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Over the past three decades, the Government of the Republic of Zamviih, tsgedivelopment
partners, have provided unwavering support to the Acquired ImmuneSydeliiorme (AIDS)
response in the country. Since 2002, when the first National AIDS Strategic Pthrvambiunche
has recorded remarkable accomplishments in halting and beginning éffeet®sfethieecpidemic.
Estimated annual new infections among adults aged over 15 yepedHawe &dp000 to 46, 000
during this period, while those for children aged 0 - 14 years hé&wend23p @90 to 8, 900. Annual
AIDS-related deaths have seen similar decreases from 69, 000 to 20, 000. &ed df, the0e 160
People Living with HIV (PLHIV) as at December 2016, current§00vare800,life-saving Anti-
Retroviral Therapy (ART) while around three million are counselled akdotedteeiradty results
annually. By the end of 2016, there were over 1, 800 health facilitiepromdgitrgwitié testing and
counselling services and the number of ART sites had increased from 5098A@@012Ga6Gver

In spite of all these achievements, Zambia is still one of thettms 19 tbeuworld with the highest
number of PLHIV. Nevertheless, the Government is committed to ending the bAR83E€pmemic
adopting the Joint United Nations Programme on AIDS (UNAIDS) Fast-dchavBgaitseo80-

90 treatment targets by 2020 and focusing on high-burden locatidasoasdaffepied by the
epidemic. In order to achieve these targets, it is necessary to remove treatmettntionessholds an
SWHVW DQG VWDUW' ™ ddsvémts, Saubghedpl @ podikaloty leR Rehid@; as well as
strengthening viral load testing. Continued commitment to achieviaiy gemilergeqlity is also
required in the spirit of not leaving anyone behind with regards tboH)\(rgaéwemt, care and
support. In this regard, Zambia reaffirms its commitment to apply 25Hb¥r resauroés to
prevention and maintain a legal, political and social environmentahatfiewdivieddlV and AIDS
response.

In the existing economic climate, effective resource mobilisation is requiresistencrimsa
declined steadily over the past several years. Government continuefutalimgreatee health
sector in general and the HIV response specifically, evidenced by, aasaesitibe iprovision of
varying budgetary allocations to Government Ministries for public sector HIVhstnelafiDg ma
activities. Zambia will, however, still require support from cooperatingaplatnsreméttsistance
that contributes to sustainable programmes and systems.

I, therefore, would like to thank all the stakeholders who have collaboratat AtDBerespionse to
date and call on their continued partnership as we approachira cripeahmently changing the
course of the AIDS response.

Dr. Chitalu Chilufya
Minister of Health




The National AIDS Strategic Framework (NASF) 2017 - 2021 is desigrel®qogisospece and
opportunities for communities, civil society, private sector, development nahdndran(bildteeral
agencies) and Government institutions to actively participate in the impésmentzeidasdéd HIV
and AIDS programmes, depending on their mandates and comparative advantages

This NASF was developed through a highly participatory and consultative pgemtestheand ref
aspirations of the people of Zambia in their efforts to fight the HégidechislD8e framework will
support decentralised implementation with meaningful involvement of ddthvhuGitidsSdeiety
Organisations (CSOs) and marginalised populations so as not to leave anyemedpeimsel. in th

I, therefore, urge all stakeholders to formulate and implement innovatngetirdesenaligned to

this NASF. The National HIV/AIDS/STI/TB Council (NAC) will provide policy addntzhnical gu
throughout the process of implementation. It is my sincere hope that all stai@itwiders will
supporting NAC and the Government as a whole in the HIV and AIDS responsemashedasmmnba

mile of ending AIDS by 2030.
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Dr. George Tembo
Chairperson
National HIV/AIDS/STI/TB Council




The National HIV/AIDS/STI/TB Council (NAC) secretariat wishes to ackngvdetigks, \thie
valuable contribution of several individuals and organisations that supgEdechehe adethe
National HIV and AIDS Strategic Framework (NASF) 2017 - 2021.

NAC wishes to express special thanks and appreciation to membershofcal Werkimg Groups
(TWGs) and the NASF Technical and Steering Committee for their tirelessvetimatdeand
contributions, which made it possible to put together the innovative strategitsscdotaimeshi.

Sincere appreciation is also extended to Cooperating Partners, Governmenteparstnestsnd
CSOs, PLHIV, Provincial and District AIDS Task Forces and community membarsnigfultheir
participation which helped to improve the quality and comprehensivenessmehtthid/edo
acknowledge both the technical and financial assistance provided heth&ldborts Programme
on HIV and AIDS in Zambia during the process of development and reviegnbf this docum

Finally, | want to express my gratitude to the staff of the National HIV/AID&ISONTBeiCou
dedication and hard work during the entire process. Without their cosyyepatiprhenNASF 2017
- 2021 would not have been possible.

Sane

Dr. Reuben Kamoto Mbewe
Director General
National HIV/AIDS/STI/TB Council




1.1 Country Context

Zambia is resource-rich in mineral endowments and agricultural potergtige@paphiogl area of
752, 612 km, it is a large but sparsely populated country of 13en{ili®® [28d|9). The country has
a young population with 45.4 per cent of the people agedybatswTh® population is also
characterised by continuing urban drift. Between 2000 and 20h€agbalistriceition of youths in
rural areas aged 15 - 35 years reduced from 34.5 per cent to t38r@l pecreased from 41.4 per
cent to 41.9 per cent in urban areas. The Overall Dependency Ratio waagededpeigbasd 65
years and above per 100 persons aged between 15 - 64 years (GRZ, CSO 2012).

Following a period of sustained growth over the past 10 toldh yaaitshetween 2006 and 2010,
Zambia achieved the Lower Middle Income Country (LMIC) status in 2011. In 20 athbia was a
10 fastest growing economies in Sub-Saharan Africa. This record of growtmohdreestatedinto
corresponding improvements in incomes and living standards of thespespieul@isnotable for

the rural population because, while the national poverty incidence in 20ldmasofipared to

62.8 per cent in 2006, rural poverty incidence in 2010 was 78 parecktd 80nper cent in 2006.
Thus, poverty in Zambia has continued to be more of a rural than amerizm \pitteribe rural
poverty rate being three times that in urban areas. In 2010, rural peastiyatess &9 per cent
compared to 27.5 per cent for urban areas (GRZ, CSO 2011).

The major constraints and challenges facing the country include: ritydevigls pawacularly in rural
areas; high unemployment levels particularly among the youth; weak sociaigbafaiydertsf
disease; infrastructure challenges; and, geographical and social barrieraoteghbatdabighese
constraints and challenges have significant implications on health service defi\20yYZG3Z, Mo

Poverty reduction is an important development challenge in Zasti@r Boemomic restructuring

has forced the Government to initiate the withdrawal of fuel and maize subsidiesiHasparallel with
measures, the Government is scaling up social protection by increasing adld®atiahashh
Transfer (SCT) and Food Security Pack (FSP) programmes and other poveegsomégalite

national roll-out of the SCT, which is the flagship national anti-poverty soogghinamsfdias

scaled up, reaching 500, 000 households by 2016. Plans are untierwagrease the number of
beneficiaries of this intervention. Scaling up of these programmes, howevebewhraaely to
targeted to ensure that the neediest households are prioritised wighrdsoarcelablvelope.

1.2 Background to the NASF 2017 - 2021

The National HIV/AIDS Strategic Framework (NASF 2017 - 2021) is seeeftofitNational
HIV/AIDS Strategic Frameworks and is a five-year strategy aligned to Gh&&tisiotn 20@tional
Development Plan; National AIDS Policy; and, international and regientd. chmenpriority focus
for the NASF 2017 - 2021 is to intensify combination HIV prevention in HiesectooabHhvu




response, with a view of reducing new HIV infections. This NASF 2017 - 2@ koolises
epidemic as a socio developmental challenge and, therefore, @mergmmatissues in the epidemic
and the application of the Fast Track strategies to achigg®@h@argets by 2020 and the ultimate
elimination of new HIV infections by 2030. The NASF 2017 - 2021ebpidenoahef the R-NASF
2014-2016 and the progress made so far.

1.3 Purpose of the NASF 2017 - 2021
The purpose of the framework is to:

I Provide an overall strategy for the planning, coordination and impleneenatton of th
sectoral national response based on available evidence;

il. Articulate national priorities, expected outcomes and targets that | dtak&holdek
towards, based on their respective mandates, resources and comparative advantage;

iii. Articulate an agreed framework for the implementation of the multi-sectoral respons
developed in partnership with civil society, private sector, public sectopnaat d
partner inputs that is in line with the three-ones principle (oneestraiatjgatng body
and one M&E system); and,

iv. Provide a transparent framework to form the basis for reaching agreement with developm
partners on their technical and financial support and the managmraginaton of the
response.

The principal goal of the NASF 2017 - 2021 is to reposition prevédtiibmfgfctiens as the main

focus of the national multi-sectoral HIV and AIDS response. Thus, agisatell émpgiiaced on
scaling-up HIV combination prevention services that enable indivda@istieirntdiV negative

status as well as improve access to quality treatment and care services. HIV cotrdnnatibn preven
ako target PLHIV with Positive Health, Dignity and Prevention (PHDP) interventiorarthat reduce
transmitting HIV to others. The NASF 2017 - 2021 is developed incthredijhbfaihe Constitution

of Zambia (Amendment) Act 2 of 2016 which deé)&id®lt® the human rights and fundamental
freedoms of every pefs-tD QG WK XV JXDUDQWHHLQJ IUHHGRP IURP GLVFI

1.4 Development Process

The NASF 201¥2021 is a five-year strategy aligned with international commitmentsdstrategies an
targets. The priority focus for the NASF 2017 - 2021 is to actde@d tneadent targets while
intensifying combination HIV prevention in the national multi-sectoralwith' aegpaneéreducing

new HIV infections.

The development of this NASF was informed by, among other thragsmiheegwiew of the just
ended R-NASF 2014 - 2016. The programme review and the déWApmme0Ls - 2021 were
undertaken consecutively over a period of three months from Qotdaru@§1B017, starting with
the programme review for the R-NASF followed by the development of the RIASF 2017 - 20




The programme review was conducted in seven of the 10 provinces of Zambmalcol/&ing
districts. One of the objectives of the review was to collect information that would infemhdhe develop
the new Fast-Track NASF 2017- 2021. A series of consultative gprocdssesrarused to conduct

the programme review and the NASF 2017 - 2021 development, inciatlimgdpaiginict
stakeholder consultations with implementing partners, PLHIV, adolescents) keyupspaiatio
stakeholders and community members. After field consultations and stajemedts, dmga
programme review report was drafted. Limitations and gaps were identified, dationmedommen
systematic interventions designed to address identified gaps to service delivetyond coordina
implementation and monitoring were made.

A steering committee chaired by the NAC Chairperson comprising PetarsageritoSediree
Government ministries and cooperating partners reflecting a multi-sectoral approeacd! provided o
oversight, facilitated high level engagements and mobilised resouveeddsksthin addition, a
technical committee comprising different stakeholder groups, including coope ey rpacemne
ministries, civil society organisations, private sector, network of PLHIV, implementiiognpedtners, was
to support the process, provide direction and facilitate stakeholder consediatiocat cdhenittee,

in collaboration with the NAC secretariat ensured that existing coordination stryctiilresdifere full

the programme review as well as the new NASF development process. The technicalemmittee revi
and validated the findings of the R-NASF 2014-2016 Reviavd Rppovedd the new NASF
framework.

Technically, the programme review and development of the NASF 201guidP byneneix of

local and international standards recently set or used in several countries to reviewSational HIV/
strategic plans, frameworks and operational plans. These standards included the dVg#(p/Global Fun
analysis approach and framework, the UNAIDS/World Bank AIDS Stratedgrnaptées®mrirl

existing Joint Annual Review Process (JARP) tools and guidelines.




2.1 The Epidemiology of HIV and AIDS in Zambia

Zambia has one of the highest HIV burdens in Sub-Sahara@0ABjcaroknd 46, 000 people
became newly infected with HIV in Zambia (ZAMPHIA 2016. The currentestathaiég smnual
incidence among adult men and women aged 15-49 yeaes ==0t71PPHPFAR 2016b; UNAIDS
2016b). The annual incidence of HIV among adults aged 15 er48 vwgomgh (1.08 per cent)
compared to men (0.33 per cent) (PEPFAR 2016b). The adult HIV preb&dms atsg@ataclined,
falling by 19 per cent from 2003 to the current levels of 11.2 pe2Qdeh)t ({EH@ver, despite the
declines, the HIV prevalence rate is the seventh highest ri®&lglaizaIR016). Approximately there
are 1.2 million people in Zambia living with HIV (UNAIDS 2016b)aZgméialisasl HIV epidemic
among adults aged 15-49 years with more women (13.6 per centbtipan cean) (8/ing with the
virus (CSO 2014). Women are disproportionately affected due to sewvedadifegtgender
imbalances in all spheres of life and Gender Based Violence (GBV).

2.2 HIV Prevalence among adolescent boys and girls

Adolescents aged 10-19 comprise 23 percent of the total ZdatioianBaged on the re-analysis of
the 2013-2014 Zambia Demographic and Health Survey (ZDHS) HIVtheststmddée HIV
prevalence rates among adolescent girls and boys aged 15-19derdtf8rgpty and 1.8 per cent
for boys. Adolescents girls, aged 15-19, continue to be disgyoditicteal by HIV due to
behavioural, cultural and biological vulnerabilities to HIV infection. In 2013-i4f B&xpaltycen
active adolescent girls reported having had sexual intercourse with a rar witoemgesats older
than them. This was a 60 per cent increase in this behaviour fromStiperatenofdported in the
2007 ZDHS. Although prevalence rates declined among adolessdi@idrage@d07 to 2014, from
5.7 per cent to 3.5 per cent for girls and from 3.6 per cent ta f08 peyxehis prevalence data
translates to around 28,000 girls and 16,000 boys living with Hixé Idemcedd to continue to
prioritise HIV combination prevention with adolescents in Zambia.

2.3 Geographical Heterogeneity of the Epidemic

Data from the ZDHS indicates that the Zambian HIV epidemic is geetmayganalyu with
provincial prevalence rates ranging from 4.8 per cent to 15.1 per cesicélfdtpseaaiong men
and women aged 15-49 years are higher in urban (15.6 pgpagzedt}ccoural (7.4 per cent) areas
(CSO 2014). There are also variations among provinces (Zambia Popukiton nipastd
Assessment (ZAMPHIA), 2016)) with the highest prevalence rates, tti8. ks peusakd), Western
(16 per cent) Copperbelt (14.2 per cent), followed by Southern and @Emt@htj13 Ae other
provinces with the prevalence rate above six percent are Northern (9.7 per(8ehetcaptia
and Eastern (8.2 per cent). Provinces with the lowest prevalence are Mudengaa(tsl Npeth-
Western (6.9 per cent). All the districts in Zambia have an adult preeralesucdigegaer cent. See
Figure 1 below.




Figure 1: HIV prevalence by Province

Source: ZAMPHIA, 2016

2.4 Morbidity and Mortality Trends

Zambia has recorded significant improvements in health with corresponding rduudeonsfin the
disease. The reductions, however, are not adequate as the burden of disegiseTieenhigh h
disease burden in Zambia is compounded by high levels of poverty as disnddadhabibve
prevalence.

SPECTRUM estimates that mortality rate from AIDS in adults aged 1®ybassdetiezided from

a peak of 8 per cent in 2002 to 2.1 per cent in 2013. Thebawebii®n attributable to the success
of the ART programme in the country. The survival and retention 8RJeapl&@2omonths has
increased from 65 per cent in 2010 to 85 per cent in 2016 (PEPFAR 2016WwSee figure be




Figure 2: Trends in AIDS Mortality: Zambia 2000-2015
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2.5 People Living With HIV in Zambia

The number of PLHIV continues to grow from about 820,000 in 2005 ta01&, miltiart ofu2 to
successful scale up of the ART programme, improving the survival of PLHIV. See graph below.

Figure 3: Estimated PLHIV Zambia, 22036

ESTIMATED PLHIV ZAMBIA: 2005 - 2016
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Just like HIV prevalence there is greater heterogeneity of numbers of estonzdsg Rivitidea as
shown in the graph below.

Figure 3: Estimated PLHIV across provinces: 2000-2014

300,000
= /
200,000+
150,000
E—
100,000+
50,000+
—_— —
04
200C 2001 200z 200: 2004 2005 200€ 2007 200€ 2009 201C 2011 201z 201Z 2014
CENTRA| === COPPERBE&===EASTER LUAPULA s | USAKA
s MUCHINGA NORTHERNs=== N-WESTERN=====SOUTHERN=====WESTERI

Source: SPECTRUM, 2015

2.6 The National HIV and AIDS Response Analysis

The phrasé 1 D W L R Q DS2ctored Respo DV EHHQ SUHIHUUHG WR37KH 1D
as it is more inclusive in that not everyone living with HIV has progressed to AIDS.

2.6.1 Factors fuelling HIV infections

The Zambian HIV epidemic is driven mainly by unprotected heterastx@al gex cent of new
infections recorded as a result of not using a condom. Several reports resighpsovitiethe

drivers of the HIV new infections which include: multiple and concshipst (MEiAE low and
inconsistent condom use; low medical male circumcision; migration and mobildyijdmother to
transmission; and, marginalised and underserved populations (NAC 2014)hésetkeynaonesrs

are compounded by social factors that continue to increase risk, decreasd desiBeHt¢ new
infections through high risk sexual behaviours such as:

I.  Intergenerational sex;

ii. Transactional sex;

iii.  Denial and marginalisation of key population and vulnerable groups;
iv. Stigma and discrimination;




v. Marriage patterns and polygamy;

vi. Religious beliefs against ARVs and condom use;

vii.  Gender inequalities including Gender-Based Violence (GBV);
viii. Deepening poverty and food insecurity;

ix. Widespread abuse of alcohol and other substances;

X. Poor enforcement of anti-discrimination laws; and,

xi. Weak social and legal protection of vulnerable populations (NAC 2017, NAC 2014, NAC 201

It is now a matter of settled consensus that the HIV and AIDS epideims ifaZeeablang socio-
economic causes and consequences and that it calls for no lesstitlagera multi-sectoral,
engndered and rights-based response to effectively address it. The caushh¥aectbigetmaand
continue to drive, the epidemic includes the entrenched cultural andfseligons laeld practices;
gender inequalities; stigma and discrimination against key population groups.

2.7 Marginalised and Underserved Populations

Delivering HIV and AIDS related prevention and treatment services in tipensatjorajunes

opinion leaders, other gatekeepers and service providers, to urgently repbcatisashe key
populations on the general population. Addressing the HIV servicg pepditdriefficiently,

effectively and respectfudlynot just the right thing to do, in a human rights sense, it is also the smart
thing to do from a self-interest perspective as illustrated in Figur¢h&réfaoseyital,develop a clear
understanding of the dynamics of the epidemic within these populatimvel@mdefiective
responses, and implement them, on that basis. This is subject to iderdpyiagdhsssearly and

without implied threat to them, and then addressing the cultuldastlegairaharriers to meeting

their HIV prevention and treatment needs.

The UNAIDS GAP Report 2014 identified 12 populations that haekitedry ke AIDS response.
The report further describes the struggles they face, why they havieirmkandeffiolaeto close the
gap in order to end the epidemic by 2030 with the prriplddofdn& ehifd hese groupsear
People Living with HIV, adolescent girls and young women, prisonerspieigvhots)jeet drugs,
sex workergay men and other men who have sex with men, transgender pepple] phddreant
women living with HIV, displaced persons, persons with disabilities, migrardagezh8(Qogeprs
and older.

The NASF 2017 - 2021 definition of key populations coincides with dmese grddiion includes
young men to ensure inclusiveness, population and location-focused gmdgidivinsagvice
delivery. Therefore, the NASF 2017 - 2021 defines key populations as:

i. People living with HIV

ii. Adolescent girls and young women
iii. Young Men
iv. Inmates



http://www.unaids.org/node/43428
http://www.unaids.org/node/43428
http://www.unaids.org/node/43456
http://www.unaids.org/node/43456
http://www.unaids.org/node/43458
http://www.unaids.org/node/43458
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v. Migrants
vi. People who inject drugs
vii.  Sex workers
viii.  Gay men and other men who have sex with men
ix. Transgender people
X.  Children and pregnant women living with HIV
xi.  Displaced persons
xii.  Persons with disabilities
xiii. People aged 50 years and older

2.7.1Legal, Policy and other Barriers to HIV Services for Key Populations

The preamble to the Constitution of Zambia (Amendment) Act 2deis20&6vmeltPHOLD the

human rights and fundamental freedoms of every pe@@ DIILUPV 3«WKH HTXDO ZR!
men and their right to freely participate in, determine aodtaunébke political, legal, economic and
social order. 7TKH +,9 UHVSRQVH LQ =DPELD LV WKHUHRRUEHBEPEDWHL
and corresponding international conventions to which Zambia is a sigrexterglpndiiseg by a
righis-based approach to HIV programming. The current laws, however, have gapeging terms o
unspecific to HIV status with regard to prohibiting discrimination (Kalibala and Mulenga 2011).

In terms of HIV transmission, the actual risk of infection is linked teltheisaexuaisunprotected
vaginal and anal sexual intercourse which put§pgulztion at risk of HIV infection.

A public health approach needs to focus on raising awaremeds@hatite risks of, the behaviours
through the widespread distribution of condoms and water based Hebribanisfaaising on
individuals and their private sexual behaviours.

This also applies to the issue of injecting drug use. According tdafeemearg Eommission (DEC),
injecting drug use has seen an upsurge in Zambia over the pasisf@amjdarbas long been a
transit point for the international trade in heroin and other psychotrapi€ rsedestanogs have now
begun to filter into the local Zambian population, hence theinjpstiggdrug use in the country.
The actual risk of HIV infection from injection drug use is fronotheesdetgnd syringes and the
evidence based response to this is to focus BSCC efforts on recharimuthasnbeg individuals
who inject drugs and ensure that needles and syringes are easily availadle wothnthisd
behaviour. In addition, drug addiction treatment services also need to betprgyiddeia gese

behaviours take pface

1 Implementing comprehensive HIV and HCV programmes with people who inject drugs - Practical Guidance for collabc
interventions. WHO, 2017.




Figure 4: Modes of cross-transmission from a selection of key populations
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2.7.2 Discrimination Against Female Sex Workers (FSWs)

The UNAIDS Advisory Group on HIV and Sex Work datédihdtH LY YHU\ OLWWOH HY L(
any criminal laws related to sex work reduce demand for sex or the number of kek, abrikrs. Rat
them create an environment of fear and marginalisation for sex workees;esoonait&rn remote

and unsafe locations to avoid arrest of themselves or their clients. hextelawsecaex worlfers

ability to work together to identify potentially violent clients and theirroapdoityridode use from

clients. Where sex work is criminalised, sex workers are very vulnerable to abusepoidextortion b
detention facilities and elsewhere.

2.7.3 Legal and Policy Framework for Adolescents and Young People

As noted above, there are laws that are repressive toaeRiEKBspulations (MARPS), such as sex
workers, thus making it difficult for them to be reached with public health pragamce®ws an
Adolescents, aged 10-19 years and young adults, aged 20+Bgrigatarge proportions of such
populations. In addition, due to their young age, sexually actite aréodéscedenied services. The
current Ministry of Health (MOH) policy is to allow adolescents, from tbarag®aictéss HIV

services without parental consent. In addition, under the Family Plaratung poimyrsman also

access Sexual and Reproductive Health (SRH) services. The provision of this seryice is, howe
dependent on the service pr&/men judgment and, hence, a quality service is not always assured. In
some neighbouring countries (i.e. Malawi, South Africa, etc.) the afwr ¢flvossamnces has been
reduced to 12 years to formalise easy access to HIV and SRH services for sexually mature early




adolescents. With approximately one in 20 girls aged 15 yearscamdl@nesan-6ld girls having
already started child bearing in Zambia (ZDHS 2014), there is ameled dgeevieconsent for HIV
and SRH services. The other relevant policy in Zambia is the Youth Policy,igWlightsldaly h
importance of HIV prevention among adolescents and young adults.pabeyegiegstimet highlight
the specific needs of adolescents and young adults living with HBtiabnéeesspf the early
adolescents aged4.

2.7.4 Persons with Disabilities and the HIV Response

Zambia has a population of more than 1.5 million persons with digaisitgsa cognificant

percentage of the national pop@lathis population constitutes a significant group of people, across the
nation, in the development dynamics such as social and economic spectihennaticnairdlV/
response. On the other hand, HIV and AIDS interventions hardly take infu@meroustdkisting
challenges and barriers that such persons face. These challenges manifest theonsetves thehe
physical environment to, and at, the service points as well as atiidiioal bath community and
service provider levels in the HIV and AIDS §poiseKHUHY (DFK GLVDELOLW\ FI
own unique problems in so far as mainstreaming into the HIV and AIDS respedsé is edswe
important to take into account the fact that persons with disabilities are notritbewogergvaspa,

like adolescents with disabilities have special challenges. Overallipabiliteewitiave challenges
accessing health services and other products or supplies such as cengawsntanttof HIV.
Accessing ART for the treatment of HIV and AIDS is the biggest challendpirahaomd) dbaf
persons.

Despite the National HIV/AIDS/STI/TB Policy of June 2005 being in plaeg@diyhmcicating

the need for HIV and AIDS interventions for persons with disabilities, thebarbhvéabgible

actions for persons with disabilities in relation to HIV and AIDS intervestionsreHmeently, the

R-NASF 2012016 acknowledged and described persons with disabilities as amomgjdtienisey p

who have not been reached or adequately serviced in HIV and AIDS intenNASN20THEB16
highlighted some of the challenges, gaps and barriers thathmppestansifoom being part of, and
accessing, interventions in the HIV and AIDS response as per disability wategpeaciahor

specific needs. Since 2004, such policy and strategic positions have only beenguhttidily tfesspond
national HIV response coordinatingtbl#dy +providing various spaces/platforms on the national HIV
response structures for persons with disabilities under the principle of self-repregentation th
respective Disabled Pe§pbrganisations (DPOs) such as Zambia Disability HIV/AIDS Human Rights
Programme (ZAMDHARP). The context and extent of actual HIV and AID$ Ipensdits antbn
disabilities barely exists as there are hardly any HIV and AIDS interventions that have mainstreamed i
and needs of persons with disabilities. The HIV and AIDS interventions pecsessedithy
disabilities in Zambia are more on a chance, by-the-way or charity basis andsnioa$eoinan righ

2 The statistics are calculated using WHO standard which differs from the Zambia CSO official statistics




2.7.5 Stigma and Discrimination

Stigma and discrimination continue to be a harsh reality for PLHIVreskdgothsasaAccording to
key findings from the PLHIV Stigma Index, stigma remains a challengmdividiaaibinave
reported experiencing stigma in a variety of settings and about @ npem eed 36 per cent of
women have reported exclusion from social activities. Some 16.5 per cerdenitsheack beem
refused employment due to their HIV status and 39.9 per cdosingparjetd or some source of
income at least once on account of their HIV status (NZP+, GNP+ 2012).

Despite the existence of a raft of instruments to protect human rights and ipegienttieseris
currently no legislation that explicitly bans discrimination based on actual ortpérseived HIV s

Health workers present an important inflexion point in the perpetuation obrstigtigatemd
discrimination related to HIV and AIDS. Corresponding investments sholbd, ntaetefors
sensitisation and awareness creation for healthcare workers around thdéridalgabligeati@ns
towards clients for HIV-related and other health services.

A key aspect of these obligations is the requirement to respect the digagkiofdiealthcare and

to protect the confidentiality of any data or information obtainedséaheginsaeng services to
them. In this regard, all health information should be handled drganadicial accordance with the
law. Confidentiality is also premised on voluntary disclosure of HIV status by clignigsiggidenced b
consent in line with the HTS guidelines. Employers and health careopktdosmebegided with
training and guidance to ensure that confidential medical informationasduaddiest with the law
(GRZ, MCT 2010). Such measures against HIV-related discrimination shoutd lye tiseipporte
availability of strong legal recourse with transparency and monitoring mechanisms.

2.7.6 Meaningful Engagement of Key and Vulnerable Populations and Networks

Under its core objecivé ®URPRWH DQG 3URWHFW + XP,DQWoHdlkkwiy DQG
Strategy lists the operational objective of suppdttr@thB QLQJIXO HQJDJHPHQW RI1 N
populations and networks in Global Fund-related profe¢seQ RWHG DERYH NH\ SRSX
PLHIV, among others.

The Greater Involvement of People Living with HIV and AIDS (GIPA) Declaratioh984dsIsigned

its policy brief, UNAIDS notes that PLBIWH HQWLWOHG rights ay Kudrydhb Rlske, KX P D
including the right to access appropriate services, gender equeatitynaetirdand participation in
decisions affecting their quality of life and freedom from disgriNndiBI®HRE007) and further notes
thatthe: HQJDJHPHQW RI SHRSOH OLYLQJ ZLWK +,9 LWDROD@DW KH F
AIDS responses to achieve the goal of universal access to prevention, treadm®igpadre a
services.

3 UNAIDS prefers the umbrella3&mMRSOH OLYLQJ ZLWK +,9° 7KH DFURQ\P *,3% LV XVHG




To date NAC has enjoyed a strong partnership and collaboratietweitk tdieZdmbian People
Living with HIV (NZP+), the national representative organisation for Peodd\, iaduiaiiy
adolescents. Given the broader definition of key populations in this and ps\obtiseitbiaB6n a

wider

platform for engagement of, and collaboration with, othetulkeyable populations and

networks will need to be proactively pursued by NAC and other actors mnth@arat®nal
response.

2.8 Opportunities and Emerging Issues

2.8.1 Opportunities

The NASF 2017 - 2021 will embrace existing opportunities for the multistentatalesipgnse
including:

Vi.

Shifting the implementation of the national response fromasigsiaets-the Fast Track
national response;

Strengthening the integration of gender and human rights wktbBIpragchmmes. In line
with the need to achieve the Fast-Track targets, the capacity of sesviceaoieyitely
integrate gender and human rights in HIV and AIDS programme péamic@glalngery will
be enhanced;

Expanding service coverage to reach geographical areas with highédibamdegraups
that have historically been marginalised and neglected to é@sReRh@H LV OHIW EHKL

Institutionalising government decentralisation policy and strategies to ensuilesedat decentra
planning processes are cascaded to districts and community levels. Ovehth@&lA8kKse of t
period, communities should be empowered and supported to develdpthplangin a

Taking advantage of the willingness of stakeholders to adopt andtheinatienal M&E
framework, improve on reporting mechanisms and expand the scope df staNaHsIEers
data to enhance the quality of services; and,

Enhancing community involvement and systems is increasingly being recognised as a corners
of HIV programmes. This has the potential to improve the uptake of HIV mendtes and p
local-level ownership, accountability and resource mobilisation. Community systems strengthe
will be key in reaching the Fast-Track targets.




2.8.2 Emerging issues and themes

Some of these emerging issues and themes are as follows:

Adolescents face numerous challenges in accessing adolescent responsive Hii\dgervices. Fo
of 10 adolescents in Zambia reported having sexual intercourse is& (x4 .00t ¢ic 0 did

not use a condom at last sex. Although sexually active adolescenfeapk yausgbeen
articulated as a priority population in national plans and gutielazeshesuNational
Adolescent Health Strategic Plan fot=2013. The allocation of human and financial resources
to these plans has often been sub-optimal. To be able to have angigaifaa new HIV
infections, sexually active adolescents need to be a priority focus undéhagimumybact
interventiongspecifically condoms, HIV testing and male circumcision interventions. In additior
adolescents and young adults are a significant proportion of the individuals kelyo constitute
population groups and, therefore, the provision of the high impast tntedodedicents and

young adults need to be made in both a differentiated and response¢ thay thverse

needs; and,

Key populations are an emerging dynamic in Zambia in the face of HIVhasd AIDS
populations include female sex workers, men who have sex with men (M8Mandansgen
people who inject drugs (PWID). The NASF 2017 - 2021 articulatesl quiggests an
comprehensive package of services targeting key populations soTtreatkt her§etst can be
reached.




3.1 Vision

As the anchor of the multi-sectoral national HIV response, the NASF 204Zes2021mrgkterm
visionof}$ QDWLRQ |Uatdd HVIRROBOKH WKUH

3.2 Mission Statement, Overall Goal and Objeatitres NASF 2017 - 2021
I Mission Statement

Zambia is committed to rapidly and inclusively control the HIV epidemic by fast-tracking the multi-sect
response and scaling up prioritised actions that are responsive to thepetéohdadtoountry.

ii. Overall Goal

The NASF 2017 - 2021 strives to achieve the 90 90 90 fast-track tpiverdslSdapidemic by
2030 and improving the wellbeing of the infected and affected by Hi\esstirki® $at nobody is
left behind .

iii. NASF 2017 - 2021 Objectives

a) To achieve 90 per cent of PLHIV knowing their status;

b) To achieve 81 per cent of PLHIV on ART;

c) To achieve 72.9 per cent of PLHIV having viral load suppression;
d) To reduce new HIV Infections to 18, 000 or fewer by 2020;

e) Achieve zero stigma and discrimination by 2020; and,

f) To increase domestic financing of the response by 50 per cent.

3.3Guiding Principles
The following principles will guide the NASF 2017 - 2021

i . Adoption of a human rights approach;
ii. Political leadership, commitment and engagement;
iii. Greater Involvement of PLHIV (GIPA);
iv. Evidence and Results-Based Planning;
v . Gender and Age Sensitivity;
vi. Governance and accountability;
vii. Strategic Partnerships and Alliances;
viii. 37 K{ADHKed Principle
i X . Health and Community Systems Strengthening;
X . Decentralised implementation;
xi. Investing for impact and maximising efficiencies; ai
x ii. Alignment with National and International Policy k3¢




The NASF 2017 - 2021 will be aligned to the following national and internationalgolicy framework

i
i
iii .
v .
V.
vi.
vii .
viii .

Xi .

The Vision 2030;

The Seventh National Development Plan;

The National Prevention Strategy for HIV;

The Decentralisation Policy;

The 2030 Agenda for Sustainable Development;
Fast-Track Strategy;

High Level Meeting (HLM) Political Declaration;
PEPFAR Strategies;

Global Fund Strategy on Ending Epidemics 2017 - 2!
East and Southern Africa (ESA) Commitment; and,
International Labour Organisation (ILO) WorlstftEgy
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4.1 The Investment Framework

The Investment Framework is a realistic and achievable road map tcelecie/@liogress in the
national response. The framework is meant to maximise benefits in thepedpose, rational
allocation of resources and increase efficiencies in HIV Prevention, treatmppgrtare and su

Figure 5 below shows the modified UNAIDS Investment Framework overlain with (i) the SDG 3 objecti
health and the HIV epidemic; (ii) the strategies and international coarmitigetits idmbian
response to the epidemic; and, (iii) #090Q@reatment targets for the Fast-Track Strategy and the 90
per cent compensative prevention servicésThegatrows in the diagram indicate the mapping of the
strategies, objectives anfl(B@0 targets into the high impact interventions envisaged for the national HIV
multi-sectoral response going forward.

Figure 5: Modified Investment Framework
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all appropriate steps to ensure that 90% of those at risk of HIV infection are reached by comprehensivé prevention service:
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4.2 NASF 2017 - 2021 Focus Areas

The NASF 2017 - 2021 strategic interventions were informed by the epidematbogicedsponse
analysis of HIV and AIDS in Zambia. This provided the evidence used to identifyedoticavimmglate t
national strategic interventions:

I. Social and Behaviour Change Communication (SBCC);
il. Comprehensive Condom programming;
iii. Voluntary Medical Male Circumcision;

iv. Sexually Transmitted Infections;

V. HIV Testing Services;

Vi. Elimination of Mother to Child Transmission;
Vil. Treatment (ART);

viii.  Critical enablers; and,

iX. Synergies with other development sectors.

4.2.1. Social and Behaviour Change Communications (SBCC)

Social and Behaviour Change Communication seeks to promote sustainediquositiv@nigeha

variety of methods such agmaoee talks; group discussions; community dialogues; individual and group
counselling; advocacy; drama; and, mass media such as radio, televisiatesiads ptim recent

times, new technologies such as the use of Internet, texting and social rkediaiiteagahdeport

and Tune Me have been successfully used for SBCC.

The NASF (20172021) seeks to promote the scale up of innovative approaches reled@itering
and correct messages that are linked to determinants of the HIMtiepidemaldecsiand synergies
for an effective HIV response. The main focus will be to develop dnoeirapienrah change
communication strategies and messages that will facilitate and promotkighptakeadif
interventions.

Programme Objectiv&o influence social and behaviour change among the general pdpelation with
emphasis on key and vulnerable populations to create demand for HIV peseeseivicasd

Programme Strategies:
i.  Mobilise members of the general, key and vulnerable populations that are underserved
ii.  Advocate for change of policies and discriminatory laws;

iii. Strengthen implementation of age appropriate Comprehensive Sexuality Bdamation (CSE
information for learners in school settingsahsdioaat youth;

iv. Design and implement appropriate SBCC approaches and IEC materiabr theni sitevgiend




v. Scale up age-appropriate messaging and services to ensure an abglasitefriesally
environment in HTS, condom promotion and distribution, VMMC and treatment adherence;

vi.  Strengthen capacity of service providers and increase efficiency for delivetyoof & preven
care services;

vii.  Strengthen the capacity of peer educators, community health aratkardackifectively
deliver stigma free prevention and provide effective referral to services;

viii.  Strengthen engagement and influence leadership of FBOs and CBQOsorRalHtWdradd
political leaders in implementation of SBCC interventions;

ix. Strengthen the Integration of SBCC in eMTCT, HTS, VMMC, GBV, condentd? SR, PE
and stigma/discrimination reduction programmes; and,

X. Scale up tailor-made HIV and harm reduction messaging to key popglatipesr th
mobilisation.

Table 1: SBCC Targets

Indicator 1% of adolescents 15-19 with comprehensive HIV Rnowledge

2016 Baseline | 2017 2018 2019 2020 2021
Estimated
Population| F-887,398 900,881 915,124 (932,473 |954,923 983,185
in Need

M-874,130 892,277 911,405 (933,078 |958,687 088,683
%Target | F-38.9 50% 60% 70% 80% F90

M-42.3 50% 60% 70% 80% MO0

Source: ZDHS 202814

52016 High Level Political Declara®b U D I WKDW HQFRXUDJHV « OHREteking&WDWHYV Z
appropriate steps to ensure that 90% of those at risk of HIV infection are reached by comprehensive prevention servi
reaching 90% comprehensive knowledge is core prevention target.




Indicator 2 % of young adults 20-24 with comprehensive knowledge of HIV prevention

2016 Baseline | 2017 2018 2019 2020 2021

Estimated
Population| F-776,990 797,849 817,238 (835,039 |851,421 866159
in Need

M-750,271 774,663 |795,680 |814,881 |833,604 851,902
%Target | F45 F 55 F 65 F 75 F 85 F90
Mb3 M 60 M 70 M 75 M 85 MO0

Source: ZDHS 202814

4.2.2Comprehensive Condom Programming

Condoms are critical in preventing new HIV and Sexually Transmittedviredéctsonsiatended
pregnancies. Comprehensive Condom Programming addresses various components which incl
leadership, coordination, demand, supply and support. The NAGEL 20il7adopt the 10 step
approach for the Comprehensive Condom Programming as described beloav:ndtorkliping
condom support team; conduct a situation analysis; develop a comprehensat@mdegtategy;

develop an operational plan and budget; linking operatioatiplaal ttommodities security plan;
mobilise financial resources; strengthening human resources and institutional capaosyaioreate an
demand; strengthening advocacy and engaging the media; monitoring progranongdomglectentati
research and evaluate outcomes.

Programme Objectiv€o fully implement comprehensive condom programming that will contribute to th
prevention of new HIV and sexually transmitted infections.

Programme Strategies:

i. Expand access, demand and use of condoms among sexually actiye populations
ii. Improve supply chain management for condoms;

i.  Improve generation of evidence on comprehensive condom programming; and,
ii. Adopt a total market approach to comprehensive condom programming.




Table 2: Condom Programming Targets

Indicator 2.1Number of condoms procured (estimated on 30 male condoms per yead®er males 15-

freeand socially marketed combined)

NASF 2017 22021

2016 Baseline | 2017 2018 2019 2020 2021
Target (mal{ 57,322,650 108 millior; 114 millior 117 million 126 millior; 129 millior
condoms
Target (femal 2,084,543 3,325,342| 4,853,932| 5,908,543| 6,867,251| 7,894,983
condoms

Source: UNFPA (2016)

NATIONAL HIV AND AIDS STRATEGIC FRAMEWORK 2017 - 20z



Indicator 2.2 of never married adolescents 15-19 who used a condom at last sex

2016 Baseline | 2017 2018 2019 2020 2021
Estimated | F184,000 189,000 |[192,000 |196,000 (200,000 205,000
Population
in Need M 281,000 286,000 |295,000 (303,000 [312,000 |322,000
%Target |F 36.5 45 55 68 78 F90
M42.5 50 60 70 80 M90

SourceZDHS (20132014

Indicator 2.3%6 non -married young adults 20-24 who used a condom at last sexual encounter

2016 Baseline | 2017 2018 2019 2020 2021
Estimated | F 128,000 131,000 |135,000 |138,000 [140,000 [2144,000
Population
in Need M 339,000 348,000 |[358,000 |366,000 (374,000 387,000
%Target |F 44.7 50 60 70 80 F90

M 55.5 65 70 75 85 M90

SourceZDHS (20132014)

Indicator 2.4% men and women aged 15-49 reporting more than onetrsexualtipa last 12
months, reporting condom use at last sex.

2016 Baseline | 2017 2018 2019 2020 2021
% Targeted F: 30 F: 40 F:50 F: 60 F: 70 F: 80
M:29 M:40 M:50 M:60 M:70 M: 80

SourceZDHS (20132014)




4.2.3 Voluntary Medical Male Circumcision (VMMC)

Medical male circumcision offers a 60% reduction to the risk of HIV infecte noecirddowever,

male circumcision should be combined with other interventions like contkure useximEm
protection from HIV during sexual intercourse. The country aims to, tiooalgblthrearg Medical

Male Circumcisi¥MMC) Strategy and Implementation Plan (2016-2020), increase thellumber of he
facilities providing safe male circumcision services and increase the numizivefntédsneg
including neonates, accessing safe male circumcision services by 2020. Accofdiggly7 the NAS
2021 seeks to increase availability and accessibility of VMMC in all leadhitakEntned s part of

an integrated package of HIV and STI prevention.

Programme Objectiv€o contribute to the reduction of HIV incidence by scaling up VMBBG to reach 9
of HIV-negative, sexually active men between the ages of 1f&® withralividuals between the
ages of 15-29 by 2020.

Programme Strategies:

i.  Offer comprehensive VMMC package of services in an efficient, effectivéd arahmnaegrate
while ensuring highest quality of services;

ii. Provide improved systems to ensure successful campaigns and preparation for sustainability.

iii. Increase demand and meet targets for VMMC in the most effective agghgrangesetthrou
market/client-based approach;

iv. Develop and implement a robust plan for VMMC programme transition aimdti@egration
sustainability and maintenance phase once scale up targets have been met.

v. Build sufficient technical and strategic capacity to coordinate and mampgadvdGrowi
programme at national and subnational levels;

vi. Increase and sustain programme visibility and priority at national and subnational levels;

vii.  Mobilise sufficient financial resources to cover the programmatic funding gag while ensur
efficient and effective use of existing resources; and,

viii. Conduct operations research to fill VMMC information gaps and provide implementak
recommendations for policy and practice.

Table 3: VMMC Targets

Indicator 3.1Achieve 90 % VMMC coverage among HIV negative men aged 15-29 years by 2021
2016

Baseline 201 201! 201! 202( 202

Estimated population in need 800,348 | 659,950| 487,318| 371,085| 297,860| 130,907
1529 year old: % targeted 42% 47% 58% 69% 90% 90%
Source: MoH (2016)




Indicator 3.2Achieve 40% VMMC coverage among HIV negative boys aged 10 - 14 years by 2021

2016

Baseline 201] 201! 201! 202 202
Estimated population in need 149,017 | 193,066| 168,404| 159,648| 206,588| 151,388
10- 14 year old: % Targeted 37 39 40 40 40 40

Source: MoH (2016)

Indicator 3.3Achieve 20% VMMC coverage among HIV boys younger than 10 yedderaticthm29 by

2021

2016

Baseline 201 201! 201! 202 202
Estimated population in need 308,328 |404,842( 310,075| 248,458 245,557| 192,610
All other ages: % Target 10% 11% 14% 17% 20% 20%

Source: MoH (20$6)

4.2.4 Sexually Transmitted Infections (STIS)

STIs increase susceptibility to HIV infection for several well documented tieaswedentave
interventions that specifically address this aspect of the response. Zambsyrattopted a
management approach for STIs in accordance with WHO recommendabawch. dlluwsontline
healthcare providers to manage STI patients without laboratory-bsedvhielyrere not readily
available particularly at subnational level health facilities. The NASF 2@&Ks to28Qppset
improved screening and management of STIs as an integral component aititre $tiateygve

STIs Programme Objective

To integrate and expand coverage of STI screening and management in all clinical settings

Programme Strategies:

i. Implement awareness campaigns on STl management to promote early treatment seeki

behaviour, partner notification and referral,

ii.  Strengthen provision of comprehensive STI services and integration into primary health care;

iii. Target and reach key populations and other vulnerable populations;

6 vMMC Operational Plan (2@04.9)




iv.  Strengthen youth friendly services for integrated STI screening and KiaBagenmdnt)
promotion and distribution; and,

v. Integrated social behaviour change communication to improve aveaeanestearahd for
STI screening and treatment.

Table 4: STI Targets
Indicator 4.1% of males and females who reported an STI in the past 12 months

2016 2017 2018 2019 2020 2021

Baseline

% Targeted 15% 12% 9% 7% 5% 2%

Source: MoH (2016)

4.2.5 HIV Testing Services (HTS)

HIV testing is the gateway to HIV prevention, treatment, care and othveresupldfttssting is the

major strategy to achieve the first 90 of the Fast-Track strat§gy. R&QpFeZ OHGJIJH RI WKHLL
through HIV Testing Services (HTS) is crucial to the success of the HIV respondermsZambia. All
HIV testing should adhere to the WHO 5 Cs: Consent, Confidentiality, Couriestliregguisraeck
Connection. In Zambia the prevalent approaches for HIV testing are Vollingaand d@essieg

(VCT) and Provider Initiated Testing and Counselling (PITC), self-testing and hgme-based testin

Zambia has adopted the Test and Start strategy which entails thah evieoytests positive should
be started on ART.

As the country gears up to achieve the Fast Track targets, the tioHoomigrieshave been
proposed in the National HTS Guidelines:

i. Community-based mobilisation and testing;

ii. Self- and home-based testing;

iii. Event- and location-based testing;

iv. Public-private partnerships;

v. Voluntary and provider-initiated testing and counselling; and,
vi. Targeted testing for the most affected populations.

Programme Objective

To increase the coverage and uptake of HTS and strengthen existing linkages tateatment, care
support services.




Programme Strategies:

Vi.
Vil.

viii.

Xi.
Xii.

Xiii.
Xiv.

XV.

Fast-Track unique identifiers to address multiple HIV testing at facility, csetirrestitygand
settings;

Strengthen the enabling HTS policy framework and capacity for programraedleadership
management to facilitate sustainable scale-up of HTS service delivery;

Target HTS utilisation among at-risk sub-populations at high risk of HIV infection;

Mobilise people for HIV testing and counselling services through sodi@lirackabgba
communication;

Promote integration of effective condom demonstration, promotion and distfil®ytaithwithin

a specific focus on promoting risk reduction behaviours among adolescent anchigung adult clie
Promote HTS integration with other services at facility and community levels;

Strengthen provider initiated testing and counselling, especially amang eaittyren
addescents, especially with nutrition rehabilitation and other clinical services;

Mobilise financial resources to facilitate scale up of the HTS services;

Improve logistics and supply chain management for HIV testing reagents ardyother laborat
consumables and supplies;

Intensify HTS among couples, index cases and their social contacts;

Ensure quality assurance and quality control in the provision of &y destisglling

services at all levels;

Improve the generation, dissemination and use of strategic information for déctision making
planning, implementation, monitoring and evaluation of the HTS programme;

Mobilise financial resources to facilitate scale up of the HTS services;

Improve logistics and supply chain management for HIV testing reagents amayother laborat
consumables and supplies; and,

Intensify HTS among couples, index cases and their social contacts.




Table 5: HTS Targets

Indicator # 5.% of women and men aged 15-49 years who received an HIV test and know their result:

2016 2017 |2018 2019 2020 2021

Baseline
Estimated Populatic in| 7,484,377 7,634,06! 7,786,74( 7,942,481 8,101,33] 8,263,358
Need

% Targeted 55% 67% 70% 75% 85% 90%
Source: MoH (2016)

Indicator# 5:26 of sexually active adolescents 15-19 and young adults 20-24 wholaatls&x in the

months who also had an HIV test (see condom indicators data above foptmikedtoma}ed

2016 2017 2018 2019 2020 2021
Baseline
Females 159 50 60 70 80 85 90
Males 139 27 40 55 65 78 90
Females 204 60 65 70 75 85 90
Males 2@4 47 55 65 75 85 90

Source: MoH (2016)

4.2.6 Elimination of Mother to Child Transmission (eMTCT)

Zambia shares the international comfiinty RD O R DHilkibatiohL 6 IMowmCHIld
Transmission of HIV (eMTCT), with the ambitious target of reducintp-tieldrioémsmission

(MTCT) rate to less than one per cent by 2021. Substantial investmantsakdavin lgeg@anding
prevention of motkeechild transmission (PMTCT) services nationwide, yet more still needs to be done.

PMTCT programme challenges include: limited health care worker numberdirartedcayfantty;
diagnosis capacity, including access to Early Infant Diagnosis (EID), EID testing upta&adresults returr
documentation of final diagnosis; linkage to care and treatmentjtbaetelRionovith an increasing
number of children infected in the breastfeeding period; weak colgrsysteni® for tracking
mother-baby pairs along the PMTCT cascade of care; weak community support systems; lack of




confidentiality from health workers and limited quality assurance systems sandH|Vhe e &+
2017 - 2021 will address the above challenges and prioriseevedd3 @I support the reduction in
new HIV infections among paediatric patients.

Programme Obijectives:
I. To eliminate new paediatric HIV infections and improve the survivaiotieiidrethers
within the context of HIV infection; and,
ii. To introduce TB screening as part of an integrated approach for TB and HIV control efforts.

Programme Strategies:
i. Scale up services for early infant diagnosis of HIV to all eMTCT siteés@rioche>qu-out
testing in all facilities; strengthening linkage to treatment for infected infants;

ii. Integrate Early Infant Diagnosis of HIV with Expanded Programme for Immandation (EPI)
other MNCH services;

iii. Expand the roll out of lifelong ART (Option B+) with emphasis on
retention in care for mother-baby pairs to reach all eMT(
the country;

iv. Promote and scale up male involvement in eMTCT progra

v. Scale up HIV treatment and prevention into antenatal, irf
and postnatal care; providing and increasing adhe
treatment for HIV positive pregnant and breastfeeding
(PBFW); :

vi. Expand and strengthen Sexual Reproductive Health Serviceg
(SRHS) for adolescents and young women, including targe
promotion of prongs one and two ;

vii. Increasing first antenatal attendance within three m
pregnancy and follow-up antenatal care visits through ©
outreach programmes with close collaboration with ca
based health workers;

viii.  Scaling up of viral load monitoring for all HIV positive PBE

ix. Strengthen implementation of provider initiated course

testing (PITC) within MNCAH services.

Zambia has an ambitious target of
reducing mother- to-child transmission
of HIV to less than 1% by 2021




Table 6: eMTCT Targets

Indicator # 6.% of HIV-positive pregnant women who receive antiretroviral therapy to reduce the
risk of motheo-child transmission
2016 2017 | 2018 2019 2020 2021

Baseling

Estimated Population in N¢ 77,034 | 77,513 | 77,281 |77,236 | 76,555 |76,444

% Targeted 89% 89.5% | 91% 95.4% |[99.4% 100%

Indicator # 6.2% of children born with HIV from mothers living with

2016 2017 2018 2019 2020 2021

Baseline

Estimated Population in N¢ 77,034 (77,513 | 77,281 | 77,236 |76,555 |76,444

% Targeted 5% 3% 2% 2% 1% 1%

Source: SPECTRUM 2016

4.2.7 Treatment of HIV, AIDS, STIs and TB

Treatment, care and support in the context of HIV and AIDS encmonfiasses af actions and
interventions at various stages including Pre-ART, ART, TB/HIV co-infectionppreasitoad Su
nutrition and psychosocial support. The continuum includes activities thatpaneadydacseatic

health facilities combined with outreach to sites that bring services closewedl psdpbena and
community based activities that support the individual patient andviackitatendadth workers

based in health facilities. In accordance with the new treatment giNdeliRe2)1fie- 2021 has
adopted a7HVW DQG 7UHDW"  DSSURDFK DV UHFRPPHQGHG E\ :+2

Programme Objectiv€o expand quality treatment coverage to reach all the PLHIV inuoeder to ens
guality healthy lives, reduced new HIV infections, morbidity and mortality.

Programme Strategie

i. Improve linkage to care, counselling, and diagnostics for persons dibidviosedsviih
timely initiate on ART and strengthen monitoring systems to track linkages

ii. Strengthen strategies to maximise treatment adherence and retention in carethe fully realise
potential of treatment;

iii.  Strengthen mechanisms for coordination of collaborative TB/HIV interventions;

iv. Address inequities in access to treatment to reach those left behind: infartiesckiidren, ad
girls and boys, men, persons with disabilities and other key popsitatgtiseantargeted
approach to retain them in treatment services;




v. Ensure adequate skilled health providers at all levels and throughoutitinen¢ ctise frée;
vi. Scale up and strengthen community-based level diagnostics and cogsamvicetyléivelry
models;
vii.  Strengthen mobile ART services in rural areas and hard to reach populations; and,
viii.  Support the food and nutrition component of the ART prograongetbyer dhings, forging
strong collaboration with food security and livelihood sectors amgsasgehniaatMinistries
of Agriculture; Livestock; and, Community Development and Social Services.

Table 7: ART Targets

% of HIV positive children currently receiving antiretroviral therapy

Indicator # 7.% of HIV-positive adults who know their status and are currently receiving antiretroviral
therapy

2016 | 2017 2018 2019 2020 2021

Baseline

Estimatec populatn in| 1,060,47¢ 1,095,39 1,124,072 1,152,37 1,180,011 1,207,0¢
Need

% Targeted 70.6%  73% 76% 79% 81% 83%

Indicator # 7.2%6 of HIV-positive childrefil@®years) currently receiving antiretroviral therapy

12016 2017 2018 2019 | 2020 12021
Baseline

‘Estimated population in N 67,076 | 63,508 |59,446 |55,225 50,866 | 46,33

% Targeted 74% 75% 7% 79% 81% 83Y%

Source: SPECTRUM 2016
4.2.8 TB/HIV Co-infection

TB remains the leading cause of death among PLHIV. The percetifege HiVigesitive TB
patients on ART has increased over the years. TB/HIV co-infection prograwemenstficats ha
systematic enrolment of all HIV/TB co-infected patients on ART. The NASHo20%&s- @021

reducing the risk of TB in PLHIV.

Programme Objective3o strengthen TB/HIV services including high-quality DOTS expansion and
address multidrug resistant (MDR) TB.




Programme strategies:

i.  Strengthen mechanisms for coordination of collaborative TB/HIV interventions;
ii. Scale up TB/HIV control in special settings and among all key populations
lii.  Strengthen TB/HIV infection prevention and control measures in hdattbnoarsign
settings;
iv. Enable and promote operational research;
v. Promote orientation, training, mentoring and technical support for h&alth ioaf@idV
interventions;
vi.  Support coordinated TB case finding among PLHIV and ensure thdBppdtienssoivho
are co-infected are tested for HIV;
vii.  Strengthen coordination, linkages and referral systems between TB and ART Programmes;
viii. Mobilise and engage community health workers to support referral systeimstwé@atien
HIV and TB programmes.

Table 8: TB/HIV Co-infection targets

Indicator 8.1% of HIV positive registered TB patients given anti-retroviral during TB treatment

2016 2017 2018 2019 2020 2021
Baseline

‘Estimated Population in N\ 17914 25267 29663 |31985 34530 | 3663

‘ 76% 85% 92% 100% 100% | 1009

Source: SPECTRU[2016)

4.2.9 Treatment Optimisation

HIV Treatment Optimisation (TO) is an intended process to enhance éfiecbuyg-tetinerence,

tolerability, safety, convenience, and affordability of combihafioe @tkfhate goal of TO is to
expand access to wadlrated and effective lifetime HIV treatment.

Programme Strategies

To explore and scale-up workable cost effective differentiated models of care
I.  Improve treatment outcomes as side effects and toxicities subside;
ii. Provides improved quality of drugs;

iii. Accelerate treatment access expansion efforts t@@ds0Qets.

7 Conference on Antiretroviral Drug Optimisation (CADO)




Viral Load Testing

Viral load test is a lab test that measures the number of HIV virus paliticle®irbaod. These
particles are called "copies.” A viral load test helps provide informaditnstattisedfie@n individual
and how well antiretroviral therapy treatment controls the virus.

Programme Strategies:

I.  Expand viral load testing sites and accessibility; and,
ii. Develop and strengthen a courier system for specimens from the pointt@ftle®llection
reference laboratory to enhance optimal utilisation of the viral load testing malthines and re

Table 9: Viral Load Testing

Indicator 9.1% of PLHIV who are virally suppressed agi€dygars

2016 2017 2018 2019 2020 2021
Baseline

Estimated Populatif 1,060,474 |1,095, 394 (1,124, 024 1,152, 1,180, 012 1,207, 08C
in Need 373

% Targeted 52% 60% 65% 70% 80% 90%

Indicator 9.2% of PLHIV who are virally suppressed a§éd/0ars

2016 2017 2018 2019 2020 @ 2021
Baseline

‘Estimated Population in N | 67,076 = 63,508 59,446 55,225 | 50,866 @ 46,33

% Targeted 52% 60% 65% 70% 80% 90v%

Source: SPECTRU[2016)

4.2.10 Pre-Exposure Prophylaxis (PrEP)

Pre-exposure prophylaxis (PrEP) is a method of preventing HIV infeciignllbgvekiray. This
HIV prevention tool is for people who do not have HIV but at&akbtiskiloftgetting it. The pill used
bears the brand namravadand contains two mediciheadfoviandEmtricitabifehat are used in
combination with other medicines to treat HIV. When someoddasH¥ptbseugh sex or injection
drug use, these medicines can work to keep the virus from establishing a pernvehenttadfeotion




consistently, PrEP has been shown to reduce the risk of HIV infection in @edpdg wikk hyeup
to 92 per cent. PrEP is much less effective if it is not taken consistently.

This is a powerful HIV prevention tool which can be combined with condomseathdrothethods
to provide even greater protection than when used alone. The N2BH 2&feéts discordant
couples and key populations.

Programme Objective
To prevent HIV infection in negative people who are at substantial risk of HIV exposure
Programme Strategie

i. Implement appropriate, evidence-informed communication and adwexdoyirstrates both
healthcare provider and public awareness of PrEP within the contextntbrilWithave
stigmatising the intervention and its potential users, nor increasing risky sexual behaviour;

ii. Offer and promote PrEP as an additional option in the context of combination prevention

iii. Integrate PrEP into other HIV prevention programmes, policies and services dsan@ll as sexua
reproductive health, contraception and fertility planning services and antenatal care;

iv. Strengthen capacity for continuity care with patient on PrEP; and,

v. Appropriate Monitoring and Evaluation (M&E) systems need to benamipdacntbevaluate

provision, quality of care and impact of the PrEP programmes.

4.3Critical HIV Programme Enablers

Programme enablers are critical to the success of a comprehensive HIYiptbgrattaimenant of
Fast-Track targets. Critical enablers ensure equitable access and non-discriminaibrglatmess to HI
services and guarantee full involvement of local communities.

4.3.1 Leadership Commitment and Good Governance

The national HIV response needs commitment and good govetinaatepabvirgcial, district and
community levels. Sustained political, civic, traditional, community and corporated leadership
commitment at all levels is essential to ensuring an effective andtifsegsa@lmesponse. The
NASF 2017 - 2021 will seek to strengthen community-led initiatives antiticahgeadership,
commitment, accountability and good governance of the response.

Programme Objective

To improve and strengthen accountability, commitment and good gheanmational shulti-sectoral
HIV and AIDS response that ensures provincial, district and community led strategies

Programme Strategies:

a) Enhance political commitment and good governance;
b) Sustain leadership at all levels;




c) Enhance leadership, governance and oversight for implementingsotutiergréovA 1V and
AIDS; and,

d) Focus investments where they matter most with sufficient quality anenleapitydfo
decentralised delivery of HIV services.

4.3.2Gender Equality, Equity and Empowerment

HIV in Zambia has a feminine face hence the need to takarecetmmgddressing gender inequality
and GBV. Gender disparities among adolescents is even greatehwiflb girkliage group, twice
as likely to be HIV-positive than boys of the same age group. In nieasy thergemerational sex
places girls at high risk of exposure to the virus.

Gender-based violence has also been identified as a significant factmrequaépdn Zambia,
affecting all aspects of women anfi Yhe@ L | g tHe@ &cCeXsGd_aQd use of HIV services. The NASF
2017 - 2021 will seek to ensure that a gender dimension is ihpiidgdnme areas of the multi-
sectoral response.

Programme Objective
To eliminate gender inequality and gender-based violence
Programme Strategies:

I.  Support gender responsive and inclusive programmes to advance sexual repeodtlictive health
rights;

ii. Implement community programmes to change harmful gender norms, negstigadstereotyp
concept oft W Rakdalfhity;

iii. Strengthen coordinated government response to HIV, GBV, early marriages, unplann
pregnancies, poor educational advancement of girls and child protection;

iv. Review the national plan of action on reducing HIV infection among women and girls;

v. Gender responsive monitoring and evaluation; and,

vi. Strengthen advocacy to operationalise existing policy and legal framewaskdénatfald
gender and social norms.




Table 10: Gender Equality and Empowerment

Indicator 11.% of GBV cases reported annu

2016 2017 2018 2019 2020 2021
Baseline

Estimated Populatior{ 14,104,10( 14,676,84| 15,443,73] 15,876,451 16,023,64] 16,901,73
Need

# Targeted 1,133 2,095 2,643 2,951 3,694 4,118

Indicator 11.2¢ of Survivors receiving Post-GBV Care

2016 2017 2018 2019 2020 2021
Baseline

Estimated Populatior] 14,104,10( 14,676,84| 15,443,73] 15,876,451 16,023,64| 16,901,73
Need

# Targeted 18,126 19,363 20,765 21,984 22,764 23,069

Source: MoG (2016)

4.3.3 Policies, Laws and Human Rights

Government has continued to show strong political will and commitment to iegsatingriaraiaic
and institutional resources into the HIV and AIDS response. However, opportunitieeatdl aemain to
more enabling legal environment for providers and beneficiaries of HiVieesl iAlDS seuntry.

Programme Objective

To enhance the enabling social, policy and legal environmernth& mogection and promotion of
human rights and dignity for all, with a special emphasis on historically exclutisecagbupEgina

Programme Strategiés

i. Advocate for and promote legal reforms against laws and policies dbasshiodeti\a
services;
ii. Undertake legal literacy programmes to teach those who are living wibtly b¥\éfédaead
human rights and the national laws relevant to HIV;
iii.  Eliminate stigma and discrimination against PLHIV and other key and margimalised populatio
iv. Establish mechanisms for stakeholder engagements with the Zambia Law Developme
Commission to change discriminatory laws; and,
v. Sensitise law and policy makers on the need to enact laws, regulatieagteidpukibit
discrimination and support access to HIV prevention, treatment, care and support services.

8 Per R-NASF 2012016




4.3.4 Elimination of Stigma and Discrimination

Stigma and discrimination have been identified as a barrier to HIVhgreptek®rofacare and
treatment services. The socially excluded, poor and vulnerable people witio lahé avengnlikely
to access HIV and AIDS services thereby negatively impacting on thespilalitgnant lead
healthier and normal lives.

Programme Objectives

To mobilise and strengthen institutions, community support systems andd3sHiNgnaaddd
discrimination whilst at the same time instituting anti-stigma and discriminasofopiegramme
populations.

Programme Strategies:

I.  Scale-up campaigns to reduce stigma and discrimination and prontote¢ sptalcesfand
prevention interventions;

ii. Provide legal support services to ensure that PLHIV have access tohastioghtehbavie
been violated;

iii.  Implement programmes aimed at reducing stigma and discrimination against &egt populations
in the world of work;

iv. Reduce stigmatising attitudes in health care facilities and to provide hedtththeogkikss

they need to ensure pat®ntd LJIKWYV WR FRQILGHQW L D@dcivhinatid8,SUR S U
and,

v. Conduct measurement of HIV related stigma through People Living with HIMu8t&gna Index st

4.3.5Resource Mobilisation and Sustainable Financing

Zambia continues to be heavily reliant on donor funding. This calls appircamles/¢éo raising
domestic funding for the response. Innovative approaches for retrenuegdrnerbe explored and
implemented by the Government. Efficiencies in HIV and AIDS spende) tedum promoted with
corresponding accountability mechanisms strengthened to enhancegpagner confid

Programme Objectives
To localise the major share of the AIDS budget by 20
Programme Strategies:

I. Increase domestic resource mobilisation by 2020;
ii.  Strengthen donor confidence through enhanced efficiencies in resource, utilisation; an




iii.  Advocate for legislation to broaden the net of domestic resource omlblthtstaté and
nonstate sources.

4.3.6 Positive Health Dignity and Prevention

Previously knownaS RVLWL Y H BRMWHOQWLRHD OWK 'LIJQLWepbdd G 3UHYH
HIV prevention for and by People Living with HIV (PLHIV). Théspoinkif{pGoare to improve the

dignity, quality and length of life of PLHIV. If achieved, this will, in turrmdvaresst faenilies and
communities, including reducing the likelihood of new infections. Itaidmaderpmundation that
includes improving and maintaining the dignity of the individual living withtdHévidlesbppces

the individulvV SK\VLFDO PHQWDO H P R,\MiuRnQBdhgDiQeGbankfits Eréatds H D O
an enabling environment that will reduce the likelihood of new HIV infections.

Programme Objective
To improve the dignity, quality and length of life of People Living with HIV
Programme Strategies:

i.  Promote holistic health and wellness of PLHIV, including universal, equitabletacgess to volu
HIV counselling, confidential testing, care and support and timely @wteegsreatrobent
and monitoring;

ii.  Address factors that undermine health and dignity of PLHIV, includinipqubuesgcanty;
lack of mental and psychosocial support; lack of educational opportunity; sgeiatiexclusion
inequality; and stigma and discrimination based on HIV-positive status;

iii. Scale-up and support existing HIV counselling and testing, carefraepparidtpravention
programmes that are community owned and led as well as increasing access to rights-bas
health services including sexual and reproductive health;

iv. Scale-up and support literacy programmes in health, treatment, preveighis, andriaw
and ensure that human rights are promoted and implemented timtopigiy raxheres and
protections;

v. Ensure that undiagnosed and diagnosed PLHIV, along with their paminausites] are
included in HIV prevention programmes that highlight shared responsibility regardless of know
perceived HIV status and have opportunities for, rather than barriers gathempeivesn
and their sexual partner(s); and,

vi. Scale-up and support programmes that focus on community-drivienresjsiages to HIV
by investing in community development, networking, capacity building and reglaurces for pe
living with HIV organisations and networks.




4.4 Synergies with Development and Other Sectors
4.4.1 Synergies within the Health Sector

The HIV epidemic has affected every aspect of development in Zamt81 The?RN2ASFepresents
a cost-effective and sustainable strategy of fully mainstreamingciBi®camonso development
sectors to ensure all citizens are able to equally access relevant HIV services and support.

High impact interventions outlined in this section are services mostly deliverieealtivasegtioth

This section deals with health services that directly or indirectly related to KivEgpokuas Po
Prophylaxis (PEP), Blood Safety, Viral Hepatitis infection and Psychosocist Septbrisetier
services are important by themselves and also have a significant relationship with HIV and SRHR.

1. Post Exposure Prophylaxis (PEP)

The national HIV response has supported the Post-Exposure Prophylarige(RERY tmfection

from developing in people exposed to the virus. PEP is providegeasf sgraces: first aid care;
counselling and risk assessment; HTS and depending on thetbetoskassiessment, 28 days
provision of ARVs with follow-up. This programme supports initiatives that credmubwatieness a
occupational and non-occupational PEP to prevent HIV infection devebxppey soespo

Programme Obijective

To scale up PEP services and ensure that they are available and accessblepte eligbhave
been accidentally or otherwise exposed to HIV and are given drugs to reduceuthénfisgtionpri

Programme Strategies:

i. Integrate PEP into the minimum occupational health package for emesgentcycgmtéet
victims;
ii. Strengthen GBV care services including PEP for survivors of sexual assault;
iii.  Scale-up community awareness on PEP; and,
iv. Intensify community-based advocacy work to sensitise communities on PEP services.

2. Viral Hepatitis Infection

Viral Hepatitis infection is widespread, affecting over 10 times the mimEfectegewith HIV.

Zambia has a high prevalence of HBV infection, estimates vary from 4-8 per cent and data from the Z:
National Blood Transfusion Services (ZNBTS) suggests that prevalenceeis cavialtinaigh it

varies across the country.




Programme Objective

To prevent and reduce the impact of viral hepatitis on people, societgragdties eonext five-
year period in order to eliminate Hepatitis B Virus (HBV) as a public health threat by 2030.

Programme Strategies:

I.  Scale-up awareness of Viral Hepatitis to increase knowledge of thelajere i &py
populations on risks and protection from viral hepatitis;

ii.  Strengthen strategies for enhanced knowledge and skills of health caseneeviag tsigh
risk populations;

iii. Support improved efforts for reducing stigma and discrimination associated with Hepatitis in
community; and,

iv. Reduce new viral Hepatitis infections through enhanced eMTCT; readaptlieope cple
in communities and prevention of health care related transmission.

3. Blood Safety

ZNBTS plays a very critical role in ensuring blood safety across all the 10 pioanéestof Zam
regional blood bank has the capacity to test all donated blshuifor tr@msmissible infections
including HIV, Hepatitis B and Syphilis.

Programme objective
To ensure availability of adequate supplies of safe blood and blwodllppatiants in Zambia
Programme Strategies:

i.  Increase the annual blood collection to meet the national blood and bloodqrahists req
i. Develop and implement ICT Solutions to improve the management thrikiuditood
processes;
iii.  Improve the clinical interphase in the blood transfusion chain;
iv. Operate an effective, nationwide Quality Assurance programme that gnstitee setivei
blood transfusion process; and,
v. Strengthen the Monitoring and Evaluation function of ZNBTS.

Table 11: Blood Safety Targets

Indicator 11.# of safe blood units available for transfusion

2016 Baseline | 2017 2018 2019 2020 2021
# Targeted 150,000 156,000 | 152,000 (168,000 |174,000 |300,000

Source: ZNBTS (2016)




4. Psychosocial Support for PLHIV

The increased effectiveness and availability of Highly Active Antiretroviral AR&atchaimtgy lthie

past decade has resulted in thousands of PLHIV to survive and nidddmegtHives. Psychosocial
support is essential because it addresses the ongoing psychological and social prigdeds of HIV
individuals, their partners, families and caregivers.

Programme Objective

To strengthen and support the ongoing psychosocial programmeésitagiteratndividuals, their
partners, families and caregivers to help them cope more effectively with teacimfstetgen and
enhance the quality of life.

Programme Strategies:

I. Scale-up training on the provision of psychosocial support and engtio® intorgoe
curriculum for various cadres of health care providers including training ofatbmmunity he
workers;

ii. Strengthen and formalise home and community-based provisi@yabiobasial rare by
community volunteers and family caregivers; and,

iii.  Build community capacities to provide counselling and support to reatslitg sosi@nuity
of interventions and community development.

4.4.2Synergies with other Development Sectors
1. Education Sector

The Ministry of General Education has implemented a number of strategies Relesedlytp thitV
ministry revised the national school curriculum to ensure that Life Skills-Basae Cexymbtyen
Education (CSE) is part of ledfne&ddH U | R U P D Q FathobgvivarywotherHmiatves. In 2014, the
MoGE recorded 16, 430 pregnancies among pupils (13, 327 prib@@sacohdary). The ZDHS
2013-14 found that 5.2 per cent of adolescent girls aged psetyBamerduring the survey. This
would be approximately 44, 500 adolescetitegicks the MoGE pregnancy data captures only around
onethird of the annual number of adolescent pregnancies.

Programme Objective
To reduce the impact of HIV and AIDS in the educational sector
Programme Strategies:

i. Expand resources for, and strengthen, operation of school-based AIDS Action Clubs;

ii. Strengthen targeted guidance and counselling support for ateists adotimary and
secondary schools and school to clinic based psychosocial support for adolescents living with F

iii.  Institutionalise linkages with the health and other sectors to inyd¢asdTE&®CcART and
condoms for teachers, non-teaching staff and students in all learning institutions; and,




iv. Improve sexuality knowledge and information through integration of a@ge appropri
comprehensive sexuality education in school curriculat@peepdiée- skills activities in
schools.

Table 12: Education Sectandicators and targets

Indicator 12.1CSE HIV Knowledge Levels of Learners (Based on National Exam Scotres)

2016 2017 2018 2019 2020 2021
Baseline
CSE Question | -- F 2TBD X X X 90%
Exam Scores
M-TBD X X X 90%
Grade 7 (by se:
CSE Questions | -- F 2TBD X X X 90%
Exam Scores
M-TBD X X X 90%
Grade 9 (by Se
CSE Exam - F 2TBD X X X 90%
Scores Grade
M-TBD X X X 90%
(by Sex)

Source: MoGE (2016

Indicator 12.2cale up Comprehensive Sexuality Education Curriculums

201¢ 201" 2018 2019 2020 2021
Baseline
% of schools 60% 80% 100% |100% 100% 100%
implementing CSE
% of schools with | x X X X X 100%
resourced an
operational AAC

Source: MoGE (2016

2. Adolescents and Young People

Adolescents and young people are significantly at high risk of contragting HWo@ndfforts are
needed to promote a combination of services within the high impastwviiiervackdescents and
young people can adopt. The NASF 2017 - 2021 recognised dd@rddeoygaged 15-19, young
women and men aged 20-24 as distinct vulnerable populations, whia oéadrgeted but
differentiated programmes. Attainment of the Fast-Track targets will not be achieveyl without ensuri




universal access to HIV prevention, treatment, care and support services by adolgscents and youn
people.

Programme Objectiv€o support and provide adolescents and young people with adeguate access t
inclusive and responsive HIV/SRH services by 2021.

Programme Strategies:

i. Scale up SBC@o raiseadlescent§ D Z D U H Qiklisa¥ioribaDavailable HIV/SRH services
by addressingocial, religious cultural,economiclegal and politicafactorswhich hinder
adolescents and young people access to HIV and SRH knowledge, skills and services;

ii. Improve the quality and targeting of HIV prevention, HIV treatmentoseeviSddsatidough
integrated adolescent responsive HIV and SRHR programmes;

iii. Scale up a gender sensitive and adolescent responsive healthosent@alPhagh burden
health facilities to increase access and utilisation of HIV and SRHR services;

iv. Strengthen the coordination of adolescent programmes at all levels; and,

v. Strengthen Monitoring and Evaluation systems in relation tgjadotes@ert 5 +
programmes.

Ad olescents
and young
people need
comprehensive
HIV prevention
information




Table 13: Adolescents and Young People

Indicator 13:% Health facility coverage of adolescents friendly HIV/SRH Services

2016 Baseline 24%

2017

2018

2019

2020

2021

30%

50%

65%

75%

90%

Indicator 13:2Number of all adolescents reached with HIV/SRH prevention services.

2016 Baseline 2017 2018 2019 2020 2021
Baseline2 TBD 20% - 510,000| 720,000 {900,000 | 1million |1.16 million
340,000s (55%) (60%) (75%) (85%) (90%)
% of Adolescents Living with HIV Aged 15-19 utilizing ART services
2016 BaselinéTBD 50% 60% 70% 80% 90%
Indicator 13:3umber of youth led FBOs/CBOs actively participating in health related de
service provision
2016 Baseline 2017 2018 2019 2020 2021

55 65 75 85 90
Indicator 13.44umber of policy and legal frameworl
2016 Baseline 2017 2018 2019 2020 2021

0 1 1 0 0

Source: National Adolescents Health Strategic Framework 22208

cisions and



5.1 Integration of HIV/AIDS, Sexual Reproductive Health and Other Services

Integration is the actual joining together and offering of a compreh&mdiVerseétHIV services or
operational programmes to ensure and perhaps maximise colledtiventesalthinking SRH and
HIV services ensures that all people, especially adolescents and youngosuidts,watte gum
integrated package of quality health services, that are confifilentiatignea and discrimination and
ensures that no-one is left behind. The NASF 2017 - 2021 wiltlesdamibiet HIV response is
clearly and fully integrated with sexual and reproductive health.

Programme Objective

To strengthen the health service delivery system at national, provinclalelsdfaligtrestprovision
of HIV services integrated in SRH and other health care services

Programme strategies:

i.  Advocate for building of new, and upgrading of, existing health fadiiigsitdrastraicie t
provide HIV, SRH and other health services with designated spasesntofriaddly HIV
and SRH services;

ii. Scale-up national training of pre-service and in-service health worlarsobmfaorased
HIV and SRH and other services;

iii. Institute mechanisms for task sharing and mentorship for skills transfelivergrfuiiee
essential health package; and,

iv. Scale up the integration of HIV services with critical health programmesdurecatma-comm
diseases (NCDs), STIs, MCH, sexual and reproductive health.

5.2Health Systems Strengthening

Zambia is committed to a continuous investment in the health sector astpdd iofjiioeéf access
to quality health services by all its citizens (SNDP 2014-2016). The lesaitorgeuied to record
significant progress in most of the key areas of health service délsErg0The RO21 provides for
an evidence based quantification and forecasting of reproductive Hiigth A&Wmand laboratory
consumable supplies to ensure no service interruption which can dettiatidditntsotn this
regard, operationalisation of the Regional Stores Hubs by MoH is agstiediiecttoa riowards
decentralisation of the logistics and supply chain management system among others.

Programme Objectives

To improve the capacity for equitable distribution, availability and accessibilitpofpreakysivel
HIV and AIDS services in ways that are gender and human rights responsive and cost effective.




Programme Strategies/Interventions:

I.  Support robust and evidence informed quantification and forecasting for eajthoductive h
commodities, ARVs, condoms and laboratory consumables for HIV;

ii. Capacity improvements in Logistics Management Systems (LMS) both atottes kedlical S
the Regional Hubs to ensure accurate quantification, forecasting and timety distribution
reproductive health commodities;

iii.  Scale-up innovative community-based (e-health) delivery modalities; and,

iv. Develop technical and operational capabilities for efficient manageemeeniaig@axigrnal
resources earmarked for the national HIV response.

5.3Community Systems Strengthening

Communities have enormous potential in demand creation, advocating t&sbstipping
stronger health literacy, provision of home-based care, supportingoRitdiNs asd well as
challenging negative practices, such as alcohol and drug abuse, and stigm#tiand discrimina

Programme Obijective

To contribute to HIV prevention, stigma reduction and continuum of care sssbidos®e RIsHIV,
and the most affected, in order to maximise coverage and optimise althéoanceraducing loss
to fall-out.

Programme Strategies:

i.  Train and motivate community health workers and community-basedtongamsattossd
provide integrated HIV, SRH and other services at community level,
ii. Improve access to and rational use of quality essential products and technologies for H
prevention, treatment and care services including condom promotion andcdistniouniiyn a
level,
iii. Integrate SBCC for HIV prevention, treatment and stigma/discriminatioronsghuctign at c
level;

iv. Promote and strengthen the delivery of designated services for adolesceits disitigewith
transition from paediatric to adult ART services; and,

v. Establish and strengthen community evidence-based programming and M&E systems.

5.4Social Protection

Social protection programmes have increasingly become HIV sensitive and theis repichsuale-up
more numbers of vulnerable households affected by HIV. Social protecipporam@rdmmes
enable the HIV and AIDS response to more effectively address the underhengpeitesr@is,of t




reduce the social and economic barriers to universal access, contribute to reductiams,n new infect
increase treatment uptake and retention and help mitigate the iegdetrot.thtecan contribute to

the prevention of further new HIV infections by reducing potential risky copuroty stsasegidsr

favours.

Programme Objective

To provide support to vulnerable households and individuals in order tpaetiotéitheaind AIDS
by 2021

Programme Strategies:

I.  Provide social cash transfers to vulnerable households and to peapteliaffectedh HIV
to enhance cash and care interventions;

ii. Advocate for inclusive, enabling and HIV-sensitive social protection policy and regulatc
environment;

iii. Improve collaboration among the major players in social protection programmes includi
ministries of Community Development and Social Services; Agriculture; Livestock; and, Lc
Government and Housing; and,

iv. Ogerationalise the Social Health Insurance Scheme.

Table 14: Social Protection Targets

Indicator 14# of vulnerable people accessing social protection services such as Social Cash
transfers and food security packs.

2016 2017 2018 2019 2020 |2021
Baseline
# Targeted 285,000 (330,635 |447,741 | 585,379 | 657,744 778,73¢

Source: MCDSS (2016)

5.5 Nutrition and Food Security

The need to ensure food security is an essential structural intervanienHb/ gmevention,
treatment, care and support. Food insecurity and HIV epidemics co-existterrshaxatbdra
Nutrition and food assistance can support uptake of HIV counseliin¢iBndnesitiB treatment and
adherence to HIV prevention and treatment services. Good nutritiononelpsapaepteto recover
from malnutrition, tolerate drugs and manage side effects. Nutrition ppdrortferdfere, will be
an integral part of HIV and TB treatment regimens and broader AIDS responses.




Programme Objectives
To contribute towards the reduction of food insecurity in households made vulndralilSby HIV a
Programme Strategies:

i.  Strengthen breastfeeding counselling messages for HIV exposed infants;

ii. Reinforce the importance of nutrition for treatment adherence; and,

iii. Strengthen district level and community level planning and coordinationndnHiutrition a
services and enhance district financing.

5.6Poverty Alleviation and Livelihoods

The capacity of vulnerable households to cope with the impact ®ftdlibe reteshgthened.
Interventions such as sustainable businesses and livelihood develoygneertipusghold food
security, food security packs, backyard and community gardens, small leesiodkredbemg
household risks and vulnerability are all important in the context of HIVOIIhe 208 SRviRi
strengthen and support the capacity of PLHIV and their familielithgawadgvaat skills, improving
access to credit, and building appropriate value chains and markets.

Programme Objectives

To support poverty alleviation efforts especially among people tetyndidffand AIDS with the
ultimate goal of contributing to the reduction of new HIV infections

Programme Strategies:

I.  Enhance knowledge on HIV-livelihood linkages;

i. Promote integration of PLHIV networks in sustainable business develogineatl and live
empowerment initiatives focusing on adolescent girls and boys and ycabée amdnverine
and men;

iii. Promote economic empowerment of women using various economicnaechfinemsgal
and strategies; and

iv. Improve linkages between HIV service and social protection programmevertgd other po
alleviation strategies.

5.7Mainstreaming HIV into Capital Projects

Government has embarked on large-scale infrastructure developments as partimoprt/glans to
socio-economic growth for the country. Amid these ventures, the Government reitioguises tha
careful planning, such projects can fuel negative impacts such as the HIV epidemic.

The NASF 2017 - 2021 seeks to promote strategies to address thegostepfiaics of labour
migrants and mobile populations involved in large infrastructure develoginoeaisiespenadl

develop and strengthen strategic partnerships among relevant institibiongigatertealth, social
and developmental impacts associated with large scale infrastructure development projects.




Programme Objective

To strengthen the capacity of various sectors to understand, evaluatéoacriticadptivdrisk
factors

Programme Strategies:

I. Integrate HIV, gender and human rights aspects into capital projecEBneiigitreefdal
Assessments;

ii.  Affirm institutional mechanism for implementation of Environmental NarageEMes) P
and coordinated HIV response at all levels;

iii. Promote south to south and cross border cooperation on integration ofetidérraladed
human rights aspects in joint regional development initiatives;

iv. Develop an effective and efficient tracking system on utilisation of funds allocated to HIV and A
and,

v. Promote a bold mass media HIV prevention campaign around capital prejecisigisgnd
communities.

Table 15: Mainstreaming HIV into Capital Préjeudgcators and targets

Indicator 15.2% of major capital projects that have mainstreamed HIV, related gender and human

rights in the planning and implementation phases of the project

2016 Baseline 2017 2018 2019 2020 2021

>10% 30% 40% 50% 60% 70%

5.8 HIV and AIDS Workplace Policies and Practices

HIV has devastating impacts on the labour force and conseque@tpoonsic development due to
lessened productivity. Labour intensive sectors such as agriculture, mining, construtton, transpo
military and other uniformed services are the most affected sectony irMbst adithe workforce in

these sectors are labour migrants who experience a lot of mobility in the catktext of their wo

Although the HIV pandemic is increasingly being addressed at the workplacee itully yet to b
institutionalised. The NASF 2017 - 2021 seeks to ensure that mamsiféaandgAdDS into
workplaces is well guided and expanded to reach workforces in the public and private sectors.
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Programme Objectives

Tocontribute towards a comprehensive package of HIV prevention, treatmentytare and suppo
interventions for both the formal and informal workforce

Programme Strategies:

I.  Finalise and implement the national HIV and AIDS Wellness Workpla¢tulsiolicy and
Sector Response Strategy;
ii. Generate strategic information that highlight investment choices andfefésentase
earmarked for HIV and related gender response in the public sector;
iii.  Revitalise Information, Education and Communication programmes in pubctand private
workplaces, including the informal economy; and
iv. Develop and implement a Private Sector engagement and response strategy.

Both formal and informal
workplaces need HIV and
AIDS interventions as part of
the national response

NATIONAL HIV AND AIDS STRATEGIC FRAMEWORK 2017 - 20z



A PTG G O ORI AT ON WA AG EME NI FANDINS T I ONAE ARFANGEWER |
6.1 Response Coordination and Management

The National HIV/AIDS/STI/TB Council is mandated to coordinate theresspitreskstpe NAC

Act No. 10 of 2002. Coordination of the national multi-sectoral esggaosatdkur levels namely:
national, provincial, district and community. Coordinating structures are multirsesmorarawnatu
representation from Government, civil society organisations, development partnerseatat the private

Coordination and management of the response is critical as gaps beawedeteswppulyfor HIV

services will be narrowed, duplication of efforts minimised, rational useirpnesedcasd

equitable distribution of resources and services realised. This processdittadorthestrategic
partnerships and alliances with stakeholders including civil society organisations, private sec
development partners, local authorities and communities. It is tlvedigtoondomation and
monitoring that quality and comprehensiveness of services, accountability, dadnadigisatent

can be achieved.

However, the greatest challenge to improved coordination of the nmatohas Heseo the lack of
management authority of the coordination mechanisms. Membership st tlituvasionandated to
coordinate the national response is voluntary, with each member reportingrgaoisgitiaghe This
has resulted in weak coordination of the response. This is particularly true watingeghdita sh
with District AIDS Task Forces (DATFS).

Figures 7 and 8 below show the institutional arrangements for the coordiativioal oéspense
both at the national and sub-national levels.

Programme objective

To improve the efficiency and effectiveness of the national andl dexedtreltsey structures of the
multi-sectoral HIV and AIDS response

Programme strategies

i.  Strengthen the capacity of the NAC to provide effective leadershipabfhrthii-satitoral
response;

ii.  Enhance public, private, civil society and media networks self-coordinating mechanisms;

iii. Promote and ensure quality and cost effective programming for higher impact;

iv. Institutionalise decentralised response coordination and managementthithitidspcal A

v. Innovate and invest in strategic information generation and knagéedgetnespecially at
sub-national level; and,

vi. Ensure HIV mainstreaming and capacity development in all sectors.




Table 16: Local Authorities with response coordination and management

Indicator 16.1Number of Local Authorities with institutionalised multi sectoral respons
coordination and management within established structures

e

2016 Baseline

2017

2018

2019

2020

2021

10

110

110

110

110

110

Indicator 16.2Nlumber of Loc
related responses into their

al Authorities that have integrated
medium to long-term s

trategic (or

costed high impact Hl
investment) plans 201

V and gender
7 - 2019

2016 Baseline

2017

2018

2019

2020

2021

13

110

110

110

110

110

Source: NAC (2016)
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Figure 6: Response Coordination and Management Framework at National to Provincial Level
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Figure 7: Response Coordination and Management Framework at District Level
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6.2 Costing of the NASF 2017 - 2021
6.2.1 Methodology

The cost and expected impact of the NASF 2017 - 2021 interventions werthenodsikeof
ZambifV SUHYLRXV SURMHFWLRQV RI| WK HahrtSipdatddPwith the ldtésH U D W

ZAMPHIA findings and applying the Goal® foodeé impact and cost projections. For the current
analysis, Goals were updated to reflect actual coverage for all HIV ptbgranunefs2&tl6, and
updated antiretroviral (ARV) and laboratory costs (2016), and other progtamvita tivet most
recently available costs (refer to Appendix for the unit costs and their sources). Nieptiorary data co

9National HIV/AIDS/STI & TB Council ojaed$,0 SURMHFWLRQ =DPmLD$SUBOD$7,21%
10 Avenir Health, 2017. Spectrum and Goalsviadelenirhealth.org
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was undertaken to generate unit costs and, thus, only those interesailabte witfit costs and
included in the Goals model had the NASF targets applied tevereroatatl, while a few were

omitted, as per the list below. Costs and impact were not discounted and costsGié tépdtted in 2

Table 17: NASF 2017 - 2021 interventions excluded in the cost estimates

Nutrition and food security

Gender Equality and Empowerment

Resistance testing

Policies, Laws and Human Rights

Integration of HIV/AIDS, Sexual Reproduc|
Health and Other Services

Stigma reduction (integrated into all efforts)

Psychosocial support for PLHIV family ang
community strengthedirequired further

Adolescengsaddress social, religious, cultural,
economic, legal and political factors, advocacy

definition and detailed ingredient costing |increased access to servicesigpeer
support/networks etc. Promote the participatio
adolescents and young adults in sport and fitn

programmes.

Community Systems Strengthfrgqggiring
further definition and detailed ingredient cq

Workplace programmes

Poverty Alleviation and Livelihoods Mainstreaming HIV into Capital Projects

Leadership Commitment and Good Gover| TB interventions (ART costs for TB/HIV co-infe

peasons included under the ART costs)

Health Systems Strengthémeguiring furthe
definition and detailed ingredient costing

OVC support

The average cost per person per year on ART was estimated to radfd froH20S Fer annum
over the period 2017 - 2021. Personnel and facility overhead cexisowetarbbfaV 0$7 & +
study (CHAI, 2014) and combined with the most recent ARV prigesydatiarasory costs as viral
load (VL) tests replace CD4 counts in the national ART monitoring protatARDfghegramme
cost per patient-year, the ARV drugs cost around $150 (56 per céntstdfth@2oteer cent) and
laboratory tests (12 per cent. The ARV quantities and pricing were bfisations guaetitaken by
JSI in 2016 and should be updated with 2017 estimations.

11 Applying an average annual exchange rate of 9.014 (Oanti). 20




6.2.2 Estimated Resources Required to Achieve the NASF 2017 - 2021 Goals

The estimated resources required for the NASF implementation for the fiveryear naralpeegl
and Figure 9 below.

Table 18: Estimated resources required for the NASF interventions (US$ million, 2016 prices)

NASF Intervention 2017 2018 2018 2020 2021 % over period
Maternal syphilis (diagnosis treatment t) 0.60 0.62 0.65 0.67 0.69 0.1%
Paediatric syphilis (diagnosis & treatment) 0.01 0.01 0.01 0.01 0.02 0.003¥%
Youth focused interventions 6.64 6.98 7.34 7.70 7.90 1.6%
Interventions for sex workers 0.48 0.50 0.51 0.53 0.55 0.1%
Cash transfers 3.33 4.39 5.92 6.52 7.78 1.2%
Interventions for MSM 0.02 0.03 0.03 0.03 0.03 0.01%
Community mobilisation 4.91 5.73 6.60 7.53 7.80 1.4%
Condom provision 32.06 35,51 39.47 43.38 47.6% 0.0%
STI diagnosis & treatment 6.87 7.75 8.68 9.67 10.71 8.6%
HIV testing services (HTS) 19.29 20.94 22.6€ 2454 26.47 1.9%
VMMC 24,03 25.10 26.2z 27.3¢ 28.9C 4.9%
PreP 1.62 1.72 1.83 1.95 2.07 0.4%
PMTCT 2.98 2.99 2.92 2.82 2.73 0.6%
Mass media 7.31 8.48 9.74 11.07 12.4¢ 2.1%
Blood safety 0.13 0.13 0.14 0.14 0.15 0.03%
ARV therapy 230.79 258.50 262.9¢ 270.2F 272.9i 56.3%
Enabling environment 2.71 3.02 3.15 3.29 341 0.7%
Programme management 8.81 9.80 10.2Z 10.7C  11.0¢ 2.2%
Research 2.37 2.64 2.75 2.88 2.98 0.6%
Monitoring and evaluation (8%) 2711 30.16 31.4€¢ 3292 34.0¢ 6.8%
Strategic communication 7.79 8.67 9.04 9.47 9.80 1.9%
Logistics 4.07 4.52 4.72 4.94 5.11 1.0%
Laboratory (equip/strengthening) 6.78 7.54 7.86 8.23 8.52 1.7%
Total (US$ millions) 400.70 445.75 46491 486.6€ 503.8¢ 100.0%

Note: High level unity costs by EQUIP

The bulk (56.3 per cent) of the anticipated resources over the five yeaesividr e adapeint and
care, as the Test and Treat (T&T) policy is rolled out a69@targ@is are achieved. The prevention
interventions together will take up 28.7 per cent, including thersd&i2trmerséent), PrEP (0.4 per
cent at low coverage), syphilis (maternal and paediatric) diagnosis and pezater@t ¢Oridoms
(8.6 per cent), HIV testing services (HTS) at 4.9 per cent, and VMMQ).(3.liepproggamme
enablers total 14.9 per cent, including monitoring and evaluatioat @sipetestnt), programme
management (2.2 per cent) and laboratory strengthening (1.7 per cent).




Figure 8: Estimated resources required for the NASF interventions (US$ million, 2016 prices)
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Importantly, in the longer-term projections (e.g. EQUIP, 2016: T&T cost estirthateosts 2080),
eventually begin to plateau around 2025 due to the imp#w prdwathtion efforts as well as the
preventative effect of the T&T scale-up. The longer-term impact otinfeaticnaverted are also
important to consider beyond the relatively short five-year NASF periodwiT hef breakéRT
programme costs are provided in Table 20 below, noting that the ARV queetitieeedrid pe
updated to 2017 estimates.




Table 19: Breakdown of the ART programme costs (US$ million, 2016 prices)

ART cost components 2017 2018 2019 2020 202:
VL costs 11 18 23 27 27
ARV costs 132 147 149 152 15:
Other labs 17 14 12 9 1C
Ol screening & treatment 3 4 4 4 4
Personnel 50 56 56 58 5¢
Nutrition 0 0 0 0 0
Equipment 11 12 13 13 1<
Building maintenance 1 1 1 1 1
Training 2 2 2 2 2
Running & other facility costs 3 4 4 4 4
Total ART costs (US$m) 231 259 263 270 27:

6.2.3 Funding Landscape and Potential Financial Gap

Considering the available future funding for the HIV response in ZanthisgpgpmovecePEPFAR
Country Operational Plan (COP) has committed a total of US$ 3dnillidart®ctober 2017 to
October 2018. However, not all the planned annual PEPFAR intervemtionshardNAS€E and
hence the funds for those interventions are not included in thelSoadenghHawn in Figure 10
below. The COP 17 amount was matched to the NASF year 201 & lkowdrigrytbars (2019-2021)
a reduction of 10 per cent was assumed to the total PEPFAR furlying ¢bogefuative
assumption). The funding anticipated from the Global Fund (GF) was dbsunuidaiivbewithin-
allocation amount provided by the GF in the Zambian Allocation Lette2qD&¢cemmbeding the
potential Catalytic funding (December 2016) for the period 2018 tepBD2Qually between the
three years, with a similar amount assumed available for 2021. Thiedhifj&iglgéted amounts
for ARVs till 2020 were included, with a similar amount assumed forb2@R2etas feaas2020. An
indication of the UN agencies core and non-core funding for their co-oodawtiopoliagt
development and other activities, was provided and this was split epigtyais. theis amount has
not been validated with the UN agencies.




Figure 9: Projected available funding for the HIV response in Zambia (US$ million, 2017 - 2021)

" 40000
5 35000
=
E 300,00
2 25000
200,00
150,00
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G100
2017 2018 2019 2020 2021
B Global Fund 44,74 52.43 5243 | 5243 52.43
B EEPFAR {assuming 105 ann .
reduction) 287.15 252.38 227.14 20t 43 18398
Other UM sources of funding 4.28 4.28 4,28 4.28 428
B GoZ (ARV budget only) | 2415 2426 2436 | 2447 24.57

SourcesPEPFAR COPs 2016+2017, for 2018-21 assumed 10% annual reduction in USG funding, andoexcluded budget:
nonNASF interventions (e.g. OVC, management). GF allocation letter 2017, GoZ (MOH communiqué), UNAIDS for UN fur

Comparing the potentially available funding with the anticipated resofocdben®B&i8H, there
could be an increasing funding gap experienced, as shown by the red bars in gigawend Frioetow,
US$ 40 million in 2017 to almost US$ 240 million by 2021. Thap gsodirgg primarily to the
assumed reductions in the PEPFAR funding, as well as the increasingdegdardhs treatment
programme and the other NASF objectives




Figure 10: Possible funding gap for the NASF (US$ millions, 2017 - 2021).
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Since NASF represents an ambitious, comprehensive vision for Zambia, witigha inaae of
interventions as well as important social and programme enablers, thesanticgsateduired to
achieve all its goals are high and it would appear that the availalléailistiong of the total need,
with an increasing gap in the later years.

The Government of Zambia will need to consider alternative, and idimgvaptienfuto meet the
finding gap, as well as mobilising other development partners/atedsenetor to make increased
contributions towards the national response.

6.3 Recommendations to Facilitate Achievement of the NASF 2017 - 2021 Goals
The following main recommendations arise from this rapid costing exercise:

i. Explore strategies to reduce ARV drug costs, including pooled procurements, longer-last
drugs, reduced resistance drugs, or improved stock management to reduce wastage;

ii. Address with urgency any obstacles limiting the scale-up of testing and treaament initiatio
T&T will require dramatically increasing numbers of patients on treatment in the later years
hence bring the costs down eventually;

iii. Improve other efficiencies in service delivery;

iv. Explore differentiated models of delivery that could address the bottleneeks and redu
programme Costs;

v. Targeted HIV testing strategies to reach HIV positive people;




vi. Improve programme monitoring to generate timely, national-level indicators of coverac
including expenditure data;

vii. Invest in health systems development such as strategic information, supply chair
infrastructure, laboratory capacity;

viii.  Explore innovative resource mobilisation options for sustaining the ART pragramme and |
national response, including greater contributions from the private sector in Zambia;

ix. Focus on the high impact investments, as per the Zambian Investmesuri@abe, to en
optimal use of constrained resources;

X.  Apply for the Global Fidl FDWDO\WLF IXQGLQJ DQG PDNH WKH Ul
from public sources;

xi.  Consider options, such as Social Investment Bonds, to attract investors td fined aspects o
response; and,

xii.  Ensure continued commitment and coordination by the Government PERFARaA
Fund to provide adequate and long-term resources.

6.4Monitoring and Evaluation of the NASF 2017 - 2021

Monitoring and Evaluation of the multi-sectoral response requiresigegeterof@dr players in the
national HIV response in order to allow for optimal utilisation of avail@seunceag sharing of
experiences and foster evidence-based reporting aligned to thd fireWWsk@1s 2017 - 2021. The
National HIV/AIDS/STI/TB Council through the Policy and Planning Dirgespatesivié bar the
overall monitoring of the national multi-sectoral response. At thd, highdd& @/ stem for the
national response will be monitored using multiple data sets fromsysiiéipie détan the broader
Health Information System (HIS) held by the Ministry of Health and NAC. Tdurse dpgavbeise

it is intended and are used to generate information products that giiygming stinennational
response. Data collection and analysis will continue to be undertaken usyigdhe followi

i. Health Management Information System (HMIS)is the largest and most important
M&E tool in Zambia. It provides for all clinical health relatedidatses mitluding HIV
and AIDS. This tool has in the recent past been undergoing sonie cpgfacimp
latest developments in data capture and indicator tracking;

ii.  NACMISONLINEhis is an online stakeholder management and activity reporting system,
which helps NAC and its partners to understand a number of M & E tailsrrii&igon de
development of the NACMISONLINE system was supported throughout by NAC, the Uni
Nations Joint Team, Centres for Disease Control and Prevention (CDC) and Volunte
Services Overseas (VSO). The system also includes an online Stakeholders Activity Repor
Form (SARF) that automatically generates graphs at district, provincial and national levels;

iii. Zambia Demographic and Health Survey (ZDHRS)is a robust instrument for tracking
changes in knowledge and behaviours at a national level. This survdyeigecpfigacte
years, with the last having been conducted in 2013/2014;




Vi.

Vil.

viil.

Xi.

Cohort StudiesCohort studies are conducted for various purposes to monitor a group of
individuals with similar characteristics to assess effectiveness of a service dedivery program
or behaviour that may occur to a particular group of individuals whem exeassd

event or situation;

Education Management Information Systems (EMEEMIS system collects HIV and
AIDS data on various indicators for both learners and teachemsy Dhgeginra is to
assess the effectiveness of the Comprehensive Sexuality Education (CSE) in schools;

National Commitments and Policy Instrument (N®BINCPI covers four broad areas of
policy, strategic planning, prevention, human rights, and care andpauppoihd&ses
calculated for each policy area using specific policy indicators and calculafirg the overall
cent score. The relevance of this tool is in the computation of the NatioRalli©pmposite
Index covering gender, workplace stigma and discrimination, humamvigkissn&30
prevention, TCS, integration, mitigation services and M&E;

Sentinel Surveillance Surveygiplogical surveillance of HIV has been primarily tracked
through surveillance of sentinel populations. Surveillance data is collected dfom a sample
urban, rural and transitional rural sentinel sites in the country distributedethroughout tt
provinces. Specified minimum samples for each type of site are set invadvémore and

year to year. Blood samples are drawn and testing for syphilis is doad¢hmnreie athil

the samples are sent to the University Teaching Hospital (UTH) and the@sE®pical Dise
Research Centre (TDRC) for HIV testing. These surveys are relevant because they help in
determination of the incidence and prevalence of syphilis in women of regrodpctive age

in sentinel populations;

Financial Expenditure Trackifgnancial surveys are useful for showing how efficiently and
effectively HIV and AIDS funds are utilised to achieve set national targets;

Workplace Survey3hese surveys provide information on the extent to which workplaces
develop policies to protect and mitigate the impact of HIV and Ali@Speativeeir
employees. These surveys, which are relevant and critically important for the preservatior
people's human rights, are conducted on an annual basis;

Zambia Health Facility Survey (ZHH8E ZHFS is conducted to better understand
provider/household linkages, provider performance, costs, quality and efksctiveness, lin
between providers, and Government-provider linkages, where the relevance lies;

Zambia Sexual Behavioural Survey (ZSB8)ZSBS is carried out to monitor the extent to
which HIV prevention programmes are successful;




Xii.

Xiii.

Xiv.

Biennial Global AIDS Monitoring (GAM) RefwetBiennial GAM Report is prepared to
report on specific indicators in a manner defined in the UNAIDS Guidelines for th
Construction of Core Indicators. The report is one fulfilment of Zambia's signatory status to
2016 Political Declaration of Commitment on HIV and AIDS at the UHitgdLIdéaBbns
Meeting on HIV and AIDS (UNHLM);

The Joint Annual Review Process (JARRg JARPs bring the Government of the
Republic of Zambia, NAC, and its partners together to review, on a regular basis, tf
performance of the national HIV response; and,

SPECTRUMMis is a suite of easy to use policy models which provide policy makers with at
analytical tool to support the decision-making process. SPECTRUM as a software has se\
sub-components - DemProj, FamPlan, Project Child Survival, AIDS Impact Model, Co:s
Implementing and HIV/AIDS programme, Resources for the Awareness of Pepulation Impe
on Development and the Safe Motherhood Model. The SPECTRWEVatdohishe
determination of the indicators with respect to determining the number af,new infectio
PMTCT, and ART annually.

6.5Reporting

At national, provincial and district levels reporting on the core set of indicabores tnalige
standardised reporting tools. The NASF 2017 - 2021 will emphasise atad yzemabtballevel of
collection. All data submitted to the next level shall be quality assutexffenyddggigmated officers
to certify that the data are accurate. Data flow will continue to be guidetdigwhe figu




NASF 2017 - 2021

Figure 11: Data Flow Arrangement
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Annexure 1: NASF 2017 - 2021 Core Indicators and Targets

a. Impact Indicators
Indicator What the Indicator Numerator Denominator Baseline Target Data Source | Frequency | Disaggregation
Measures Values Values
1| HIV HIV prevalerce Number of Total number | F: Household |Every5 Province, sex,
prevalence men and of men and M: surveys years age, SES,
among women women testing| women tested | (DHS 2014) location
and men aged HIV positive
1524
2| HIV Monitor levels of Number of key| Total number | 27.4% prison | <15% Special Periodic | Province, sex,
prevalence in | infection in these populations of people (key | inmates surveys age,
key groups over time testing HIV populations) (IBSS 2011
populations positive tested 56.8% FSW | <10%
(IBBS, 2015)
3| HIV Incidence | Actual number of Number of Total number | 0.70% ( 10.40% ZAMPHIA Periodic | Province, Sex,
new HIV infections | new infections | of people in 2016) (2021) Age
in the population arising in a that population
defined
population
4] TB Prevalence | The actual number | Number of Total 338/100,000 |362/100,000| TB Every 5 Province, Age,
of TB cases at a people with population at | (2013) (2021) Prevalence |years Sex, HIV status
given point in time | TB disease at { the same given Survey
(reported as number| given point in | point in time Report
per 100,000 time
population)
5| TB Mortality TB attributable Number of Total 20/100,00( 15/100,000 | Spectrum Annually | Province, Age,
deaths (Reported as| people who population (WHO 2016 | (2021) Modelling Sex, HIV status
number per 100,000| died as a resul Report) Estimates
of TB disease
6| Per cent of Success of HIV and | Adult Total adult 9% 4% Spectrum Annually | Province, Sex,
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Indicator What the Indicator Numerator Denominator Baseline Target Data Source | Frequency | Disaggregation
Measures Values Values
adult mortality | TB programmes mortality mortality from | (2010) (2021) Modelling Age *from TB,
due to HIV and attributable to | all causes Estimates HIV
B HIV and TB
7| % expressing | Levels of HIV and People Total people | 27% 90% ZDHS Every 5 Province
accepting TB stigma and expressing surveyed (2014) IBBS years
attitudes discrimination accepting
towards attitudes
PLHIV towards
PLHIV
8| Domestic and | Commitment and N/A N/A $283 million | $800 million | NASA Every 2 National,
international absorptive capacity NASA (2013) | (2021) years provincial
HIV and TB
spending
i. ART Indicators
Indicator What the Numerator Denominator Baseline Target Data Source Frequency | Disaggregation
Indicator Values Values
Measures
9 | Per cent of people Treatment People on ART Total number of 70.6% 83% Cohort Annual | Province,
initiated on ART coverage and | who are alive people initiated on | Adults Adults Analysis Sex, Age
retention ART 74% 83% ART
Children | Children | Registers
(2016) |(2021)

10 | Per cent of co-infected | ART coverage | Number of co- Total number of TB | 60% 90% NTP Annually | Age, sex,
TB patients initiated on| for TB patients| infected TB patients who tested Reports province
ART patients started on| HIV positive over

ART over a given| the same given
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Indicator What the Numerator Denominator Baseline Target Data Source Frequency | Disaggregation
Indicator Values Values
Measures
period period
11 % of PLHIV who are | Viral Load Number of PLWH | Total number of 52% 90% ZAMPHIA | Annually | Age, Sex
virally suppressed agec| Suppression | who are virally PLWH who are on (2016) (2021)
15149 years suppressed ART
12| % of exposed PrEP Number of Total number of <10% 90% HMIS Annually | Age, Sex,
individuals provided exposed exposed individuals .
. . e Province
with PrEP in individuals
accordance with provided with
national guidelines in PreP
the last 12 months
il. PMTCT Indicators
Indicator What the Indicator Measures Numerator Denominator Baseline Target Data Frequency | Disaggregation
Values Values | Source
13| Infants born to HIV- | Success of PMTCT Number of bat#s Total number of | 5% <1% |HMIS [Quarterly | Province
positive mothers who| programme, by born to HIV-positive| live births to HIV-
are HIV-positive at 6 | determining the per cent | women who are positive women
weeks, 12 months of babies born HIV HIV positive
positive
iii. Condoms Indicators
Indicator Whatthelndicator Numerator Denominator Baseline Target Data Frequency | Disaggregation
Measures Values Values Source
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Indicator Whatthelndicator Numerator Denominator Baseline Target Data Frequency | Disaggregation
Measures Values Values Source
14| Male and female Reach of condom Number of male | Total number of | M:57 m [ M:129 | HMIS Quarterly | Province,
condom distribution distribution and female men and women 2 m m MLS Private/ Public
programme condoms eligible to use ' £-8m sectors
distributed condoms (2016) ' NACMIS
(2021)
15| % men and women Success of preventio| Number of young| Total number of | M: 40% | M: ZDHS Every 5 Province,
aged 15- 19 & 24 programmes in women and men | young women E 34% 90% years Gender, Age
reporting the use of a | achieving a high reporting condom| and men ' E: 90%
condom with their number of protected | use at last sex surveyed (ZDHS '
sexual partner at last | sex acts 2013/ (2021)
sex 2014)
iv. VMMC Indicators
Indicator What the Indicator Numerator Denominator Baseline Target Data Source Frequency | Disaggregation
Measures Values Values
16| Number of sexually | Reach of male Number of sexually | Sexually active | 10% 20% HMIS Quarterly | Province,
:ranctldvie rﬂale; (1:;-93 . C|rrcu:n;:r:i|]on ?nctldvie n|1|ales :I\1 negative 308.328 | 192,610 | vMMC Age
edically circumcised| programme .e ca _y ales (2016) (2021) Programme
circumcised
V. STls Indicators
Indicator What the Indicator Numerator Denominator Baseline | Target Data Frequency | Disaggregation
Measures Values Values Source
17| % males and STI prevalence Number of Total number of 15% <2% HMIS [Annual | Male, Female,
females and who | among males and | males/females treated| sexually active
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Indicator What the Indicator Numerator Denominator Baseline | Target Data Frequency | Disaggregation
Measures Values Values Source
reported an STI in| females in the past | for STIs in the past 12| males/females in the | (2016) [ (2021) Province
the past 12 monthg 12 months months past 12 months
Vi. HTS Indicators
Indicator What the Numerator Denominator Baseline Target Data Frequency | Disaggregation
Indicator Values Values Source
Measures
18| Number and per | Reach of the | Number of people Total number of 67.3% 90% HMIS Quarterly | Province,
\(,:vergozin;gand HrCTr - }N}’rlc:_'T\z;\ve been testec peop:et:nr:he 7.684.377 | 8,263,358 :TS . Gender, Age
ome programme (o] populatio (2016) (2021) eports
counselled and
tested for HIV
19| Per cent of TB Uptake of Number of TB Total number of TB 7% 100% NTP Annually | Age, Sex,
patients tested for| HIV testing patients with unknowr| patients with unknown (2016) (2021) Reports province
HIV by TB or previously negative| or previously negative
patients HIV status over a HIV status registered
given period, who are| over the same given
tested for HIV period
Vii. SBCC Indicators
Indicator What the Indicator Numerator Denominator Baseline Target Data Frequency | Disaggregation
Measures Values Values Source
. 0, . 0,
20| % adolescents girls | Composite indicator| Number of Total number M:42% | M: 90% DHS Every 5 | Province,
and boys, aged 159 | of adolescents adolescents 139 tby | of adolescents F39% | E: years Gender, Age
with comprehensive | knowledge of HIV | sex twho correctly | aged 1519 : 0 960/ 2021
+necessary for know 3 HIV modes of o( )
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Indicator What the Indicator Numerator Denominator Baseline Target Data Frequency | Disaggregation
Measues Values Values Source
knowledge of HIV behaviour change | transmission and 2 surveyed (ZDHS
misconceptions 2014)

21| % women and men Measure of multiple | Number of women Total number | M: 2% M: 1% DHS or | Every5 | Province,
aged 15-49 years who| sexual partners and men reporting of women and E16% | E 8% other years Gender, Age
have had sexual more than 1 sexual men surveyed| ' surveys
intercourse with more partner in the last 12 (DHS
than 1 partner in the months 2007)
last 12 months

22| Number of people Reach of Number of people Total 380,000 | >600,000 | U-report | Every 5 | Age, gender,
reacheq by HIV communication who recall being population (2016) (2021) IBBS years location
prevention programmes reached by 2 or more
communication communication
messages at least twic messages about HIV
a year prevention

Viii. TB Indicators
Indicator What the Indicator | Numerator Denominator Baseline | Target | Data Frequency | Disaggregation
Measures Values Values | Source

23| Per cent of Population coverage| Number of people | Total population 87% 100% NTP Quarterly | HIV status, age
people of TB screening screened for TB Reports sex, province
screened for symptoms
B

24| Per cent of IPT coverage Number of newly | Total number of 45% 90% IPT Quarterly | Age. Sex,
newly diagnosed HIV newly diagnosed (2016) (2021) | Register province
diagnosed HIV positive people HIV positive
positive people started on IPT people eligible for
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Indicator What the Indicator | Numerator Denominator Baseline | Target | Data Freqguency | Disaggregation
Measures Values Values | Source
started on IPT IPT*
25| Case detection | The programm& V | Number of newly | Total population 74% 90% NTP Annually | Age. Sex, HIV
Rate (Smear | capacity to detect [ diagnosed smear Reports status, province
positive) people with positive TB
infectious TB detected in a given
disease (source of | period
infection)
26| TB Treatment | The success of the | Number of TB Total number of all | 90% 100% | NTP Annually | Age, Sex, HIV
success rate TB programme in patients registered | TB patients Report status, province
ensuring treatment | in a specified period| registered in the
compliance who are cured or | same period
completed treatmen
27| TB case fatality| The success of the | Number of all TB Total number of all | <5% <2% NTP Annually | Age, Sex, HIV
rate TB programme in patients who died | TB patients Report status, province
preventing deaths | during TB treatment| registered in the
same period
*HIV positive eligible for IPT=HIV+ screened for TB minus HIV+ screened Brcbnfirmed with active TB
b. Programme Enabler Indicators
Indicator What the Numerator Denominator Baseline | Target Data Frequency | Disaggregation
Indicator Values Values Source
Measures
28| Number of Prevalence of Number of Total number of| 4,120 9,240 NACMIS Annual Province
Community Based| CBD agents for established and | CBD
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Indicator What the Numerator Denominator Baseline | Target Data Frequency | Disaggregation
Indicator Values Values Source
Measures
Distributor Agents | SRH and HIV active CBD (2016) (2021)
established and | commodities
active
29| Proportion of Progress in Number of All women 1,133 4,118 Survey Every 5 Province, Age
womgn who have mop|l|sat|on of women who ' (2016) (2021) GBVSS years
experienced society to address| reported physical (2013-
physical or sexual | gender and sexuall or sexual 2016)
violence from an | equality and violence from an
intimate partner in | address gender- | intimate partner
the last 12 months| based violence in the last 12
months
30| Increased domesti| Ability to mobilise | N/A N/A $44 $150 MOH Every 2 Province
financing of the resources for the million million budget years
HIV and AIDS HIV response (2016) (2021) NCPI
response locally
31| Timely reports on | Progress towards | Number of Total number of| Annual Annual Programme | Annually Province
the AIDS responsel 32QH 0 ( reports submitted| reports to be GAM GAM Data
that meet national,| Systemi W KD W submitted Report Report
regional and meets national, annually
|ntern:_;1t|onal _reglona! and Spectrum | Spectrum
reporting international
obligations reporting
obligations
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c. Synergies with other sectors

Indicator What the Numerator Denominator Baseline | Target | Data Freqguency | Disaggregation
Indicator Values |Values | Source
Measures
32| % of exposed Reduction of Total number of | Total number of | <20% 90% HMIS Annual Male, Female,
individuals provided | primary infection | people people (2016) (2021) VSU Province
with PEP in among people accidentally or | accidentally or Annual
accordance with who have been | forcefully forcefully report
national guidelines in | accidentally or exposed to HIV | exposed to HIV
the last 12 months forcibly exposed | and received
to HIV PEP
33 ftof vul'nerablej people Access to Social | Number of Total number of | 285,000 | 778,736 | Social Quarterly | Province, Sex,
accessing social Protection people accessing| vulnerable (2016) | (2021) Welfare Age,
protection services Services by Social Protection| people eligible department
such as Social Cash | vulnerable people| services to access social report
transfers and food protection
security packs. services
34| Number of safe blood | Availability of Number of safe | Total number of | 150,000 | 300,290 | Laboratory | Quarterly | Province
units available for safe blood supply| blood units blood units Units Units Records
transfusion collected (2016) (2021)
35| Number of schools Number of Number of Total number of | 6,000 8,000 EMIS Annually District
with trained guidance | schools with schools with schools (2016) (2021) Province

and counsellors
actively providing the
needed services to at-
risk adolescents in
primary and secondarn
schools and

trained guidance
and counsellors

trained guidance
and counselling
teachers
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Indicator What the Numerator Denominator Baseline | Target | Data Freqguency | Disaggregation
Indicator Values |Values | Source
Measures
psychosocial support
to adolescents living
with HIV
36| Number of schools Roll out of CSE | Number of Total number of| <9,674 |9,674 EMIS Quarterly | Province
|mplement|ng and knowledge of §chools . schools (2016) (2021)
comprehensive HIV among implementing the
sexuality education learners and CSE
teachers
37| % of major capital HIV Number of Total number of | <30% 90% NACMIS Annual District,
projects that have mainstreaming in| capital projects | capital projects | (2016) (2021) Province

mainstreamed HIV,
related gender and
human rights in the
planning and
implementation phase
of the project

capital projects

mainstreaming
HIV

annually
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Mass media (per person

Annexure 2: Unit costs used in the resource needs estimate

| UnitCost (US$| Year |  Notes/Source: |

NAC 2014 World AIDS Day Budget; Veronica Muntanga MCDeHAXHCF

reached) $396 2014 Campaigns 1- 16th Oct 2014), Nyimba & Lunga diskfafinga VCT repori
Cost per person tested = $5.48rivine MCDMCH HTC data from HMIS 20
HST/HCT $5.43 2014 VCT data only; $45.73 per person found +ve).
Per male condom distributed; MOH Facility-based ddon Programming
Male Condoms $0.62 2013 Strategy & Operational Plan 2014-2015 (2013); usddMASF Costing (20!
) $203 2013 )
Youth in school Per teacher trained. Resource Needs Model (RNM, 2013)
Per person found positive; Corridors of Hope Project,380; Joseplt
. $28 2016
Interventions for sex worke Kamanga
Outreach for MSM $35 2015 Goals default
Service delivery cost fell from $86.25 to $81.66wRrePex (Estimating cc
Medical male circumcisig $105 2014 efficiency of PrePex circumcision devise in Zambia; IAS 2014)
PPPY average at facility only; MATCH 2.0, 2014; excludestd&tTof AR
$267 2017 delivery"). Updated with 2016 drug costs. Adjusted for phagedntroduction
ART but other costs constant in US$.
PMTCT $47 2016 Only Nevirapine cost (mothdr ARV costs is included under ART
STI diagnosis & treatme $43 2013 Per person treated. Rough SA estimate, to be updatitd MOH data
PrEP (oral for young wome $230 2016 HE2RO estimates for young women. Lower costs for KPs
Cash transfes $10 2017 Per person per month. Min.of Community Services, 2017.
Screening, rapid test and confirmatory test, in@sdersonnel - HE2F
Syphilis diagnosis NG 2014 estimates, 2014,
Maternal syphilis treatmery $1 2016 SA NICD, 2016.
Paediatric syphilis
. $12 2016
(symptomatic) treatment SA NICD, 2016.
Paediatric syphilis
(asymptomatic) treatmen $0.51 2016 SA NICD, 2016.
Enabling services (PM, EE 8%
.. 0 .
research, logistics) Goals default settings (as percentage of total cost).
M&E 7% Suggested by NAC
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