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The following reflects some initial rapid-response feedback collected from civil society in 
Zambia and global civil society partners. This reflects quick ad-hoc work over the 
weekend after the SDS was received on Thursday, and so is shared in the spirit of 
providing quick feedback and raising some areas of concern, not as consensus positions 
or analysis of civil society.   
 
1. Adherence & Community based care 
CSOs strongly support increased focus on community-based models of care to get 
treatment, care, and prevention services for PLWHAs closer to communities. It is good 
to see several references to this throughout the document—though it is not clear how 
these will be supported.  
 
As discussed further below, scaling up trained, paid Community Health Workers 
(including PLWHA) is urgently needed. PEPFAR should budget for this and build it into 
the COP as part of an adherence and community-based care strategy—specifically 
setting a number of CHWs that will be trained, paid, and retained in 2016. 
 
Models like the CAGS patient groups piloted by MSF and others in the region have 
shown significant efficacy and reduced costs in maintaining stable patients in care.1,2 Will 
PEPFAR partners partner with networks of PLWHA to coordinate similar groups for 
stable patients? If so, PEPFAR should pay close attention to the need to pay for staff to 
make these programs run—costs that are often substantially lower than costs of facility 
based care, but are still significant. Without well trained, paid community health workers 
to support these programs, they will not succeed in increasing adherence.   This seems 
most specifically addressed in relation to B+ mothers—will those health workers be paid 
by PEPFAR partners? 
 
In addition, references to “integrated HTC and ART continuum of care service models to 
increase early case findings enhanced adherence/retention strategies” seem very 
promising and have long been supported by CSOs. The references, however, are vague 
at this point.   How are these programs being planned and budgeted to ensure they are 
not ad hoc and instead establish a strong systemic, replicable system of linkage and 
adherence support? How much is budgeted for these important activities?  
 
In addition we would note the reference on page 23 that bases targets on assumption 
that only 80% of HTC clients testing positive would be referred to care. Does this mean 
actually enrolled on ART? Perhaps this needs to be a greater focus in funded programs? 
 
Introducing viral load (VL) testing as a gold standard for monitoring patients on ART in 
accordance with PEPFAR and the Zambian GRZ priority. 
 
2. Viral Load 
We are very encouraged to see as a priority: “Introducing viral load (VL) testing as a gold 
standard for monitoring patients on ART in accordance with PEPFAR and the Zambian 
GRZ priority.”  
 



This is a major priority of CSOs since PLWHA groups report viral load is a significant 
gap in the national response. Many PLWHA have been on treatment for years and do 
not know their viral load—when their CD4 counts start to fall they often don’t know why, 
whether it’s treatment failure or other reason. All Zambian PLWHA need access to viral 
load as a core part of their care. In addition Viral Load is necessary for individual 
PLWHAs to make use of ARV treatment as prevention, since they need to know if they 
are virally suppressed.  
 
Zambia currently has only a handful of viral load machines country-wide, which means 
resorting to a courier system that divides the country in four parts. This has resulted in 
very slow results and many mix-ups in test results. 
 
To address this PEPFAR should have a clear strategy for coverage in all of the scale-up 
districts to ensure timely, accurate viral load including purchase of new machines, 
reagents, and staffing.  
 
Perhaps this is already planned given the priority mentioned in the document, a clear 
plan of exactly what PEPFAR plans to pay for would help give clarity. 
 
3. Key Populations 
Although it calls out the lack of data on key populations, the Zambia COP is missing an 
action plan to actually reach key populations, in particular MSM and sex workers with 
HIV prevention and treatment services they may need.  People with disabilities are also 
an important key population in Kenya, who have complained for years of being left out of 
HIV service intervention.  
 
It is our understanding that there exists a U.S.-funded sero survey of key populations, 
but that it has not been released.  This data should be released immediately to civil 
society in ways that are smart, strategic, and do not bring backlash while providing the 
key information. 
 
Regardless, the lack of a population size estimation data doesn't mean there shouldn't 
be substantive action--interventions don't have to be sequential. This COP can and 
should still contain provisional service delivery targets for key pops including ART and 
clinical services, HCT, and other prevention efforts. These can be revised based on size 
estimation data.  
 
Normative guidance issued by the WHO on HIV service interventions and delivery 
models for key populations can and should be the basis for expanding PEPFAR-funded 
support in this area—the COP should directly address this guidance. In addition 
reference to people with disabilities is missing from the COP so far—a focus on simple 
ways like HCT involving HIV counselors for the deaf and IEC with brail for the blind.  
 
In addition to setting goals for key pops and considering new models of care directly 
addressing their needs, there is a need to address the barriers to care in existing 
programs. This COP would be strong if it explained how PEPFAR funded programs will 
address stigma and discrimination, sensitize its staff at all program levels including front 
line health workers to the needs of MSM, sex workers and other key populations 
including people who inject drugs, and monitor quality of service delivery for key 
populations including satisfaction of the end user. 
 



4. ART Targeting/Sites  
The PEPFAR “pivot” to focus increasingly on high-impact interventions and to address 
the areas where unmet need is greatest is an important development in this COP for 
Zambia. At this point in the epidemic it is increasingly clear where major unmet need 
exists and targeting scale up in those areas can have a big impact—and it is good to see 
PEPFAR Zambia considering how to best achieve this. The commitment to increasing 
focus on clinical services and combination prevention is especially welcome.  
 
This is reflected, helpfully, in the move from 91,210 new ART patients in to 118,432 in 
2015—significant scale up with scarce resources that we applaud. (note, how does this 
compare with the table on page 25 with different numbers?) 
 
We are concerned, however, by some of what we see in Zambia plan for site selection.  
 
The COP is proposing maintenance in the vast majority of sites, and about as many 
sites are getting transition (203) as scale up (353). This seems to take geographic focus 
much further than many of us would expect—especially given that only a small handful 
of geographic areas fall below 5% prevalence.  It is also worrying given what we see as 
relatively weak data, as described below. Further the 9.1% in adult prevalence in rural 
areas is quite worrisome—and while PEPFAR’s push to focus where most PLWHA live 
is important, a focus only on high density could backfire. Especially in rural regions with 
high seroprevalence and various transactional and intergenerational sex practices, the 
lack of access to nearby services compounds other issues and could actually lead to 
even more alarming rates in the near future.  
 
On this point—it would seem that transitioning over 1,000 sites to maintenance in order 
to move to higher yield sites would have a major dividend—yet only increases the ART 
target by 27,000 people. Why? 
 
One thing that is unclear here is what portion of these maintenance sites are getting 
support now for ART scale up? Is the shift to maintenance mostly a question of HCT in 
these sites?  It is described in one chart but seems unclear.  
 
We are concerned about how accurate district level prevalence estimates are—since 
actual data seems to be lacking at this level, there are very significant assumptions built 
into the numbers used (based on extrapolation from province-level on other potentially 
non-systemic factors).   Since this is the single metric used to choose scale 
up/maintenance/transition if these assumptions do not hold up, then the targeting 
exercise will not have anywhere near the impact expected.  
 
Unmet need also seems to be miscalculated here—using eligibility numbers instead of 
the overall number of people living with HIV. At district level, this might lead to a different 
picture—comparing prevalence and unmet need of those judged eligible instead of 
comparing prevalence and overall burden. We suggest recalculating and seeing how this 
affects targeting decisions—it may not, but we can imagine it might be substantial. 
 
More worrying is that it is not clear what the threshold is for deciding on scale up?   
 
In terms of site-level decisions, we are concerned that it is not clear that enough 
evidence is available that low-yield sites are not simply poor performing implementers. 
Given worries above about the assumptions in prevalence estimates, it seems distinctly 



possible that some low-yield sites are sitting in pockets of high prevalence.  There are 
lots of reasons IPs could have low volume--including poor performance. PEPFAR should 
examine whether low volume sites are newly accredited for example (triggering an 
artificially low yield)? Or whether an IP is evaluated as a poor performer (maybe a low 
volume is based on what the IP isn't doing, not what people need). 
 
Three specific cases deserve more attention: 
• Sites with insufficient volume according to the 80/20 rule but are in districts targeted 

for scale up. Here there is almost certainly a programmatic reason for low yield. 
• Are there sites that are clustered around high/low volume cut-off points that would 

otherwise be considered “hot spots”? If so they should fall into the scale up 
classification given data concerns. 

• Sites targeted for scale up due to large yields that are very near to other sites targeted 
for transition—these seem especially likely to reflect poor programs and 
geographic pulls that could be addressed. We suggest considering an alternative 
methodology in which Districts and sites are crowded into clusters based on 
where data show higher than expected coverage and need—a possible 
indication that people are moving from nearby districts to get care. 

 
 
5. ART—Paying the Cost of Direct Services 
In discussing the relative efficiency of PEPFAR in various regions (p.13) the COP raises 
a significant question for us—what package of services is PEPFAR actually paying for? 
We see that there are significant differences across regions, yet it is unclear what is 
being paid for in each setting. We worry that a drive toward efficiency actually can mean 
PEPFAR paying for less of the portion of what is needed per patient rather than an 
actual reduction in the cost. This should be clarified. 
 
We are especially concerned that PEPFAR hold itself accountable for direct provision of 
care that continues to account for the bulk of the real cost drivers—which are not 
occasional visits to clinics, but the day-to-day staffing and commodities needed. What 
counts as a “package” of care provided by PEPFAR should be clarified.  This would 
make especially section 1.4 much more valuable. 
 
The Copperbelt serves as the clearest example—PEPFAR is contributing just $48 per 
patient per year, this cannot possibly be the full cost of ART provision. This is considered 
“efficient” in the COP—yet it seems more likely that PEPFAR is simply paying for much 
less of what each person living with HIV needs and yet claiming them in PEPFAR totals.  
 
6. Transition plans 
PEPFAR exit from direct service in other countries has often come without sufficient 
planning (e.g. South Africa), which has led to significant problems for patients—and 
likely many people falling out of care.3 A one year transition, where there are people 
receiving ART from PEPFAR seems far too ambitious—especially since there does not 
currently seem to be a plan in place for this transition. These 203 sites seem to include a 
significant number of people in total. How will PEPFAR track retention over the short and 
medium term? What metrics will be used? How will PEPFAR know if patients begin to 
fall out of care, and if this happens, what will PEPFAR do?  
 
Before any transition occurs PEPFAR should put the following in place: 

• Have a clear list of patients currently supported at a site and share that list with 



whomever (GRZ) will be taking over. 
• Take responsibility for giving explicit notice to patients about the transition and 

what they should expect to continue receiving after transition. 
• Have a PEPFAR partner who is directly responsible for monitoring the transition, 

tracking the outcomes for each of these patients, and reporting back to 
PEPFAR—intervening with technical assistance or stop-gap direct services as 
needed when problems inevitably arise. 

• An explicit transition plan with specific timelines should be shared with civil 
society and disseminated through the national networks of PLWHA, who can 
help report problems in transition and work with PEPFAR to problem solve. 

 
 
The same goes for the many maintenance sites—PEPFAR should be explicit about 
exactly what will change at these sites? How much staff reduction, etc.? And should also 
track retention rates.  
 
7.Circumcision 
PEPFAR plays a critical role in VMMC in Zambia. Scale up of VMMC is urgent and 
should be a major priority for PEPFAR in 2016.  Indeed, we wonder if the budget reflects 
sufficient funding for this key priority. The plan is confusing, however, when it proposes 
moving from 28.3% to 54.4% coverage (p.26), yet national data show 46% coverage 
overall currently. The COP makes clear that scale up has been a challenge, we would 
strongly urge PEPFAR to focus more specifically on how the strategy needs to shift in 
2016 to speed uptake of VMMC and consider faster scale up than currently envisioned—
at this rate game-changing coverage levels will not be achieved for many years to come. 
 
8. Human Resources  
Addressing HRH is critical in the coming year, and it is important to see that the COP 
includes this as a priority within the health systems framework. In addition to what is 
here we strongly urge PEPFAR to consider the training and paying of community health 
workers and other lower cadre workers as a response to the HRH limitations—we do not 
see this included here. There is no doubt that Community Health Workers have been ‘a 
game changer’ in Zambia’s HIV response. Scaling them up should be a major PEPFAR 
priority—yet it has not been sufficiently addressed in previous years or in this COP. We 
see HRH included in the HSS budget line as well as budgets for community systems 
strengthening that could include deployment of CHWs. 
 
In addition, we suggest that in-service and pre-service training have often shown 
themselves insufficient to address HRH crises in building nurses and other clinicians. 
Does PEPFAR have an analysis of the number of additional “slots” likely to be available 
in the coming year? Because in addition to pre-service training, PEPFAR should commit 
to hiring, paying, and taking steps to retain a set number of health workers as a specific 
goal and target for this year. 
 
9. The SID 
The SID is an interesting and potentially helpful addition to the COP—with several 
important evaluations that can and should be shared with civil society for their own 
advocacy work. Indeed, CS could perhaps be brought into doing their own version of the 
SID in the future—and could certainly be asked to review and evaluate the ratings in 
quarterly reviews. 
 



On financing, given that the Resource Commitment section expressly states that 
government budget figures exclude government allocations for human resources, 
infrastructure, equipment, and utilities, presenting a chart that compares PEPFAR and 
other donor expenditures to government expenditures is misleading in terms of the 
proportion of the response that is funded by each partner. It severely understates 
government contributions. These are major elements of the response and while the data 
may not be sufficiently available to allocate accordingly, it's highly problematic to present 
the graph in the SID as it is and raises questions about whether the SID is reliable if 
much of the scoring is determined by portions allocated through government budget 
processes. 
 
10. Budgets 
 
Copperbelt 
Despite the document's statement that "PEPFAR resources have been aligned with 
disease burden in Lusaka, Southern, Eastern and Copperbelt Provinces", the resource 
allocation shown in figure 1.4.2 shows Copperbelt with the highest prevalence in the 
country and a high burden of disease has been and remains significantly below others 
as shown. Why? 
 
Budget Lines 
HVMS: seems to have gone up substantially to ~$30 million from $10 million in 2013 and 
$15 million in 2014. That’s tripled in three years—what justifies that increase? What 
results will be newly achieved for this funding?  
 
HVAB: Why is $2 million still being spent on Abstinence & be-faithful programs since 
broad behavior-change communication has been de-emphasized and abstinence 
programs specifically largely proven ineffective? 
 
HSS: seem high at $62,588,597--a further breakdown 
to ensure that focuses on highest impact work is critical. This is twice as much as is 
being spent on community-based care, for example. 
 
CIRC:  The basic budget here compared with targets yields an expected cost of over 
$97 per circumcision. Assuming PEPFAR assumes 100% of the cost of each procedure, 
this is still higher than the highest estimate reported in several studies.4–6 
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