standard of care at specific time 

points for example 6 months, 12 months. 

● Proportion of clients who developed an OI whilst in DSD  

● Proportion of clients who had at least 2 or more clinical visits in 12 months after 

enrolment into DSD 

● Retention in the DSD type at 12 months 

● Proportion of clients lost to follow up after enrolment into DSD model 

● Retention rate in non-standard of care ART among HIV patients every 12 months 

after enrollment 

● Percentage of viral suppression among HIV clients every 12 months after enrolment 

in a DSD model 

● Percentage of ART patients who developed an OI 12 months after enrolment in a 

DSD model  

 

7.7 SERVICE DELIVERY INTEGRATION 
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This health care delivery model provides potential for increasing quality and 

access to other programs that are key to the Ministry.  Specifically integration of 

services such as to IPT services, chronic NCDs and family planning. Where  

interventions take this route, it is necessary that experiences are well documented 

and best practices shared whenever possible to influence scale-up at national 

level. 

 

7.8 TRANSITION BETWEEN ART MODELS 

The rationale of different models of ART service delivery ideally serves the ART 

clients through the course of their life. As personal circumstances change, clients 

may need to transition from one model to another and even change geographical 

regions, as illustrated in Figure 6.0. Special attention to maximize retention in 

care and assure documentation processes will be made to avoid loss or duplication 

of crucial data used in the national level processes. 

 

7.9 ENGAGEMENT OF ART CLIENTS IN CARE 

DSD models rely heavily on the education and engagement of ART clients to play 

an active role in their care and treatment for many years. Issues like stigma, 

confidentiality, and trust in their peers and the health system, as well as concepts 

related to individual and collective responsibility or transition between models of 

care, are critical for ensuring successful long-term ART outcomes. When 

implementing DSD models, it is critical to pay special attention to sustained 

activities that contribute to this component. 
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ev
ery
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m
o
n

th
s a

fter 
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ro

llm
en

t in
 

a
 D

S
D

 m
o
d

el 

P
aper 
and 

E
lectro
nic 

# of 
patients in 
the cohort 

w
ith a 

docum
ented 

O
I 12 

m
onths 

after A
R

T
 

initiation 
(also 24, 

36, m
onths 

after A
R

T
 

initiation) 

# of 
patients 
starting 
A

R
T

 12 
m

onths 
ago, 

excludin
g 

transfer-
out 

patients 
(also 24, 

36, 

P
atient 

F
iles ,H

IV
 

C
are and 

T
reatm

ent 
R

egister, 
H

IV
 C

are 
and 

T
reatm

ent 
A

ctivity 
R

egisterH
I

A
2, D

H
IS

2 
and 

S
m

artC
are 

A
ll 

facili
ties 

P
atient 

M
angem

ent and 
P

rogram
 

m
onitori
ng 

annuall
y 

B
y region, 
facility 

level; B
y 

patient age, 
sex 

L
ike retention outcom

es, 
m

onitoring of O
Is can 

highlight quality issues. P
aper 

system
s pose challenges to 

collecting inform
ation on O

Is 
for reporting, but for countries 
that w

ish, this m
ay be 

im
plem

ented as an additional 
m

onitoring indicator. 
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o
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u
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P
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and 

E
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w
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been 

tracked and 
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unable to 
return to 
care after 

enrolling in 
a D

S
D

 
m

odel (also 
24, 36,  
m

onths,  
after m

odel 
enrollm

ent) 

# of 
patients 

w
ho 

enrolled 
in a 

D
S

D
 

m
odel 
12 

m
onths 
ago, 

excludin
g 

transfer-
out 

patients 
(also 24, 

36,  
m

onths, 
etc. ago) 

P
atient 

F
iles ,H

IV
 

C
are and 

T
reatm

ent 
R

egister, 
H

IV
 C

are 
and 

T
reatm

ent 
A

ctivity 
R

egisterH
I

A
2, D

H
IS

2 
and 

S
m

artC
are 

A
ll 

facili
ties 

P
atient 

M
angem

ent and 
P

rogram
 

m
onitori
ng 

quarter
ly 

B
y region, 
facility 

level; B
y 

patient age, 
sex 
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and 
docum
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after 
enrolling in 
a 

D
S

D
 

m
odel (also 

24, 
36, 

m
onths,afte

r 
m

odel 
enrollm

ent) 

# 
of 

patients 
w

ho 
enrolled 
in 

a 
D

S
D

 
m

odel 
12 
m

onths 
ago, 
excludin
g transfer-
out 
patients 
(also 24, 
36,  
m

onths, 
ago) 

P
atient 

F
iles 

,H
IV

 
C

are 
and 

T
reatm

ent 
R
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H

IV
 

C
are 

and 
T
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egisterH

I
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m
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P
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ng 
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ly 

B
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region, 
facility 
level; 

B
y 

patient age, 
sex 
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T
 

p
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u

lted
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en
t 

, 

w
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ere tra
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a
n

d
 

co
n

firm
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to

 

h
a
v
e 

b
een

 

tra
n

sfered
 o

u
t 

to
 

a
n

o
th

er 

P
aper 

and 
E

lectro
nic 

# 
of 

patients 
w

ho 
have 

been 
confirm

ed 
as 

a 
transfered 
to 

another 
facility 

# 
of 

patients 
w

ho 
enrolled 
in 

a 
D

S
D

 
m

odel 
12 
m

onths 

P
atient 

F
iles 

,H
IV

 
C

are 
and 

T
reatm

ent 
R

egister, 
H

IV
 

C
are 

and 
T

reatm
ent 

A
ctivity 

A
ll 

facili
ties 

P
atient 

M
angem

ent 
and 

P
rogram

 
m

onitori
ng 

quarter
ly 

B
y 

region, 
facility 
level; 

B
y 

patient age, 
sex 

 



 

Z
A

M
B

IA
 D

IF
F

E
R

E
N

T
IA

T
E

D
 S

E
R

V
IC

E
 D

E
L

IV
E

R
Y

 F
R

A
M

E
W

O
R

K
 2018                          page 47 

 

fa
cility

 

(T
ra

n
s-

O
u

t)ev
ery

 
1
2
 

m
o
n

th
s 

a
fter 

en
ro

lm
en

t 
in

 

a
 D

S
D

 m
o
d

el 

after 
enrolling in 
a 

D
S

D
 

m
odel (also 

24, 
36, 

m
onths, 

after 
m

odel 
enrollm

ent) 

ago, 
excludin
g transfer-
out 
patients 
(also 24, 
36,  
m

onths,  
ago) 

R
egisterH

I
A

2, 
D

H
IS

2 
and 
S

m
artC

are 

3
.7
 

A
R

T
 p

a
tien

ts 

w
h

o
 d

efa
u

lted
 

trea
tm

en
t, 

rep
ea

ted
ly

  

tra
ck

ed
  a

n
d

 

n
o
t fo

u
n

d
 

a
fter 6

0
 

d
a
y
s(L

T
F

U
) 

ev
ery

 1
2
 

m
o
n

th
s a

fter 

en
ro

lm
en

t in
 

a
 D

S
D

 m
o
d

el 

P
aper 
and 

E
lectro
nic 

# of 
patients 

w
ho have 
been 

confirm
ed 

as lost to 
follow

 up 
after 

repeated 
tracking 

intervention  
and not 

found after 
60 days 
(also 24, 

36, m
onths, 

after m
odel 

enrollm
ent) 

# of 
patients 

w
ho 

enrolled 
in a 

D
S

D
 

m
odel 
12 

m
onths 
ago, 

excludin
g 

transfer-
out 

patients 
(also 24, 

36, 
m

onths, 

P
atient 

F
iles ,H

IV
 

C
are and 

T
reatm

ent 
R

egister, 
H

IV
 C

are 
and 

T
reatm

ent 
A

ctivity 
R

egisterH
I

A
2, D

H
IS

2 
and 

S
m

artC
are 

A
ll 

facili
ties 

P
atient 

M
angem

ent and 
P

rogram
 

m
onitori
ng 

quarter
ly 

B
y region, 
facility 

level; B
y 

patient age, 
sex 
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etc. ago) 
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