
❖ Many countries in sub-
Saharan Africa have 
scaled up differentiated 
service delivery (DSD) 
models for HIV treatment 
to improve treatment 
outcomes, enhance 
client-centred care, and 
increase health system 
efficiency.

❖ In Zambia, DSD models 
were introduced in 2013 
and have since become a 
cornerstone of the 
national ART programme.

❖ DSD models are intended 
to reduce costs incurred 
by ART clients when 
accessing HIV treatment, 
but this has not been 
documented for Zambia.

❖ From September 2022 to April 2023, we surveyed ART clients at six public-sector clinics 
in Lusaka and six in Central Province.

❖ Participants were adults who had been on ART for at least 6 months at survey 
enrolment.

❖ We purposively enrolled in the study up to 10 clients per model of care offered at each 
site. Our sample does not represent the distribution of clients among models overall.

❖ Respondents reported out-of-pocket costs and time spent per clinic visit or external DSD 
interaction. Annual costs were estimated by multiplying per-visit costs by the self-
reported number of visits in the past year.

❖ Reported costs included transport to the clinic, lost wages, childcare, food, and other 
incidentals; reported time covered round-trip travel and time spent waiting or receiving 
services per visit.

❖ Models of care analysed in the study included: 

▪ Conventional care (CC; clients not enrolled in any DSD model); 
▪ 6-month multi-month dispensing at the facility (6MMD); 
▪ Scholar (adolescent) model; 
▪ Other facility-based models (fast-track; weekend/before/after-hours services); 
▪ Community-based/outreach models (community adherence points, community ART 

groups, mobile ART, and home ART delivery).

RESULTS

Variable Value

N 411

Sex (female) 70%

Age (median, IQR) 39 (24-48)

Number of years on ART (median, IQR) 8.2 (4.9-13)

Other conditions treated at this facility? (Yes) 14%

Facility setting (urban rather than rural) 70%

Employed (formally, informally, or self) 61%

How easily could you access ZMW100 for healthcare?

Very difficult 24%

Difficult 56%

Easy 17%

Very easy 3%

Model of care (number enrolled in study)

Conventional care 137

6MMD model 114

Scholar (adolescent) model 88

Other facility-based models 14

Community-based and outreach models 58
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❖ We enrolled 411 adult clients (Table 1).

❖ 3/4 said that they would find it difficult or very difficult 
to access 100 Kwacha (USD $4) for healthcare.

❖ Clients CC reported a mean of 4.2 facility visits per 
year, nearly double the 1.9-2.9 annual visits for DSD 
models (Table 2).

❖ Time spent per visit was similar across models (~4-5 
hours per visit in CC vs. 2.5-4.5 hours in DSD), but 
lower visit frequency for DSD clients substantially 
reduced the annual time spent (14-18 hours/year in CC 
vs. 6–9 hours/year in DSD) (Table 3).

❖ Travel accounted for a median of 40-55% of total 
annual time spent seeking care across.

❖ Annual costs were highest for clients in conventional 
care (ZMW 240/year) and lowest for the scholar 
(85/year) and other facility-based models (73/year).

❖ Community and outreach clients averaged ZMW 
125/year, while 6MMD clients averaged ZMW 
168/year (Table 4).

❖ Median costs per visit were equivalent to 62% of the 
daily minimum wage (ZMW 57.20) overall, 52% for CC, 
70% for other facility- and community-based models, 
and 87% for 6MMD clients (but 6MMD clients made 
only half as many visits per year).

Table 1. Respondent characteristics



Model of care N

Mean (SD) self-reported health system interactions/client/year

Number of facility visits
1 % reporting ≥1 

out-of-facility interactions
Number of out-of-facility 

interactions if ≥1
2

Conventional care 137 4.2 (2.0) n.a.
3

n.a.
3

6MMD 114 2.2 (0.7) 7% 2.1 (1.6)

Scholar (adolescent) 88 2.9 (1.7) 18.2% 4.9 (2.7)

Other facility-based 14 2.3 (0.6) 14.3% 4.0 (4.2)

Community-based and outreach 58 1.9 (0.9) 46.6% 3.5 (2.9)

Table 2. Self-reported number of facility visits and out-of-facility interactions per year by model of care

Table 4. Self-reported proportion of clients with costs and costs per year by model of care (ZMW)

Table 3. Self-reported travel and clinic time per visit and total time per year by model of care

1Includes clinical consult and medication pick up visits at the facility. 2Among those who reported ≥1 out-of-facility interaction. 3CC clients reported 

no out-of-facility v isits because they are non-established clients not eligible for out-of-facility DSD models

Model of care N
% incurring any costs Total cost/year if any costs 

incurred [mean (SD)]Travel Unpaid time Childcare Food Other

Conventional care 137 33.6% 2.2% 0% 13.1% 2.2% 239.7 (312.8)

6MMD 114 52.6% 3.5% 0% 36.0% 1.8% 168.3 (162.4)

Scholar (adolescent) 88 44.3% n.a.1 0% 26.1% 0% 84.7 (109.9)

Other facility-based 14 35.7% 0% 0% 14.3% 7.1% 72.7 (36.5)

Community-based and outreach 58 22.5% 3.4% 0% 8.6% 0% 125.2 (121.0)

Model of care N

Time spent in hours [median (IQR)]

Travel per visit
(round trip)

Waiting or receiving 
services per visit

(at clinic)

Total time spent receiving care

Per visit
Per year

(all visits)

Conventional care 137 2.0 [1.0, 2.6] 2.5 [1.5, 4.0] 4.5 [3.1, 6.0] 17.6 [12.0, 25.6]

6MMD 114 2.0 [1.2, 3.0] 2.0 [1.0, 3.0] 4.5 [2.7, 5.5] 9.4 [5.5, 12.0]

Scholar (adolescent) 88 1.6 [0.6, 2.0] 1.0 [0.5, 1.5] 2.5 [1.6, 4.0] 6.9 [4.0, 10.0]

Other facility-based 14 2.0 [1.0, 2.5] 1.3 [0.9, 2.0] 3.4 [1.9, 4.0] 6.7 [4.1, 8.0]

Community-based and outreach 58 1.8 [1.0, 2.9] 1.5 [0.9, 2.3] 3.6 [1.9, 5.0] 5.6 [3.0, 10.0]

CONCLUSIONS

❖ Accessing ART costs between ZMW 70/client/year andZMW 240/client/year, a potential barrier for households that 
cannot access ZMW 100 for an emergency. Conventional care clients’ costs averaged ZMW 70 more per year than costs 
for those enrolled in DSD models.

❖ Travel/transport were the largest driver of both time and financial costs. Interventions that reduce the requirement to 
travel, such as 6MMD or community-based models, may cut both time and monetary costs of ART.

❖ DSD models substantially reduced both financial and time burdens, cutting annual costs by up to half and saving 
participants the equivalent of at least one working day per year. 

❖ Limitations of the study included:
o Small number of sites and participants; findings may not be nationally representative.
o Conventional care group results combine clients eligible for DSD but not enrolled and those ineligible for DSD (e.g., 

unsuppressed or with comorbidities). 
o Numbers of clinic visits, out-of-facility interactions, and costs were self-reported by clients and may reflect recall bias. 
o Transport and time costs were based on client self-report; reported values likely vary by day and facility and may be 

over- or under-stated. 
o Since 14% of clients sought care for other chronic conditions in addition to HIV, reported costs likely underestimate the 

total burden for these individuals.
❖ Data collection pre-dated reductions in donor and partner support for service delivery due to global funding cuts.
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