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Zambia HIV profile
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Estimate

1st 95: PLHIV
with Known

Status

2nd 95: PLHIV
on ART

3rd 95: PLHIV
Virally

Suppressed

December 2024

98% 98%

97%

• Nationally at 98-98-97 as of Dec 
2024
• 82-88-95 among children
• 95-92-95 among adolescent 

girls and young women

• Consider progress towards 
reducing new infections
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Differentiated service delivery (DSD) 
and HIV service sustainability 

Sustainability 

Prioritization 
of Services 

(MPCs)

Integration

DSD

Sustainability: A country’s ability to have and use, 

in an enabling environment, people centred systems 

for health and equity, empowered and capable 

institutions and community led organizations, and 

adequate, equitably distributed, resources to reach 

and sustain the end of AIDS as a public health 

threat by 2030 and beyond, upholding the right to 

health for all. 

DSD is a person-centred approach that 

simplifies and adapts HIV services across the 

cascade in ways that both serve the needs of 

people living with HIV better and reduce 

unnecessary burdens on the health system.

MPCs – Minimum Package of Care
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Effect of the Stop Work on HIV Services  

Indicator
December 

2024

January 

2025

February 

2025

Change 

between 

Dec-Feb

Percentage  

change 

HIA2  Version 2023 - Reporting rate 99.06 97.1 95.24 -4 -4%
ANC_Initiated on TPT 633 587 343 -290 -46%

Antenatal 1st Contacts 69,279 70,566 67,479 -1,800 -3%

Antenatal client tested for syphilis 1st ANC 57,901 59,551 55,442 -2,459 -4%

Antenatal screened for Hepatitis B 11,450 12,389 13,260 1,810 16%

Circumcised (New) 51,267 23,510 15,200 -36,067 -70%

HIV Positive Women receiving CTX 7,865 7,497 6,804 -1,061 -13%

HIV Testing (HTS) 471,571 440,001 306,616 -164,955 -35%

Infant Prophylaxis _Started on CTX prophylaxis within 6 

weeks 1,905 1,948 1,926 21 1%

Infant Prophylaxis Started on ARV prophylaxis_ <6 

weeks 2,328 2,183 2,029 -299 -13%

Initial DNA-PCR Test (Infant HIV) 6,528 6,516 5,134 -1,394 -21%

Known HIV+ at first antenatal visit 3,571 3,716 3,207 -364 -10%

On CTX/Dapsone 55,374 45,182 44,492 -10,882 -20%

PEP provided after occupational exposure 206 116 110 -96 -47%

PEP provided after sexual assault 574 526 264 -310 -54%

PEP provided other 601 592 412 -189 -31%

PrEP Initiated 19,022 11,822 6,726 -12,296 -65%

Started INH in HIV Care 17,385 16,923 13,103 -4,282 -25%

Started on ART 10,284 8,977 10,308 24 0%

Started on PrEP in ANC 3,364 3,481 2,528 -836 -25%

Testing for HIV_EMTCT( Only) Initial test 1st ANC 

contact 59,287 60,571 56,638 -2,649 -4%

Treatment Current 1,313,125 1,302,401 1,259,782 -53,343 -4%
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Effect of stop-work order 

Indicator
December 

2024
January 

2025
February 

2025
Change 
Dec-Feb

%  change 

HIA2  Version 2023 - Reporting rate 99.06 97.1 95.24 -4 -4%
ANC_Initiated on TPT 633 587 343 -290 -46%

Antenatal 1st Contacts 69,279 70,566 67,479 -1,800 -3%

Antenatal client tested for syphilis 1st ANC 57,901 59,551 55,442 -2,459 -4%

Antenatal screened for Hepatitis B 11,450 12,389 13,260 1,810 16%

Circumcised (New) 51,267 23,510 15,200 -36,067 -70%

HIV Positive Women receiving CTX 7,865 7,497 6,804 -1,061 -13%

HIV Testing (HTS) 471,571 440,001 306,616 -164,955 -35%

Infant Prophylaxis _Started on CTX prophylaxis within 6 
weeks 1,905 1,948 1,926 21 1%

Infant Prophylaxis_Started on ARV prophylaxis_ <6 weeks 2,328 2,183 2,029 -299 -13%

Initial DNA-PCR Test (Infant HIV) 6,528 6,516 5,134 -1,394 -21%

Known HIV+ at first antenatal visit 3,571 3,716 3,207 -364 -10%

On CTX/Dapsone 55,374 45,182 44,492 -10,882 -20%

PEP provided after occupational exposure 206 116 110 -96 -47%

PEP provided after sexual assault 574 526 264 -310 -54%

PEP provided other 601 592 412 -189 -31%

PrEP Initiated 19,022 11,822 6,726 -12,296 -65%

Started INH in HIV Care 17,385 16,923 13,103 -4,282 -25%

Started on ART 10,284 8,977 10,308 24 0%

Started on PrEP in ANC 3,364 3,481 2,528 -836 -25%

Testing for HIV_EMTCT( Only) Initial test 1st ANC contact 59,287 60,571 56,638 -2,649 -4%

Treatment Current 1,313,125 1,302,401 1,259,782 -53,343 -4%
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Responding to funding 
reduction: Prioritizing 

clinical and service delivery
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• Harmonization of HIV services across all 
facilities in the country 

• Formation of sustainable and cost-
effective package that can be afforded by 
domestic resource 

• Package to strengthen national and 
subnational  Government leadership and 
coordination for HIV services  for HIV 

• Package for quality assessment for HIV 
service across the country 

Why the minimum 
package of care (MPC)?

https://www.differentiatedservicedelivery.org/wp-content/uploads/Zambia_Package-for-Continuing-Sustaining-HIV-Services_V6.pdf
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Process of developing the MPC

• The HIV roadmap sustainability 
technical working group spearheaded 
the redefining of the MPC

• Multiple engagement meetings with 
civil society organizations

• Iterative input from major internal and 
external HIV stakeholders (UN-family, 
PEPFAR, IPs, IAS, GF, AHF)

• Knowing your epidemic

• GRZ costed the MPC to ensure 
affordability 

Key principles 

• Sustainability: The document considered the 
sustainability of prioritized interventions 

• Cost-effectiveness: Interventions which were 
considered efficacious, safe with a high return on 
investments where prioritized. 

• Equity: Consider the needs of all populations, including 
marginalized and vulnerable groups and regions 

• Integration: The goal of this document is to have HIV 
services which are integrated in the main-line health 
service delivery systems 

• Inclusivity: Engage a wide range of stakeholders in the 
guideline development process 

• Person-centeredness: Recommended services must 
be respectful, responsive and tailor-made to the 
different needs of individual recipient of care 

• Contextual Relevance: Adapt the Minimum HIV 
service package to the local context and resource 
availability 

Redefining the MPC: Coordination 
and community engagement
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Summary of Zambia MPC 
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• DSD models have been shown to reduce pressure 
on health systems thus allowing resources to used 
for other needs

• Some DSD models (multi-month dispensing, Fast 
Track etc.) require less resources  hence 
appropriate with reduced funding 

• Some DSDs are more effective  to reach  specific 
populations to close epidemiologic gaps 

• DSDs and person-centeredness

• Some DSDs require most resources

• Opportunities for integration through DSDs 

DSD in the MPC

All HIV related community services must be 
integrated into routine national community health 
systems and should NOT be siloed or be 
implemented as parallel programs. The following 
community-based HIV services should be provided in 
a cost effective and sustainable manner

• Community DSD models for HIV testing 

• Community PMTCT models

• Community DSD models for HIV prevention

• Community DSD models for HIV ttreatment and care 

including community ART delivery models

• Community HIV services models for prevention and 

treatment targeted at high-risk groups

• Community based health education and health 

promotion

• Community led advocacy, literacy, stigma 

reductions and service feedback activities 

Minimum Package for HIV Community Services
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Priortization of DSDs in the MPC 
Recommended 
and prioritised 

Recommend
ed but not 
prioritised 

Not 
recommen
ded 

Less-intensive DSD models:

Minimum of 3MMD for all, unless clinically unwell (including re-engaging clients) with 6MMD preferred for those 
established on ART (for all over 5-years of age) Yes
2 Annual quality clinical review if established on ART and virally suppressed with longest scripting period allowed 
6-months Yes 

12 monthly MMDS Yes

Individual DSD models based at facility sustained (fast track, model, scholar model, after hours model) Yes 

Individual DSD models for key populations not based at facility sustained (wellness centres, safe spaces etc) Yes 

Group DSD models for Paeds and AYP not based at facility sustained (Adherence groups) Yes 

Facility Group DSD models for Paeds and AYP (Adolescent Spaces) Yes 

Community Group DSD models managed by clients sustained (CAGs) Yes 

Group DSD models for adolescents managed by healthcare workers sustained Yes 

Individual DSD models  for general population not based at facility sustained (Community ART distribution, 
community ART pickup points) Yes 

Community health post-model (Cycle of Hope Model, Discover health health Posts models) Yes

Facility Group DSD models managed by healthcare workers sustained Yes

DSDs for Advanced HIV Disease

Viraemia clinics (EAC) Yes

Community based DSDs for AHD Yes 

ATC centres of excellences Yes

DSDs for Preventions Yes

Community DSD models for Prevention for AGYW (DREAMS) Yes Yes 
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WHAT

HIV Prevention and testing 

DSD models are 

challenging to continue 

in the MPCs 

WHEN

DSDs at initiation are at 

risk of being dropped in 

the MPCs yet they are 

critical

WHO

Community Health Worker 

led DSDs will continue to require 

additional support and are 

challenging to continue 

WHERE

Community DSD Services 

are challenging and will 

continue to require 

additional support 

Prioritising 

DSD 

Models 

Considerations for DSD services in the MPC
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• HIV services as part of comprehensive 
essential services to achieve UHC 

• Integrated chronic disease models are 
(ICDM) person-centered attending to 
specific needs of individuals 

• An essential package of HIV care 
(MPCs) may be easy to integrate in 
ICDM

• ICDM may strengthen overall health 
systems using less resources (HRH)

Challenges of integration 

• Few best practices of Integrated DSDs 
models 

• Need to guarantee quality and 
efficacy of HIV services

• ICDM and levels of health care 
requiring specialist care 

• Change management 

Implementing MPCs through 
integrating HIV into PHC
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In conclusion

Person-centeredness 
should still be a 

prioritized in 
discussions on 

reprioritisation and 
sustainability

HIV programmes still 
have unreached gaps, 

which can only be 
closed by innovative 

approaches 

DSD models can be 
resource sparing thus 

useful for 
sustainability 
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Thank you
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