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METHODS

• We used monthly estimates of HIV testing volumes from 
24 healthcare facilities in 4 of Zambia’s 10 provinces 
(Figure 1) for Jan 2024-Dec 2025.

• Of the 24 study sites, half had previously been supported 
by IPs funded by USAID (Central and Copperbelt) and half 
by IPs funded by CDC (Lusaka and Southern).

• Data were drawn from the District Health Information 
System 2 (DHIS2), Zambia’s national routine health 
information system, which aggregates facility-level service 
delivery data on a monthly basis.

• We compared quarterly totals of HIV tests conducted at 
each study site before and after the funding cuts, 
reporting the ratio of 2025 (after) to 2024 (before) values 
(e.g. total tests conducted at a study site in quarter 1 of 
2025 divided by total tests at the same study site in 
quarter 1 of 2024).

• A companion policy brief presents district-level results for 
a broader set of HIV program outcomes.

RESULTS

• As of late 2024, Zambia had exceeded its UNAIDS 95-95-95 
targets for HIV testing, treatment, and viral suppression, 
reaching 98-98-97.

• An estimated 84% of Zambia’s HIV program was funded 
through PEPFAR1 in 2024, with resources channelled through 
USAID and the CDC and then through NGOs known as 
“implementing partners” (IPs).

• In late January 2025, work on PEPFAR-supported HIV 
projects was halted worldwide, including all support for 
USAID and CDC IPs in Zambia.

• USG support gradually returned for some IPs, in some 
locations, and for some purposes, with announced durations 
and levels of funding evolving from month to month.

• Most public reports and media accounts of the impact of the 
funding cuts present aggregate or average results that 
incorporate large numbers of healthcare facilities, e.g. for 
entire countries or districts.

• Aggregate values mask any variation in impacts among 
individual healthcare facilities, an important consideration 
for targeting resources to offset the funding cuts.

• In this policy brief we present facility-level HIV testing 
volumes for a sample of healthcare facilities in Zambia using 
data collected by the SHIFT project.

Figure 1. SHIFT study sites 

(SENTINEL network)
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Province Site Setting Level # on ART # HIV tests Q1 2024 Funder and IP roles

Lu
sa

ka

L1 Urban Urban health centre 3,380 1,113 CDC; IP for technical 
assistance and Ministry 

of Health (Lusaka 
Provincial Health Office) 
for implementation 

support

L2 Rural Rural health centre 4,696 3,703

L3 Urban Health centre 4,315 1,227

L4 Urban First level hospital 17,430 7,363

L5 Urban First level hospital 15,692 6,126

L6 Urban Urban health centre 7,888 2,351

C
en

tr
al

C1 Rural District hospital 3,155 3,096
USAID; IP for technical 

assistance and 
implementation support

C2 Urban Urban health centre 6,242 4,852

C3 Urban Urban health centre 2,953 2,631

C4 Urban Urban health centre 2,624 1,311

C5 Rural Mission hospital 2,526 934

C6 Rural District hospital 4,435 2,781
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B1 Urban Urban health centre 4,611 4,256
USAID; IP for technical 

assistance and 
implementation support

B2 Urban Urban health centre 4,741 1,723

B3 Rural Mission hospital 4,436 1,131

B4 Rural Mission hospital 2,126 2,117

B5 Urban Urban health centre 6,214 3,789

B6 Urban Urban health centre 5,132 2,255

So
u

th
e

rn

S1 Urban Urban health centre 3,459 1,641 CDC; Ministry of Health 
(Southern Provincial 

Health Office) for 
technical assistance and 
implementation support

S2 Urban Urban health centre 2,283 1,699

S3 Urban Urban health centre 3,410 992

S4 Urban Urban health centre 2,832 5,040

S5 Urban General hospital 3,178 636

S6 Urban Urban health centre 2,940 2,592

• Study sites varied widely by size (client numbers) 

and setting; all were primary care clinics in health 
centres or hospitals. The IPs offered different 
levels of support through PEPFAR. 

o In Central and Copperbelt Provinces, USAID 
funded the IP to provide technical assistance 

and to directly fund facility-level clinical and 
support staff to ensure service continuity (i.e. 
some facility-level staff paid for by the IP).

o In Lusaka Province, the U.S. CDC funded an IP 
to provide technical assistance and support 
the government in implementing HIV services, 

working closely with the Lusaka Provincial 
Health Office (LPHO) to co-manage and 
strengthen government-led health 

programmes.

o In Southern Province, CDC provided both 

technical assistance and direct 
implementation support through a 
government-to-government model, working 

closely with the Southern Provincial Health 
Office (SPHO) to co-manage and strengthen 
government-led health programmes.

1Mulenga LB, Musokotwane K, Sivile S, 
et al (2025). doi: 10.1093/ofid/ofaf511
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CONCLUSIONS
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• Roughly half the study facilities fully recovered or exceeded 2024 testing volumes 
by the end of 2025; the other half remained below 2024 levels.

• Facilities in provinces formerly supported by USAID IPs suffered greater reductions 
in HIV testing volumes in the first half of 2025 than those supported by CDC IPs.

• Some increases in testing volumes likely reflect absorption of clients previously 
served by facilities that reduced services due to the funding cuts.

• Provincial average or aggregate estimates may mask large differences among 
individual facilities, which are important for targeting future support.

• Data completeness  and accuracy are uncertain, as the funding cuts also disrupted 
data entry and data management at facilities and above.
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Province Facility Ratio of volume of HIV tests, 2025 to 2024

Q1 Jan-Mar Q2 Apr-Jun Q3 Jul-Sept Q4 Oct-Dec
Lusaka L1 128% 121% 120% 93%

L2 93% 135% 107% 120%
L3 105% 127% 47% 70%
L4 96% 81% 108% 117%
L5 140% 124% 114% 111%
L6 61% 93% 70% 55%

Central C1 83% 71% 78% 75%
C2 68% 42% 99% 115%
C3 79% 44% 55% 169%
C4 86% 27% 49% 91%
C5 102% 55% 97% 78%
C6 82% 66% 70% 151%

Copperbelt B1 43% 38% 60% 82%
B2 104% 50% 66% 81%
B3 39% 54% 36% 73%
B4 48% 26% 47% 39%
B5 105% 60% 80% 74%
B6 48% 68% 108% 112%

Southern S1 97% 120% 117% 128%
S2 95% 139% 95% 91%
S3 93% 89% 80% 123%
S4 43% 79% 124% 109%
S5 111% 210% 104% 107%
S6 80% 51% 73% 53%

• The volume of HIV tests at each study site 
began decreasing in Quarter 1 of 2025 in 
Copperbelt and Central province sites, while 
remaining largely stable at most sites in 
Lusaka and Southern Provinces (Fig 1).

• Testing numbers fell sharply at facilities in the 
USAID-supported provinces (Copperbelt, 
Central) in the 2nd quarter of 2025, with most 
sites continuing to conduct fewer tests in the 
3rd quarter of 2025; numbers at most CDC-
supported sites (Lusaka, Southern) increased 
over 2024 levels in Q2 of 2025.

• There was some recovery in Copperbelt and 
Central by the 4th quarter of 2025, though 
some sites remained well below 2024 
volumes.

• Testing volumes varied as widely among sites 
within each province as between provinces. 
For example, in Copperbelt in Q3, differences 
ranged from 36% of 2024 values at site B3 to 
108% of 2024 values at site B6.

• Increases in site-level volumes may reflect 
absorption of new clients previously served by 
facilities harmed by funding cuts.

• Figure 2 illustrates differences 
among sites within each province, 
by quarter.

o Each dot represents the 
difference between the site-level 
ratio for one site, as shown in 
Figure 1, and the province
average for that quarter. For 
example, a dot at 40% means the 
site’s increase in HIV test volume 
was 40% greater than the average 
for the province.

o Dot colors represent individual 
facilities within provinces (e.g. the 
dark red dots in the Lusaka 
quadrant are for site L6).

o Dots show how each site is 
performing relative to the 
average of all sites in the same 
province for that quarter: positive 
values (above 0%) indicate the 
site conducted more tests than 
the province average; negative 
values indicate it conducted 
fewer tests than the average.

o Lines show province averages 
compared to the overall average 
(x-axis) across all provinces.

Figure 2. Difference between site ratios and averages for province
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