
ICAP is a global leader in HIV and health systems strengthening. Founded in 2003 at 
Columbia University’s Mailman School of Public Health, ICAP has supported more than 
6,000 health facilities across more than 30 countries. Over 2.5 million people have 
received HIV care through ICAP-supported programs. Online at icap.columbia.edu

The HIV Coverage, Quality, and Impact Network (CQUIN), led by ICAP at Columbia 
University and funded by the Bill and Melinda Gates Foundation, is a south-to-south 
learning network of 14 countries in sub-Saharan Africa (Figure 1) designed to foster 
the implementation of high quality differentiated service delivery (DSD) at scale. 
Over the past four years, CQUIN has facilitated exchange of DSD-related 
innovations, best practices, tools and resources among network countries through 
diverse platforms, including multi-country workshops, south-to-south learning 
exchange visits, webinars and technical assistance to countries. 

By December 2019, network countries had made significant progress in launching 
and scaling up less-intensive treatment models for people living with HIV doing well 
on antiretroviral therapy (ART). These DSD models include diverse facility- and 
community-based individual and group models.

In the second quarter of 2020, CQUIN conducted a rapid survey to understand the 
impact of the COVID-19 pandemic on DSD policy and implementation in the first 
months of the pandemic response.

Background

Description

Lessons Learned

A core CQUIN activity is support for communities of practice of individuals from network countries who work together to 
identify common DSD-related challenges and to co-create resources, tools and solutions. The National DSD Coordinators 
Community of Practice consists of 14 experts situated at Ministries of Health who communicate with each other and with ICAP 
regularly, both virtually and in person. The DSD Coordinators use this platform to exchange ideas on DSD implementation, 
update each other on key challenges and strategic interventions, and to exchange tools and resources to facilitate rapid roll-
out of DSD activities in their respective countries without “reinventing the wheel”.

On April 3, we circulated questions about COVID-19-related changes to DSD policy and practice at the country level. This was 
followed by a call with the DSD Coordinators to discuss how COVID-19 was impacting DSD service delivery in their countries. 
The information provided by the DSD Coordinators was synthesized and shared for review the week of April 13. The 
Coordinators were then given another opportunity to update and validate the results the week of May 4. 
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As the COVID-19 pandemic spread to Africa, CQUIN network countries made significant policy modifications to their DSD 
models to protect recipients of care and health care workers and to enhance program resilience. Within weeks of the first 
reports of COVID-19 in Africa, all 14 countries had made substantive changes to their national DSD programs. 

The most common adaptation was the expansion of multi-month dispensing (MMD) to decrease health facility visit frequency. 
Ten countries expanded MMD eligibility, including four that waived requirements for HIV viral load suppression for people on 
ART, six that newly permitted MMD for people initiating antiretroviral therapy (ART), and three that newly included 
pregnant/breast-feeding women and virally suppressed children above two years. Seven countries increased the amount of 
ART dispensed via MMD and nine enabled MMD of tuberculosis preventive treatment. 

Other changes included canceling or redesigning group models to enhance social distancing. Eight countries suspended 
implementation of at least one model, including facility-based groups and Teen Clubs. Countries also expanded clinic hours 
and enhanced Fast Track service. Lockdowns and restrictions on movement related to COVID-19 also spurred national 
programs to expand community-based models, including home delivery of ART and other medications.

COVID-19 spurred rapid changes in the design and delivery of HIV treatment amongst countries in the CQUIN network, which 
were able to leverage experience with less-intensive DSD models, MMD, and community-based treatment strategies to swiftly 
adapt their HIV treatment programs. COVID-19 related lockdowns, travel restrictions and curfews also strengthened multi-
sectoral approaches to the HIV response in many countries.

The full impact of these creative adaptations on the health of HIV-positive recipients of care, health care workers and 
communities is not yet known, and it is unclear if these changes will be sustained beyond the COVID-19 pandemic. Ongoing 
monitoring and research are needed to answer these questions. 

Table 1 DSD Policy Adaptations in Response to COVID-19 by CQUIN Member Countries

Country 
Expanding eligibility criteria for multi-

month dispensing (MMD)?
Moving to 3-MMD or 6-MMD? 

MMD for any 
non-ART meds?

Stopping or suspending 
any DSDM?

Changes to how group 
models work?

Changing 
approach to lab 

monitoring?

Cote d’Ivoire
Yes. Everyone on ART will now receive 
3-MMD 

Some pilots of 6-MMD underway.     No 
Yes. Facility-based group 
models suspended. 

No No

DRC

Yes. Clinical stability can now be used 
to assess eligibility for 6-MMD. People 
newly on ART who are doing well after 
3 months can receive 3-MMD. 

Yes, for people who are “stable” on 
ART 

Yes, for TB 
preventive tx (TPT) 

& cotrimoxazole 
(CTX)

No although larger 
groups discouraged.

Peers will supply ART to 
people difficult for health 
care workers to reach.

No

Eswatini
Yes. 3-MMD newly available for adults 
initiating ART and for virally suppressed 
children > 2 years of age

Yes. Aim is to provide 6-MMD to 
20,000 clients on TLD and 20,000 
clients on TLE 

Yes, for TB 
treatment, TPT 
and NCD 
treatment   

Yes. Facility-based teen 
clubs and adult 
treatment clubs have 
been suspended. 

Community ART Group 
(CAG) meetings replaced by 
individual ARV distribution. 
Fast Track may change to 6-
MMD, ART stock permitting

Yes. Deferring 
routine VL 
testing in some 
contexts.  

Ethiopia

Yes. 3-MMD newly available to people 
w/ unsuppressed VL engaged in 
adherence counseling, people newly 
starting ART, children, adolescents, and 
pregnant & breastfeeding women.  

No change. Both 3-MMD 6-MMD 
already available. 

Yes, for TB 
treatment, TPT 
and NCD 
treatment   

Yes. Some adolescent 
models and community 
group meetings 
suspended

Some community ART 
group members now 
receive 6MMD.

No

Kenya
Yes. Everyone on ART will now receive 
3-MMD, irrespective of VL results. 

No
Yes, for TB 
treatment.

No
No CAG meetings in the 
community. Members 
collect meds and leave. 

Yes: No VL 
results required 
for 3-MMD 

Liberia

Yes. MMD newly available to people on 
ART irrespective of VL. Those with 
advanced disease and newly initiating 
ART remain ineligible for MMD.  

Strongly recommending 3-MMD for 
all and 6-MMD for virally 
suppressed clients when stocks 
allow 

Yes, for TB 
treatment and 
TPT

No N/A No

Malawi Yes. 6-MMD newly available for adults 
and children on TLD, ABC/3TC + DTG. 

Yes. Pregnant women and lactating 
women will receive 3-MMD

Yes, for PrEP and 
some people on 
TPT. 

Yes. Group models 
suspended, including 
Teen Clubs and patient 
support groups. 

Virtual support services 
encouraged for teens 
previously meeting in Teen 
Clubs. 

Mozambique

Yes. Everyone on ART for 3 months now 
eligible for 3-MMD, irrespective of CD4 
and VL results. Pregnant and BF women 
newly eligible for 3-MMD.  

Yes, all HFs will now provide 3-
MMD.

No

Yes, 6-MMD project for 
migrant workers 
suspended; other group 
meetings discouraged. 

CAG members now get 3-
MMD; group meetings 
suspended. Home delivery 
of ART initiated. 

No

Sierra Leone
Yes, everyone on ART will receive 3-
MMD, including those newly initiated 
on ART if clinically stable.

Moving to 3-MMD
Yes, for TB 
treatment, CTX 
and TPT 

No No No  

South Africa

Yes, some people on TLD will be eligible 
for 3-MMD. 

Plan to expand 3-MMD and 6-
MMD suspended due to fear of 
ART supply interruption; pilot of 6-
MMD will continue in 2 districts. 

No 

Yes, people in facility-
based models shifting to 
external pick up points or 
community clubs.

No. No

Tanzania No No
Yes, for TPT and 
NCD treatment. 

Teen/adolescent clubs 
suspended No

Yes, people 
stable on ART 
should defer 
routine lab 
testing  

Uganda

Yes. MMD newly available to people on 
ART irrespective of VL or age. Those 
with advanced disease, newly initiating 
ART, pregnant or BF remain ineligible.  

Moving from 3-MMD to 6-MMD if 
ART stocks permit.   

Yes, for TPT.
Yes. Facility-based groups 
have been suspended

No

Zambia No

Moving to 6-MMD for people > 10 
years old “stable” on ART, excluding 
pregnant women. Moving to 3-
MMD for stable children 2-10 years 
.  

Yes, for TPT. No 

3-MMD instead of monthly 
ART pickup for CAG 
members. No

Zimbabwe No  
Moving to 6-MMD for adolescents, 
people > 50 years and those with 
co-morbidity, if ART available.

Yes, for TPT

Yes. Facility-level groups 
suspended and 
community ART groups 
no longer meeting. 

CAGs distribute ART to 
participants, but not 
meeting as a group. 

No
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