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Figure 2: Multi-month Dispensing (MMD): Results vs. Targets The last workshop on the HIV treatment cascade organized in Kigali allowed the
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The targets set by DRC for the different DSD models were not reached, despite NEXT STEPS/WAY FORWARD

remarkable progress for the model appointment-spacing + fast track. This could

As part of improving the coverage and availability of the information necessary for
be explained by the low coverage of health facilities that implement, understand

and report on differentiated ART, despite the organization of trainings throughout
the country in 2019. The multi-monthly dispensing (MMD) data reported here
relate to PEPFAR supported facilities only. The targets of the multi-monthly
dispensation of ART (reduction of MMD<3 and increase of MMD 3-5) have been
achieved. The availability of ART bottles of 90 and 180 tablets in addition to the
follow-up and close coaching of providers are the elements that could explain this
achievement. However, ART distribution for 6+ months remained slightly below the

DSD program evaluation and decision-making, DRC plans to :

* Qrganize a workshop to identify needs for further information to be integrated
into its HIV databases

* Implement a pilot project on differentiated ART quality improvement

* Organize training at all levels of the health pyramid on the use of the self-test
among the target populations

« Strengthen and scale-up family planning integration
In the differentiated ART

set target. This could be explained by recipients of care preferences.




