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Executive Summary 

The HRH2030 Activity undertook the President’s Emergency Plan for AIDS Relief (PEPFAR) Human 

Resources for Health rapid site-level assessment in Zambia after the completion of a similar activity in 

Malawi. As part of Year 1 core-funded activities, the aim of this exercise was to conduct a rapid health 

workforce assessment in 100 PEPFAR-supported health facilities in four provinces in Zambia using a 

Rapid Site-Level HRH Assessment Tool developed by the interagency PEPFAR Human Resources for 

Health (HRH) Technical Working Group (TWG) and aligned with the first objective of the PEPFAR 

HRH Strategy. The rapid assessment tool is meant to provide PEPFAR, participating countries, and other 

stakeholders with information about HRH availability across sites to help identify areas for further 

investigation and intervention with the longer term objectives of: 

 Ensuring adequate staffing to reach site-level targets and 90-90-90 goals 

 Optimizing efficient utilization of health workers across the HIV continuum of care 

 Identifying HRH barriers to quality HIV service delivery 

 Collecting site-specific HRH data to inform program planning and transition 

 The assessment tool addressed the following areas: 

 Types, number, and availability of HRH at the facility 

 Issues affecting retention and productivity 

 Current health worker allocation per service point 

 Health worker capacity and preparation for providing quality HIV services 

 HRH barriers pertaining to service delivery 

All data from the assessment are presented separately in a Microsoft Excel database that the PEPFAR 

team in Zambia can routinely update and use to guide subsequent decision-making at supported sites.  

For the field data collection exercise, HRH2030 competitively selected a Zambian data collection firm, 

Palm Associates, Ltd., to conduct the rapid assessment in100 health facilities out of 120 that had been 

pre-selected by PEPFAR/Zambia (see Annex 3). These facilities included 19 sites in the Central Province, 

34 sites in the Copperbelt Province, 29 sites in Lusaka Province, and 18 sites in the Southern Province. 

Palm recruited 20 data collectors, trained them on the data collection tool, and grouped them into four 

teams, each consisting of four interviewers and one supervisor. Following a pre-test of the data 

collection tool at eight pilot sites in the Lusaka Province, the four teams were deployed to other Lusaka 

Province health facilities and debriefed after each day of data collection to learn from each other’s 

experiences. Two interviewers were deployed at each site and met each evening with their supervisor 

and the other members of the team to debrief. Two of the teams were deployed to the Copperbelt 

Province and one team each to the Central and Southern Provinces. The entire data collection exercise 

for the 100 facilities in 17 districts in the four provinces lasted from July 25 to August 9, 2016.  

This report details the methodology used to conduct the rapid assessment in Zambia, presents some 

illustrative high-level results at the provincial and district levels, and recommends areas for further 

investigation. The data collection tool for this exercise generated over 200 data points that provide 

PEPFAR with numerous possibilities for data analysis in the Excel database that accompanies this report. 

Examples of high-level analyses generated by the assessment include the following:  

 57% of staff at the assessed health facilities are engaged in full time HIV service provision and 

16% in part time HIV service provision. 
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 The majority of assessed sites (98%) have specific HIV/ART clinic days and do not provide all 

HIV services on a daily basis. 

 Forty-one percent of all health workers at assessed facilities are classified as clinical and 23% as 

lay service providers. 

 Fifty-eight percent of clinical staff are nurses who provide most of the HIV services along the 

continuum of care. 

 The majority of clinical support staff consist of laboratory technicians (29%) and pharmacy 

technicians/technologists (22%); a key finding as both these categories of staff are vital to the 

achievement of the 90-90-90 goals for HIV epidemic control. 

 The majority of lay cadres are community health workers (35%), lay counselors (18%), and 

adherence supporters (15%). This cadre of staff are important in fostering and sustaining 

community-facility linkages that need to be strengthened if 90-90-90 goals are to be achieved. 

 At many sites, lay counselors provide a large number of critical services along the HIV service 

delivery continuum of care. 

 Nurses and clinical officers are the two most common type of cadres likely to quit or resign 

from their jobs. 

 The key reasons provided as to why health workers quit their jobs or ask to be transferred 

include health workers not doing the jobs that they are trained for (29%), better opportunities 

in the private sector (22%), and reassignment elsewhere by government (12%). 

 Clinical officer positions are the ones most likely not to have been filled more than six months 

after a health worker in this position quit their job. 
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Introduction 

For more than 50 years, USAID has been a vital supporter of global- and national-level efforts to build 

the capacity of the health workforce in low- and middle-income countries. Population health and service 

demands place increased stress on systems that are already facing shortages of health workers, which 

restricts the ability of governments to provide high-quality essential services, especially to the most 

vulnerable and marginalized populations.  

USAID and other global actors are leading a paradigm shift to reposition the health workforce as an 

opportunity for job creation and economic development. The goal of PEPFAR 3.0’s Human Resources 

for Health (HRH) strategy is to ensure that PEPFAR investments result in an adequate supply and quality 

of HRH to meet the 90-90-90 targets for HIV epidemic control in PEPFAR-supported scale-up and 

sustained sites in priority countries. 

The HRH2030 Activity builds on USAID’s investments to improve the health workforce. The activity 

contributes to increasing the sustained availability, accessibility, acceptability, and quality of health 

workers in low- and middle-income countries. HRH2030 aligns with the overall approach that supports 

the goals of other U.S. government strategies — achieving an AIDS-free generation by 2030, Ending 

Preventable Child and Maternal Deaths, and Family Planning 2020 — by strengthening health systems to 

be able to deliver universal health coverage as part of the post-2015 Sustainable Development Goals.  

During July and early August 2016, an HRH2030 team led a site-level assessment exercise at 100 

PEPFAR-supported sites in four provinces and 17 districts of Zambia as part of core Year 1 activities. 

The purpose of this exercise was to obtain data and support analyses to assess the adequacy of human 

resources for health, in terms of numbers and skills mix, to provide HIV/AIDS-related services in line 

with the new World Health Organization revised treatment guidelines and Country Operating Plan 

(COP 16) site-level service delivery targets in a representative number of facilities in high HIV burden 

provinces/districts. The assessment was also expected to help identify HRH barriers to delivery of an 

adequate number of high-quality HIV/AIDS services. Results will be used to inform plans for improving 

staffing numbers, deployment, orientation, and training at the site level. The data collection tool used for 

the rapid HRH assessment exercise in Zambia is in Annex 1 of this report. 

Exhibit 1 shows the work schedule for the HRH rapid site assessment exercise. 

Exhibit 1. Work Schedule for HRH Rapid Site Assessment Exercise 

 

 

 

Key tasks 
Months 

July 2016 August 2016 September 2016 

Preparing inception report              

Training data collectors              

Developing front-end and back-end 

database on client’s cloud service  

            

Collecting site-level data              

Entering, cleaning and synthesizing data 

set  

            

Conducting data analysis              

Producing report as guided by client              



Processes and Lessons Learned from the Human Resources for Health Rapid Site-Level Assessment Exercise in Four Provinces 

in Zambia | 6 

Methods 

The assessment was undertaken at 100 sites that were selected from a list of 120 PEPFAR-supported 

sites (see Annex 3) provided by an interagency PEPFAR team in Zambia. The selected sites in the 

Central, Copperbelt, Lusaka, and Southern Provinces represented a sample of the highest-volume ART 

sites in the country.  

The interagency PEPFAR HRH TWG designed the data collection tool, which was modified slightly by 

the PEPFAR team in Zambia to suit specific needs. Due to the national elections in Zambia that were 

slated for August 11, 2016. PEPFAR/Zambia notified the team that the field data collection exercise 

needed to be concluded before this date.  

Data Collection 

HRH2030 competitively sub-contracted a local data collection firm, Palm Associates Ltd., who then 

rapidly mobilized and trained a team of 20 experienced data collectors to simultaneously conduct the 

exercise in the four provinces. After all the logistics were put in place, the assessment exercise 

commenced on July 22, 2016 following a two-and-a-half-day training of data collectors. Data collectors 

practiced what they had been trained at eight pre-test facilities within Lusaka Province. Lessons learned 

from this exercise were discussed and the data collection teams were sent out to collect data from the 

Lusaka Province before being divided to into four teams conduct the rapid assessment exercise in the 

other provinces of Central, Copperbelt, and Southern. 

The sites selected for the exercise included 19 in the Central Province, 34 in the Copperbelt Province, 

29 in Lusaka Province, and 18 in the Southern Province. Data collectors were grouped into four teams 

each consisting of four interviewers and one supervisor. Two interviewers were deployed to each site 

and each set of two met each evening with their supervisor and the other members of the team to 

debrief and upload electronic versions of the data collected into a cloud-based server. Two teams were 

deployed to the Copperbelt Province, which had the highest number of facilities to be assessed, and one 

team each was sent to Central and Southern Provinces.  

Data collection teams contacted respondents — typically health facility in-charges or human resource 

officers — in advance of the assessment visits and whenever possible, sent a truncated electronic 

version of the questionnaire (the Advance Data Collection Tool consisting of Questions 2 and 10 — see 

Annex 2) for completion in advance of the actual interview date. On the day of the visit, each team met 

the facility in-charge, presented the introductory letter from the Ministry of Health endorsed by both 

the provincial and district medical offices, and explained the purpose of the assessment. To facilitate 

rapid and efficient data transfer and analysis, each site team of two interviewers was provided with an 

Android tablet that had an electronic version of the questionnaire pre-loaded using the CSPro software. 

One interviewer used the tablet to collect data, while the other completed a hardcopy questionnaire. At 

the end of each day, data from each site were uploaded onto a cloud-based storage server, Dropbox. 

The data collectors conducted the interviews with the facility in-charges, who were sometimes assisted 

by other staff.  

Each team spent 60 – 100 minutes with respondents, depending on the size of the facility. At the end of 

each interview, the team reviewed their work for accuracy and correctness and made remarks on the 

hardcopy questionnaire. Data were cleaned by comparison with the hard copies and carrying out error 

checks for inconsistencies. The entire data collection exercise in 100 facilities across 17 districts in the 

four provinces, including follow up on postponed appointments, lasted from July 25 to August 9, 2016.  



 

Processes and Lessons Learned from the Human Resources for Health Rapid Site-Level Assessment Exercise in Four Provinces 

in Zambia| 7 

Exhibit 2 shows the distribution of facilities in which the assessment was done across the four provinces. 

Exhibit 2. Distribution of Facilities across the Four Provinces 

Province 

Facilities 

Identified by 

PEFPFAR/Zambia 

Facilities interviewed 

during the Pre-testa 

Number of Facilities 

Visited during 

Assessmentb 

Number of 

Interview 

Teams 

Central 22 0 19 1 

Copperbelt 38 0 36 2 

Lusaka 39 8 27 4d 

Southern 21 0 18 1 

Total 120 8 100  

a Eight (8) of the 120 facilities were excluded from the main survey because they were part of the pre-test for the data collection 

tool. However, care was taken to ensure that even the pre-test facilities were appropriately interviewed, such that the data 

from them could be added to the analysis in the event that the main assessment did not manage to reach the target sample size 

of 100 facilities in the allotted time. 
b Of the remaining 112 facilities, 100 were selected for the main assessment, taking into consideration such factors as patient 

caseloads, number of sites by province in PEPFAR/Zambia list provided and accessibility. 
d As already alluded to in the narrative, the four (4) teams simultaneously assessed Lusaka – the first province to be assessed, so 

that lessons learned could be shared amongst all teams before proceeding to other provinces. 

Data Analysis 

CSPro scripts were written to concatenate the data into a single database and later exported to and 

cleaned in MS Excel. Data analysis, as requested by USAID was done in Excel. During analysis, data were 

disaggregated by parameters such as: 

 Province 

 District 

 PEPFAR prioritization of site (Scale up Aggressive, Scale up Saturation) 

 Cadre of health worker 

The analysis followed the following key themes of the data collection tool: 

 Human resources for health 

 HIV service delivery 

 Reasons contributing to absenteeism, retention, and productivity of staff 

 Health worker capacity and preparation for providing quality HIV services 

 HRH barriers pertaining to service delivery 

 Barriers to increasing access to services 

Detailed results from this assessment are presented in an Excel database. This report presents summary 

illustrative high level results from the four provinces and seventeen districts where the assessment was 

done. It is recommended that this report is read in close consultation with the Excel database. To aid 

this, whenever applicable, cross references are provided for where relevant information in the report 

Exhibits can be found in the database. 

Exhibit 3 shows the distribution of assessed sites by province and district. Also please refer to Table 1 in 

the database: # of sites visited, by district. 
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Exhibit 3: Distribution of Assessed Sites by Province and District  

Province Total Sites Assessed District 
Facilities assessed per 

District 

Central 19 

Chibombo 4 

Kabwe Urban 9 

Kapiri Mposhi 3 

Mkushi 3 

Copperbelt 36 

Chililabombwe 2 

Chingola 6 

Kalulushi 3 

Kitwe 13 

Luanshya 2 

Mufulira 1 

Ndola Urban 9 

Lusaka 27 

Chongwe 4 

Kafue 4 

Lusaka Urban 18 

Shibuyunji 1 

Southern 18 
Livingstone 8 

Mazabuka 10 

Total 100  100 

 

Results 

This section presents summary illustrative high-level results from the four provinces and, in some cases, 

the seventeen districts in which the assessment was carried out. 

The majority of assessed sites (98%), as shown in Exhibit 4, are classified PEPFAR Scale-up Saturation 

sites. Two Scale-up Aggressive sites were also included, both of which are in the Luanshya District of 

the Copperbelt Province. 

Note that the percentages highlighted in red in this section represent results that the report authors 

want to bring to the attention of the readers of this report. 

 Exhibit 4. Assessed Sites by PEPFAR Prioritization 

(Please refer to Tbl. 1 in the database - # of sites visited) 

PEPFAR Category 
Province 

Total (%) 
Central Copperbelt Lusaka Southern 

Scale up Aggressive 0 2 0 0 2 (2%) 

Scale up Saturation 19 34 27 18 98 (98%) 

Total 19 36 27 18 100 

 

Exhibit 5 shows facility ownership in each province. The majority of sites that participated in the 

assessment (88%) are government facilities. 
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Exhibit 5. Assessed Sites by Facility Ownership 

 

 

 

 

 

 

 

 

As shown in Exhibit 6, clinical workers (41%) who included doctors, medical licentiates, nurses, 

midwives, and clinical officers make up the largest cadre type at the participating health facilities. Support 

staff, including lay and other cadres, formed the next largest categories at 23% and 25% respectively. The 

“other” category includes a wide range of staff such security guards, cleaners, clerks, ground labor, data 

associates, cooks, youth workers, members of the safe motherhood assistance group, drivers, etc. 

Exhibit 6. Number of Health Workers by Cadre by Province 

(Please refer to Tbl.Q2.1 in the database - Total # of HWs, by cadre category and cadre) 

Province 

Broad Health Worker Cadre Type 

Total 
Clinical 

Clinical 

Support 
Managerial Social Lay Other* 

Central 347 80 12 0 317 295 1,051 

Copperbelt 865 207 29 19 334 506 1,960 

Lusaka 894 190 34 44 574 589 2,325 

Southern 666 113 16 22 298 253 1,368 

Total 2,772 (41%) 590 (9%) 91 (1%) 85 (1%) 1,523 (23%) 1,643 (25%) 6,704 

* The ‘Other’ category includes a wide range of staff and persons such security guards, cleaners, clerks, ground labor, data associates, cooks, 

youth workers, members of the safe motherhood assistance group, drivers etc. 

Exhibit 7 shows the distribution of clinical staff by type and by province. As shown, the majority of 

clinical workers are nurses (58%) and midwives (24%). 

Exhibit 7. Number of Clinical Staff by Type by Province 

(Please refer to Tbl.Q2.1 in the database - Total # of HWs, by cadre category and cadre) 

Province 

Type of Clinical Cadre (%) 

Total 
Doctors 

Medical 

Licentiates 
Nurses Midwives 

Clinical 

Officer 
Others 

Central 11 5 214 72 44 1 347 

Copperbelt 40 5 480 258 82 0 865 

Lusaka 35 10 552 175 122 0 894 

Southern 75 1 376 160 54 0 666 

Total 161 (6%) 21 (<1%) 1,622 (58%) 665 (24%) 302 (10%) 1 (<1%) 2,772 

 

Province Public 
Private Not-for-

Profit 

Private For 

Profit 
Total (%) 

Central 18 0 1 19% 

Copperbelt 35 0 1 36% 

Lusaka 21 2 4 27% 

Southern 14 1 3 18% 

Total 88 (88%) 3 9 100 
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The assessment also found that the majority of clinical support staff at the assessed facilities (see Exhibit 

8) are either laboratory technicians (29%) or pharmacy technicians/technologists (22%). This is a 

promising finding as these staff directly support the continuum of care and are important for the 

successful achievement of the 90-90-90 goals that provide a path to achieving HIV epidemic control in 

Zambia. 

Exhibit 8. Number of Clinical Support Staff by Type by Province 

(Please refer to Tbl.Q2.1 in the database - Total # of HWs, by cadre category and cadre) 

Province 

Type of Clinical Support Cadre 

Total 
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Central 29 - 8 17 1 10 12 - 3 80 

Copperbelt 71 12 15 50 5 8 24 21 1 207 

Lusaka 44 3 14 59 10 12 19 9 20 190 

Southern 27 1 3 5 3 22 21 19 12 113 

Total 171  16  40 131 19 52 76 49 36 590 

% of Total 29% 3% 7% 22% 3% 9% 12% 8% 6% 100% 

 

Despite the promising results shown in Exhibit 8 related to HIV support staff, when these data are 

examined by district, a varying distribution of clinical staff among the districts is revealed (see Exhibit 9). 

For this rapid assessment, it was not possible to discern exactly why this is, but it is plausible that this 

pattern of staff distribution could be related to patient case loads by facility and district. More research 

needs to be done to establish the reasons for the varying distribution across the 17 districts. However, 

more site-level analysis can be done in the Excel database in order to identify where the critical gaps are. 

Please refer to Tbl.Q2.3 in the database - Total # of full-time staff engaged in HIV service delivery, by 

cadre category and by cadre. 

Exhibit 9. Number of Full Time Clinical Support Staff Delivering HIV Services by District 

  

District 

Type of Clinical Cadre 
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Total 

Chibombo 2 4 2 0 6 0 0 0 0 14 

Chililambombwe 0 3 0 0 3 0 0 0 0 6 

Chingola 2 11 4 0 11 0 0 2 0 30 
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Chongwe 0 5 4 5 7 0 1 3 12 37 

Kabwe Urban 7 6 4 0 16 0 1 0 1 35 

Kafue 2 9 2 6 9 0 2 6 0 36 

Kafulushi 2 2 0 1 3 0 0 0 0 8 

Kapiri Mposhi 0 2 1 0 3 0 0 0 0 6 

Kitwe 1 12 10 1 30 0 2 0 0 56 

Livingstone 13 4 9 0 8 1 1 9 12 57 

Luanshya 0 7 2 5 7 0 1 7 0 29 

Lusaka Urban 6 45 7 3 26 3 6 0 6 102 

Mazabuka 9 1 9 3 13 0 2 4 0 41 

Mkushi 1 3 3 1 3 0 0 0 2 13 

Mufulira 0 5 1 5 4 0 1 3 1 20 

Ndola Urban 3 5 1 3 10 2 0 0 0 24 

Shibuyunji 0 0 2 0 1 0 0 0 0 3 

Total 48 124 61 33 160 6 17 34 34 517 

 

Exhibit 10 shows that among lay cadres, the majority are community health workers (35%) followed by 

lay counselors (18%) and adherence supporters (15%). Also worth noting is that almost 23% of all health 

workers assessed are classified as “Lay.” This category of staff is key as community-facility linkages are 

becoming increasingly important for the differentiated models of care for HIV services delivery that are 

currently being promoted by PEPFAR as a way to achieve the 90-90-90 targets. 

Exhibit 10. Number of Lay Cadre by Type by Province 
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Type of Clinical Support Cadre 
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Central 60 15 49 12 69 5 17 26 9 55 317 

Copperbelt 67 - 105 - 63 - 30 35 9 25 334 

Lusaka 43 4 250 1 118 11 51 13 10 73 574 

Southern 59 - 128 33 31 6 15 11 - 15 298 

Total 229 19 532 46 281 22 113 85 28 168 1,523 
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% of Total 15% 1% 35% 3% 18% 1% 7% 6% 2% 11% 100% 

 

Exhibit 11a shows that the main providers of key HIV services include clinical officers and nurses – who 

in general provide a wide range of services along the continuum of care. Laboratory technicians, as 

expected, perform the majority of the laboratory tests, and pharmacists and pharmacy technicians 

conduct the ARV refills. Importantly, the Exhibit reveals that at site level, clinical officers and nurses are 

the ones mainly responsible for ART initiation, with doctors and midwives less so. Interestingly, lay 

counselors also conduct a significant number of laboratory tests, primarily HIV testing. Regarding 

community-facility linkages in order to maintain the continuum of care, nurses, lay counselors, midwives 

and clinical officers play a major role at most sites. 

Exhibit 11a. Number of Sites with Staff Providing HIV Services by Cadre and by Service 

Type 

(Please refer to Tbl.Q10.10 in the database - # of sites with staff providing HIV clinical services, by cadre and 

service type) 

Exhibit 11b shows additional site-level HIV service delivery by cadre level. This Exhibit explores service 

delivery for HIV services for key populations, laboratory tests, TB screening, adherence counseling, and 

psychosocial support and data entry. Exhibit 11b further confirms that clinical officers, nurses, midwives, 

and lay counselors are responsible for providing most of the HIV services along the continuum of care.  
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Exhibit 11b. Number of Sites with Staff Providing HIV Services by Cadre and by Service 

Type 

(Please refer to Tbl.Q10.11 in the database- # of sites with staff providing HIV clinical services, by cadre and 

service type) 

 

Looking at both Exhibits 11a and 11b with reference to task-shifting, it is noteworthy that at many sites, 

lay counselors provide a significant number of services along the continuum of care – more so than 

doctors, for example. This may point to the notion that some task-shifting is being practiced by some 

sites. This is further supported in the analysis where Exhibit 6 reveals that almost 23% of service 

providers at all sites are classified as ‘lay’ while Exhibit 7 shows that only 6% of clinical service providers 

are classified as ‘Doctors’. This would mean that lesser trained but more abundant staff are being used 

to provide key services along the HIV continuum of care. However, since this was a rapid assessment, 

more research needs to be done to further explore whether task-shifting is indeed being performed.  

Again, regarding HIV service provision, Exhibit 12 reveals that nurses and lay counselors are the main 

cadres that have other reasons for providing HIV counseling services beyond what is listed in question 

10b of the data-collection tool. More qualitative analysis needs to be performed to establish what these 

other reasons for providing HIV service delivery by these categories of staff are. Please note that while 

this exhibit (12) specifically refers only to pre- and post-test counseling service provision, more HIV 

service provision analysis by cadre can be done in the database. Furthermore, for Exhibit 12, the ‘Other’ 

category for service providers is a large hetorogenous group whose composition for each specific type 

of service delivery can best be discerned from the Excel database under the Tab for Q10, HW Allocation 

in Tables Q10.1 to Q10.7. Exhibit 6 in this report also provides some examples of cadres who fall within 

the ‘Other’ category. 
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Exhibit 12. Reasons Given by Staff for Providing HIV counseling Services by Cadre  

(Please refer to Tbl. Q10.8 in the database - # of sites with staff providing HIV services, by category, cadre, and 

reason staff do these tasks) 

 

Exhibit 13 provides a breakdown of the number and percentages of total staff by district who provide 

both full time and part time HIV service delivery. The table shows that with the exception of a few 

districts (including Mkushi, Mufulira, Chibombo, Chililambombwe, and Luanshya), the majority of staff at 

the health facilities are engaged in some form of full time HIV service delivery. This is in line with what 

should be expected since most of the sites assessed are high HIV burden PEPFAR supported sites. 

Exhibit 13. Number and Percentage of Staff Engaged in HIV Service Delivery by District 

(Please refer to Tbl.Q2.9 in the database – HIV service provision along the 90-90-90 cascade) 
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Service Delivery* 
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Part time HIV 

Service Delivery 
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Chibombo 245 110 45% 69 28% 

Chililambombwe 151 72 48% 7 5% 

Chingola 514 267 52% 46 9% 

Chongwe 213 154 72% 7 3% 

Kabwe Urban 482 267 55% 121 25% 

Kafue 337 178 53% 68 20% 

Kafulushi 103 71 69% 0 0% 

Kapiri Mposhi 110 55 50% 50 45% 

Kitwe 452 272 60% 57 13% 

Livingstone 673 565 84% 62 9% 

Luanshya 178 86 48% 7 4% 

Lusaka Urban 1,758 964 55% 281 16% 

Mazabuka 695 434 62% 183 26% 

Mkushi 214 53 25% 72 34% 

Mufulira 245 78 32% 16 7% 
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* Regarding the issue of engagement in full time HIV service delivery, the questionnaire sought to establish which staff at each facility were 

either fully or partially engaged in HIV service delivery along the cascade of the continuum of care. This is not to be confused with whether 

sites had dedicated days for HIV clinics as this usually only refers to days when HIV positive clients attend clinics for follow-up and ART refills 

etc. At most sites other HIV services such as testing and counseling are usually provided on all days of the working week. 

Exhibit 14 provides more detail about staff engagement in HIV service delivery by staff type. As is 

expected, clinical and clinical support staff spend more time providing full time HIV service delivery than 

the other cadres of staff at the facilities. 

Exhibit 14. Number and Percentage of Staff Engaged in HIV Service Delivery by Cadre 

(Please refer to Tbl.Q2.10 in the database - # and % of Health Workers Engaged in HIV Service Delivery by 

Cadre) 

Ndola Urban 317 216 68% 24 8% 

Shibuyunji 17 10 59% 7 41% 

Total 6,704 3,852 57% 1,078 16% 

Cadre 
Total 

Staff 

Full time Staff in HIV Service 

Delivery 

Part time Staff in HIV Service 

Delivery 

Number Percentage Number Percentage 

Clinical 2,772 2,003 72% 17 1% 

Clinical Officers 302 273 90% 5 2% 

Doctors 161 137 85% 7 4% 

Medial Licentiates 21 20 95% 0 0% 

Midwives 665 538 81% 2 0% 

Nurses 1,662 1,035 62% 3 0% 

Other 1 0 0% 0 0% 

Clinical Support 590 517 88% 8 1% 

Environmental Health Techs 76 61 80% 1 1% 

Laboratorians 16 6 38% 0 0% 

Laboratory Technicians 171 160 94% 4 2% 

Medical Technicians 40 33 83% 0 0% 

Nutritionists 19 17 89% 0 0% 

Pharmacists 52 48 92% 1 2% 

Pharmacy Techs/Technologists 131 124 95% 0 0% 

Physiotherapists 49 34 69% 0 0% 

Other 36 34 94% 2 6% 

Lay 1,532 547 36% 880 57% 

Adherence Supporters 229 95 41% 136 59% 

Comm. Health Assistants 19 0 0% 19 100% 

Comm. Health Workers 532 174 33% 268 50% 

Cough Monitors 46 6 13% 40 87% 

Expert Clients 12 0 0% 12 100% 

Lay Counselors 281 105 37% 173 62% 

Mother Mentors 22 19 86% 3 14% 

Peer Educators/Navigators 113 46 41% 62 55% 

Pysch. Counselors (Volunteers) 28 7 25% 21 75% 

Psych. Counselors (Govt) 85 85 100% 0 0% 

Other 156 10 6% 146 94% 

Managerial 91 49 54% 0 0% 

Facility Administrators 28 20 71% 0 0% 

HR Managers 32 9 28% 0 0% 

M&E Advisors 3 1 33% 0 0% 

Other 28 19 68% 0 0% 

Social 85 81 95% 3 4% 

Child and Youth Devpt. Workers 2 2 100% 0 0% 
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Exhibit 15 further reveals that nurses are the largest category of clinical staff (52%) providing HIV 

services at the assessed facilities with the exception of facilities in Luanshya District which should be 

further investigated. 

Exhibit 15. Number of Full Time Clinical Staff Delivering HIV Services  

 (Please refer to Tbl.Q2.11 in the database - Number of full time staff delivering HIV services (clinical)) 

Social Workers 25 25 100% 2 8% 

Other 58 54 93% 1 2% 

Other 1,643 655 40% 170 10% 

Accountants 11 4 36% 0 0% 

Cashiers 10 0 0% 0 0% 

Cleaners 624 258 41% 4 1% 

Clerks 182 111 61% 18 10% 

Cooks 26 10 38% 0 0% 

Data Associates 30 19 63% 2 7% 

Electricians 3 1 33% 0 0% 

Ground Labor 91 26 29% 4 4% 

Laundry Personnel 10 2 20% 0 0% 

Revenue Collectors 11 3 27% 0 0% 

Security Guards 255 84 33% 3 1% 

Classified Daily Employees 6 3 50% 3 50% 

Other 384 134 35% 136 35% 

Total 6,704 3,852 57% 1,078 16% 

District 

Type of Clinical Cadre 

Doctors 
Medical 

Licentiates 
Nurses (%) Midwives 

Clinical 

Officers 
Total 

Chibombo 1 2 63 (73%) 7 13 86 

Chililambombwe 1 0 9 (39%) 10 3 23 

Chingola 5 1 31 (46%) 21 10 68 

Chongwe 3 2 60 (57%) 24 16 105 

Kabwe Urban 4 0 93 (59%) 39 21 157 

Kafue 5 2 65 (53%) 29 21 122 

Kafulushi 3 0 14 (34%) 22 2 41 

Kapiri Mposhi 0 0 7 (44%) 3 6 16 

Kitwe 2 1 85 (57%) 37 24 149 

Livingstone 63 0 235 (59%) 71 30 399 

Luanshya 4 2 7 (14%) 22 14 49 

Lusaka Urban 21 5 190 (50%) 96 69 381 

Mazabuka 12 1 118 (49%) 88 22 241 
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Regarding the provision of HIV services at health facilities, Exhibit 16 shows that the vast majority (98%) 

of assessed sites have specific HIV/ART clinic days during the week and only two sites provided HIV 

services on a daily basis. Details regarding which days of the week specific sites provide HIV/ART 

services can be found in the Excel database. 

Exhibit 16. Number of Sites with HIV/ART Clinic Days by Province 

(Please refer to Tbl. 2 in the database - # of sites with HIV/ART clinic days, by province) 

 

There are many reasons contributing to absenteeism, retention, and productivity of staff at health 

facilities across the four provinces as shown in Exhibit 17. The most significant reasons for absenteeism 

include being off duty (22%), attending workshops or meetings (18%), being on annual leave (14%), and 

attending training (13%).  

Exhibit 17. Reason # 1  for Absenteeism of Workers 

Reason Count Percentage 

Off duty 69 22% 

Workshop/meeting 57 18% 

Training 40 13% 

Sick leave 33 10% 

Central Copperbelt Lusaka Southern
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No 1 1
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Total 137 20 1,035 (52%) 538 273 2,003 
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Maternity leave 39 12% 

Annual leave 44 14% 

National holiday 7 2% 

Other excused personal leave (for example, family leave) 16 5% 

Other 13 4% 

Not applicable 2 <1% 

Total 100 100% 

 

Question 6 of the data collection tool sought to explore how sites ensure coverage when a health 

worker is on leave for more than one week. As shown in Exhibit 18, most sites reported that they 

reassign duties to already existent staff.  

Exhibit 18. No. of Sites that Ensure Coverage when a Health Worker is on Leave for More 

than a Week by District and Type of Action 

(Please refer to Tb1. 12 in the database - # sites that ensure coverage when a health worker is on leave for 

more than a week by district and type of action) 

 

The assessment also sought to find out reasons why health workers quit or ask to be transferred from a 

particular facility to another one. Exhibit 19 shows sites where health workers quit their jobs by cadre 

and by time passed since they quit. The Exhibit reveals that nurses and clinical officers are the most 

common type of cadre who resign or quit their jobs. While the reasons why this is so were not 

explored in this rapid assessment, it may simply be because these two categories are some of the most 

numerous among the cadre of clinical service providers as shown in Exhibit 7. The most common 

reasons for quitting are shown in Exhibit 20. 
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Exhibit 19. No. of Sites where a Health Worker Resigned/Quit their Job by Cadre Type 

(Please refer to Tb1. 10 in the database - # sites where a health worker resigned/quit their job by cadre type) 

 

According to respondents, the significant reasons are: not doing the job tasks trained for (29%), better 

opportunities in the private sector (22%), and being reassigned elsewhere by government (12%). Details 

are shown in Exhibit 20. 

Exhibit 20. Reasons Workers Quit or Ask to be Transferred from Facility 

Reason Count Percentage 

Remoteness of area 22 10% 

Burnout 17 7% 

Reassigned by government 28 12% 

Migration to another country 7 3% 

Better opportunities in the private sector 50 22% 

Not doing job tasks trained for 67 29% 

Lack of professional advancement opportunities 20 9% 

Other 6 2% 

Not applicable 14 6% 

Total 100 100% 
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Exhibit 21 further lays out the three top reasons interviewees put forward as to why they think health 

workers quit their jobs or ask to be transferred in order of importance by province. 

 

Exhibit 21. Top Reasons Why Health Workers Quit their Jobs or Ask to be Transferred 

 

Province 
Top Reasons provided by Health Workers 

First Reason(s) Second Reason(s) Third Reason(s) 

Central 

 Not doing job tasks trained for 

 Remoteness of area 

 Better opportunities in Private 

Sector 

 Insufficient salary and benefits 

 Remoteness of area 

 Not doing job tasks trained for 

 Insufficient salary and benefits 

 

Copperbelt 

 Better opportunities in private 

sector 

 Not doing job trained for 

 Not doing job tasks trained for 

 Better opportunities in private 

sector 

 Lack of professional 

advancement opportunities 

 

 Insufficient salary and benefits 

 Better opportunities in private 

sector 

 Inadequate facility infrastructure 

and equipment 

 Not doing job tasks trained for 

Lusaka 

 Not doing job tasks trained for 

 Insufficient salary and benefits 

 Reassigned by Government 

 Not doing job tasks trained for 

 Better opportunities in the 

private sector 

 Burnout 

 Insufficient salary and benefits 

 Insufficient housing and utilities 

 

 

Southern 

 Better opportunities in private 

sector 

 Burn out 

 Not doing job tasks trained for 

 Not doing job tasks trained for 

 Reassigned by Government 

 

 Lack of professional 

advancement opportunities 

 Not doing job tasks trained for 

 

Additional analysis for Question 4 of the data collection tool (Is the health worker’s post/job still 

vacant?) revealed that clinical officer positions are the most likely not to have been filled six months 

after the staff had quit as shown in Exhibit 22. 

Exhibit 22. No. of Sites where Job Positions Are Still Available by Cadre Type 

 (Please refer to Tb1. 11 in the database - # sites where job positions are still available by cadre type) 
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In order to explore workforce performance management, the assessment also asked about health 

worker capacity and preparation to provide quality HIV services. Questions were asked on the 

availability of documents or visual aids that clarify roles and responsibilities for staff involved in HIV 

service delivery (Question 7 in the data collection tool); and what ways health workers get feedback on 

their job performance from their supervisors, co-workers or patients (Question 8 in the data collection 

tool).  Also probed was the availability of key policies and guidelines for those providing HIV-related 

services at the facility (Question 9 in data collection tool). Exhibit 22 shows that most facilities possess 

visual aids and that these are displayed for health workers to see. 

Exhibit 22. No. of Sites with Visual Aids in Place to Clarify Roles and Expectations for Staff 

Involved in HIV Service Delivery by Province 

 (Please refer to Tb1. 15 in the database - # sites with visual aids in place to clarify roles and expectations for 

staff involved in HIV service delivery by province) 

 

Exhibit 23 also shows that most sites have mechanisms in place to provide feedback to health workers 

on their performance.  
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Exhibit 23. No. of Sites with Mechanisms to Provide Feedback to Health Workers on Their 

Performance by Province 

 (Please refer to Tb1. 16 in the database - # sites with mechanisms to provide feedback to health workers on 

their performance by province) 

 

Exhibit 24 shows that many of the key guidelines are available at the facilities and accessible to health 

workers with the exception of guidelines of models that engage key populations which are only available 

at 13% of facilities. This finding is key as differentiated models of care and treatment, especially for key 

and priority populations, are critical to achieving the 90-90-90 targets and achieving HIV epidemic 

control. 

Exhibit 24. Guidelines, Policies, and Practices to Protect Patients Living with HIV from 

Stigma and Discrimination 

(Please refer to Tbl 8 in thedatabase - # of sites with documentation to protect PLHIV from stigma and 

discrimination) 

Guideline or Policy Document Count % 

Guidelines on the right of people living with HIV to confidential, respectful and equal care 90 90% 

Guidelines on the right of key populations to confidential, respectful and equal care 58 58% 

Guidelines on voluntary testing and informed consent 97 97% 

In-service trainings to raise awareness and change stigmatizing attitudes 71 71% 

Supervisor support of staff in providing non-discriminatory services 68 68% 

Use of care models that engage key populations such as through employment or linkages with a key 

populations Civil Society Organization (CSO) or Community Based Organization (CBO) 
13 13% 

Other guidelines 7 7% 
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In response to Question 12 of the data collection tool (How staff access work schedules and 

assignments), the majority of sites (78) reported that that most common way is for these schedules to 

be posted on the wall while 47 sites reported that they discussed these schedules during team/staff 

meetings. A break down of these responses by district can be obtained from Tables 14a, 14b and 14c in 

the database.  

In response to Question 13 of the data collection tool, Exhibit 25 shows that the vast majority of sites 

(96%) have a system in place for keeping track of health workers who receive in-service training. The 

site-specific priority trainings that were mentioned by respondents during the assessment (Questions 

14a to 14d in the data collection tool) are provided in the qualitative responses (Annex 4) of this report 

that is provided as a separate document. 

Exhibit 25. No. of Sites with a System for Keeping Track of Which Workers Receive In-

service Training by District 

(Please refer to Tbl 17 in the database - # of sites with a system for keeping track of which workers receive in-

service training by district) 

District 
System for tracking in-service training in place? 

Yes No Total 

Chibombo 3 1 4 

Chililambombwe 1 1 2 

Chingola 6  6 

Chongwe 3 1 4 

Kabwe Urban 9  9 

Kafue 4  4 

Kalulushi 3  3 

Kapiri Mposhi 3  3 

Kitwe 13  13 

Livingstone 8  8 

Luanshya 2  2 

Lusaka Urban 17 1 18 

Mazabuka 10  10 

Mkushi 3  3 

Mifulira 1  1 

Ndola Urban 9  9 

Shibuyunji 1  1 

Total 96 4 100 

 

HRH Barriers Pertaining to Service Delivery  

Finding out the HRH barriers pertaining to service delivery was also a key part of the assessment. 

Respondents were asked to inform interviewers what they perceived as the most important barriers to 

service delivery. Results in Exhibit 26 show that health worker shortage (25%), inadequate infrastructure 



Processes and Lessons Learned from the Human Resources for Health Rapid Site-Level Assessment Exercise in Four Provinces 

in Zambia | 24 

(19%), low staff motivation (10%), and lack of or inadequate training for service provision to key 

populations are perceived as the most important barriers to effective HIV service delivery. 

Exhibit 26. Challenges Related to HIV Service Delivery 

Perceived Barriers Count Percentage 

High vacancy rates 6 2% 

Recruitment, contractual, and/or payroll processes 13 4% 

Inadequate infrastructure 56 19% 

Lack of/inadequate training in service provision to key 

populations 
30 10% 

Shortage of supplies 19 6% 

Inadequate HRH management capacity/ support 13 4% 

Insufficient clinical competencies 6 2% 

Inadequate operational policies and guidelines for delivering 

services 
6 2% 

Not doing the job they are trained for 11 4% 

Health worker shortage 74 25% 

Unclear position descriptions 5 2% 

Inadequate staff compensation 10 3% 

Staff turnover 3 1% 

Low staff motivation 31 10% 

Inadequate transportation 15 5% 

Other 1 <1% 

 

Exhibit 27 further summarizes the most common HRH challenges by province that were identified by 

the respondents based on the number of sites mentioning each specific challenge according to what they 

thought was most important. 
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Exhibit 27. No. of Sites with a HRH Challenges related to HIV Service Delivery by the Most 

Common Option by Site 

(Please refer to Tbls 18a – 18c in the database - # of sites with HIV challenges related to HIV service delivery by 

choice of challenge) 

Province 
Top HRH challenges to HIV service delivery provided by Respondents by No. of Sites 

First Option(s) Second Option(s) Third Option(s) 

Central 

 Health worker shortage (8) 

 Low staff motivation (4) 

 Health worker shortage (4) 

 Inadequate infrastructure (4) 

 Inadequate training to serve key 

populations (3) 

 Inadequate HRH management 

capacity/support (3) 

Copperbelt 

 Health worker shortage (17) 

 Inadequate infrastructure (8) 

 Inadequate infrastructure (9) 

 Inadequate training to serve 

key populations (8) 

 

 Low staff motivation (10) 

 Inadequate infrastructure (5) 

 Health worker shortage (5) 

Lusaka 

 Health worker shortage (12) 

 Inadequate infrastructure (6) 

 Health worker shortage (7) 

 Inadequate infrastructure (6) 

 Shortage of supplies (5) 

 Not doing job trained for (4) 

 Inadequate infrastructure (4) 

Southern 

 Inadequate infrastructure (7) 

 Health worker shortage (4) 

 Inadequate training to serve key 

populations (4) 

 Health worker shortage (6) 

 Inadequate infrastructure (3) 

 

 Inadequate training to serve key 

populations (3) 

 Inadequate transportation (2) 

 Health worker shortage (2) 

 Low staff motivation (2) 

 

Recommendations for Data Use and Additional Questions for 

Investigation 

Data Use 

The data gleaned from this rapid assessment can be used for: 

 Advocating for or making decisions on filling specific gaps in types of cadres across the 90-90-90 

cascade 

 Determining reconfiguration of health workforce task allocation at sites and within plans for 

new HIV service delivery models 

 Informing PEPFAR HRH training strategies and investments 

 Comparing with population data and demand for HIV services for rational allocation of human 

resources across the health system 

 Sharing with participating clinics to encourage appreciation for the use of HRH data for decision-

making and reinforce a culture of data, as well as illustrating the value of contributing time to 

such assessments 

Additional Questions for Investigation 

As first glance, the finding that laboratory technicians and pharmacy technicians/technologists make up 

51% of the clinical support staff at the assessed facilities (Exhibit 8) appears to support the effective 

provision of HIV services. However, a closer look by district (Exhibit 9) shows that the distribution of 

clinical staff across facilities in the 17 districts is uneven. Further site-level analysis can be done within 

the existing database to identify where the critical gaps are. Additionally, exploration of the quality and 

effectiveness of laboratory services at the site-level, when compared to the relative distribution of 
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support staff, may reveal optimal staffing of support services within the system. Zambia may want to 

explore how laboratory services at hub sites can help alleviate some of the existing service delivery gaps. 

The fact that almost one quarter of health workers providing the continuum of HIV services fall into the 

lay category clearly indicates that this an important cadre in HIV service delivery in Zambia. Given 

responses to Question 10 in the data collection tool, we analyzed reasons why different types of health 

workers perform certain tasks along the HIV service delivery continuum. Given that the information 

that was provided is not mutually exclusive (i.e., certain cadre types can offer multiple services at the 

same site) and that numerous cadre types were analyzed for 17 service points, it is not possible to 

present the results of this analysis in this narrative report. Table Q10.8 in the database - # sites with 

staff providing HIV services by category, cadre and reason why staff do this tasks - provides this 

information by service point (found under Tab Q10, HW Allocation). It is possible to explore the various 

reasons why certain cadres provide various services by filtering in this Tab of the Excel spreadsheet. 

Analysis by cadre and by site done this way shows that staff at most sites offer certain services because 

it is in their job scope and/or because they received training for this task. However, a significant number 

of sites also reported that health workers perform certain tasks because it is a government directive. It 

was not possible to discern from this rapid assessment whether this response meant that the 

government had sanctioned task-shifting or task-sharing for certain services and further exploration is 

necessary in order to examine whether task allocation among cadres is rationalized and why it is done 

especially for non-specialized health workers such as lay cadres. This is particularly important in light of 

the promotion of the differentiated models of care for HIV service delivery in order to achieve the 90-

90-90 targets.  

The assessment reveals that the primary providers of key HIV services are clinical officers, laboratory 

technicians, and nurses — with clinical officers focusing on ART initiation and nurses providing a wider 

range of services along the continuum of care. An important finding that is shown in Exhibits 11a and 

11b is that lay counsellors are also responsible for providing a large number of critical services along the 

continuum of care. As already mentioned above, reasons as to why this is should be explored more in-

depth than was possible in this rapid assessment. Additionally, it is apparent from the assessment that 

doctors and midwives are less involved in ART initiation than clinical officers and nurses, and laboratory 

technicians, nurses, and lay counselors are responsible for most of the laboratory tests. Further 

exploration of these task allocations in relation to the MOH’s overall expectations and assumptions may 

elucidate what task allocations are most optimal and inform adjustments to further increase effective 

HIV service delivery.  

As noted in relation to Exhibit 12, nurses and lay counselors are the main cadres that have other 

reasons for providing HIV services beyond the following reasons: 

 It is in their job scope  

 They have received training for this task  

 High patient volume (staff assists/provides back-up support)  

 Health worker shortage (task is shifted to this worker)  

 Government directive  

Further qualitative analysis could be performed to establish the reasons why these cadres are providing 

HIV services.  

As discussed with Exhibit 13, a number of districts (including Mkushi, Mufulira, Chibombo, 

Chililambombwe, and Luanshya) are not consistent with the others in showing a majority of staff 
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engaged in some form of full time HIV service delivery. The MOH in Zambia may wish to delve deeper 

into the staffing in these districts to ensure that task allocation among service providers effectively 

supports HIV service delivery to meet the 90-90-90 targets. 

The fact that nurses are the largest category of clinical staff providing HIV services (Exhibit 15) should be 

evaluated in light of the need for HIV-related tasks to be distributed across all cadres to ensure effective 

and efficient service delivery. 

Given that the guidelines of models for engaging key populations are only found in a small percentage of 

facilities within the sample, the MOH may wish to ensure a wider distribution, as effectively reaching 

target populations with differentiated models of care and treatment is especially critical to achieving the 

90-90-90 goals and achieving HIV epidemic control. 

Finally, the questionnaire for this rapid assessment did not specifically delineate facilities according to 

whether they were public, private-not-for-profit or private-for-profit. It would be interesting to conduct 

further analyses in the database according to this classification to see if any significant differences among 

facilities are revealed. 
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Annex 1. HRH Rapid Assessment Tool for Zambia 

 

 

PEPFAR Rapid Site-Level Health Workforce Assessment: Overview 

Under PEPFAR 3.0, the Human Resources for Health (HRH) Technical Working Group developed a Human 

Resources for Health (HRH) Strategy. The goal of this strategy is to make certain PEPFAR investments in HRH 

ensure adequate supply and quality of HRH to meet the 90-90-90 targets in PEPFAR-supported scale-up, 

sustained, and centrally supported sites.  

The first objective of the HRH Strategy is to assess the HRH capacity at PEPFAR supported sites to deliver 

HIV/AIDS prevention, care and treatment services. Specifically, PEPFAR programs need to ensure HRH staffing 

interventions effectively provide adequate stock, distribution, and retention of HRH at priority sites to reach 

targets in the face of limited resources, while appropriately planning for transition. In addition, increasing 

attention to efficient ways to utilize health workers is key to optimizing diagnosis and linkage to treatment, care 

and adherence.  

The objectives of the assessment tool are:  

 Ensure adequate staffing to reach site-level targets and 90-90-90 goals;  

 Optimize efficient utilization of health workers across the HIV continuum;  

 Identify HRH barriers to quality HIV service delivery; and  

 Collect site specific HRH data to inform program planning and transition.  

 

In order to assist countries in assessing capacity at priority sites, the HRH TWG has developed a rapid site-level 

HRH assessment tool. Data collected in this tool include:  

 Types, number and availability of cadres at facility;  

 Reasons contributing to absenteeism, retention, and productivity;  

 Current health worker cadre allocation per service point;  

 Health worker capacity and preparation for providing quality HIV services; and  

 HRH barriers pertaining to service delivery.  

 

 

The tool can be administered annually to assess HRH. It is recommended that assessments are conducted by 

implementing partners working at sites. If more than one partner is working at the site, they should work with 

their funding agency to determine which partner will complete the assessment. Only one assessment needs to 

be undertaken per site. Completing the assessment during the 4th quarter of the fiscal year is advisable so that 
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site level workforce data is available to review with year-end Monitoring, Evaluation and Reporting (MER) data 

during POART 4 and can be used for planning the next year country operational plan (COP) activities. The 

assessment should take about 60-75 minutes to complete at each site. My colleague will also be capturing the 

responses electronically and with your permission we would like to take some photographs.  

Members of the HRH TWG are available to provide virtual or in-country technical assistance to countries 

interested in collecting site level HRH data. For future information please contact: Diana Frymus 

(dfrymus@usaid.gov), Cate McKinney (ckm6@cdc.gov), or Suzanne McQueen (izn9@cdc.gov).  

 

mailto:dfrymus@usaid.gov
mailto:ckm6@cdc.gov
mailto:izn9@cdc.gov
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PEPFAR Rapid Site-Level Health Workforce Assessment: Instructions 

When: This tool is to be administered annually. It can be administered during the routine implementing 

partner’s (IPs) supportive supervision visit to a facility or can be administered during a specific visit to a facility to 

conduct the rapid site level workforce assessment. Completing it during the 4th quarter of the fiscal year is 

advisable so that site level workforce data is available to review with year-end Monitoring, Evaluation and 

Reporting (MER) data during POART 4 and can be used for planning the next year COP activities.  

Who and How:  

Role of the Data Collector:  

Ideally, this assessment should be conducted by the implementing partner’s (IP) staff who work with the facility. 

However, the assessment can also be conducted by USG staff or another implementing partner. It would be 

helpful if the data collector has knowledge of Human Resources for Health (HRH). Prior to visiting the site, 

appropriate country stakeholders (e.g. district management, facility staff) should be notified of the assessment.  

Prior to assessment, the data collector should refer to PEPFAR or facility data to complete this table:  

Once at the facility, begin the assessment by reading the “opening statement” in Section i (page 5). Continue 

through Sections I-IV. Upon completion of the assessment with the in-charge, take time on your own to 

document any observations in Section ii, “End of Survey.”  

Role of Facility Management:  

The tool is to be administered through a discussion with the in-charge or lead manager for HIV services at a 

facility followed by a walk-through of the key HIV service delivery departments (i.e., HCT, ART, TB/HIV, labor 

and delivery, pharmacy and laboratory). Questions may also be answered by facility management/supervisors of 

HIV staff as needed. To increase the ease of data collection, please provide the assessment tool to 

facility management to read along during the assessment.  

Additionally, if possible, some information can be collected prior to conducting the assessment in order to 

decrease time needed to conduct the assessment on site. The following questions can be sent to and answered 

by the in-charge of the facility in advance of the assessment:  

 

 

When the in-charge has filled out Q2 and Q10 in advance, it is strongly advised that the data is validated during 

the in-person assessment. Defining the Health Workforce  

Facility name(s) (if more than one facility is linked to one PEPFAR site, please list all facilities):  

 

PEPFAR site ID:  

PEPFAR site type: scale-up to saturation   aggressive scale-up    sustained     central support  

Number of MOH established posts:  

Number of ART patients:  

Estimated patient volume per day (all patients, not just HIV):  
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This tool assesses the health workforce that is working at the facility site that PEPFAR supports. It is meant to 

get a comprehensive inventory of the health workforce, not limited to workers who are financially 

supported by PEPFAR. The questions inquire about workers that are both engaged in direct patient care and 

clinical/technical support. Responses should capture workers who may work at the facility and in the community 

but who report to facility management. The questions should capture workers of all cadre types including 

volunteer cadres, part-time staff, and non-traditional (e.g. guards, ground labor) if they support HIV patient care 

(e.g. prevention of drug theft, infection control, triaging patients).  
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i. Beginning of Assessment – Opening statement explaining the tool to be read by data collector:  

Good morning/afternoon, first let me introduce myself; I am (name) and I work on behalf of the Human 

Resources for Health in 2030 project to support the PEPFAR program in Zambia. PEPFAR provides ongoing 

technical support to this facility in various HIV/AIDS technical areas.  

PEPFAR is placing increased emphasis on how workers are being utilized and supported in the delivery of 

HIV/AIDS prevention, care, and treatment services to ensure high quality diagnosis and linkage to treatment, 

care, and adherence.  

 

The objectives of the rapid HRH assessment tool are:  

 

 Ensure adequate staffing to reach facility targets in order to reach the 90-90-90 goals;  

 Optimize efficient utilization of health workers across the HIV continuum;  

 Identify HRH barriers to quality HIV service delivery; and  

 Collect site specific HRH data to inform program planning and transition.  

 

In order to assist countries in assessing capacity at priority sites, data collected in this tool include:  

 Types, number and availability of cadres at facility;  

 Reasons contributing to absenteeism, retention, and productivity  

 Current health worker cadre allocation per service point;  

 Health worker capacity and preparation for providing quality HIV services; and HRH barriers pertaining 

to service delivery  

 

It will take about 60-75 minutes to go through the questions of this tool. Many of the questions are multiple 

choice, although a few will require some numerical data regarding the workforce at this facility. I will read each 

question to you. I am also giving you a copy to follow along with me. Please feel free to ask me to clarify any of 

the questions. 

  

The information being collected in this assessment is on the facility overall not on any individual health worker. 

PEPFAR Zambia will be reviewing this data with the government in order to better understand the impact health 

workforce challenges have within in a facility and across facilities providing HIV/AIDS services.  

 

Do you have any questions before we begin? Great, let’s start with the section of the assessment that focuses on 

health worker availability.  

 

Data collector should complete this section at the time of conducting the assessment: 

 

 

 

 

 

 

 

 

 

 

 

Data collector (name and organization): _________________________________________  

________________________________________________________ 

Date of assessment:   Start time:    End time: 
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I.   HEALTH WORKER AVAILABILITY                

 

This section asks about health worker availability for HIV services. I’m first going to ask you a few questions to 

help understand the context of the health worker availability at this facility.  

 

Q1a. What days of the week is this facility open, and what are the hours it is open each day? For example, 

Monday – Friday, 07:00-16:00 and Saturday, 08:00-12:00. 

____________________________________________________ 

___________________________________________________________________________________ 

Q1b. Are there HIV or ART clinic days? If so, what are the days and hours of the clinic days?  

 Yes; specify clinic days and hours: ___________________________________               No  

Q Ic. Are there Mobile ART days from this facility to another facility? If so, what are the days and hours of 

the mobile clinic days? 

 Yes; specify clinic days and hours: ___________________________________               No  

Q1d. How many hours in a work week is considered full time employment? For example, 40 hours. 

______________ 

 

Q2a. Next, looking at the spaces in the first column of the table below, please tell me the type of staff working 

at this facility. (Data collector should fill these in.) Include both paid and volunteer cadres. Also include workers 

that work in the community but are based at this facility. Examples within each category include:  

 Clinical – doctors, medical licentiates, nurses, midwives, clinical officers 

 Clinical support – pharmacists, pharmacy technicians, medical technicians, laboratorians, laboratory 

technicians  

 Managerial – facility administrators, HR managers, M&E advisors, epidemiologists  

 Social – social workers, child and youth development workers  

 Lay – adherence support, mother mentors, cough monitors, expert clients, lay counsellors, peer 

educators/navigators, community health workers, community health assistants (specify name)  

 Other – if other staff, such as ground labour or security guards have interactions with patients or provide 

HIV services support (for example, prevent drug theft), list these here. 
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 For full-time staff: For part-time staff: 

Q2a. List 

cadre 

categories 

below 

 

Q2b. For 

each staff 

type, how 

many staff 

does this 

facility have 

in total?  

(Provide 

total and 

disaggregate 

by M and F) 

Q2c. How 

many of this 

facility’s staff 

are full time 

staff and 

work in HIV 

service 

delivery, 

regardless of 

time/ 

workload 

allocated to 

non-HIV 

services? 

(Provide total 

and 

disaggregate 

by M and F) 

Q2d. For 

these full time 

staff delivering 

HIV services, 

about how 

many hours 

each week are 

they 

delivering HIV 

services? 

(Include facility 

and community 

time) 

 

Q2e. For 

these full 

time staff 

delivering 

HIV services, 

about how 

many hours 

each week 

are they 

delivering 

HIV services 

in the 

community? 

Q2f. How 

many of this 

facility’s staff 

are part time 

staff and work 

in HIV service 

delivery, 

regardless of 

time/ 

workload 

allocated to 

non-HIV 

services? 

(Provide total 

and 

disaggregate by 

M and F) 

Q2g. For 

these part-time 

staff delivering 

HIV services, 

about how 

many hours 

each week are 

they delivering 

HIV services? 

(Include facility 

and community 

time) 

Q2h. For 

these part-

time staff 

delivering HIV 

services, 

about how 

many hours 

are they 

delivering HIV 

services in the 

community? 

Example: Nurse 12 (7, 5) 7(5,2) 20 0 1(0,1) 18 16 

Example: 

Expert Client 
4(3,1) 0 0 0 4(3,1) 10 5 

CLINICAL        

a.        

b.        

c.        

d.         

CLINICAL 

SUPPORT 
       

a.        

b.        

c.        

d.         

MANAGERIAL        

a.        

b.        

c.        

d.         

SOCIAL        

a.        

b.        

c.        

d.         

LAY        
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a.        

b.        

c.        

d.         

e.        

f.        

OTHER        

a.        

b.        

c.        

d.         

 

I am now going to ask additional questions about health worker availability at this facility.  

 

Q3. For the health workers that are not at work today, what are the reasons for their absence? Please tell me 

all that apply. (tick all that apply)  

 

 

 

 

 

 

 

family leave) 

specify):_____________________ 

 

 

Q4a. When was the last time a health worker resigned/quit their job at this facility?  
      

Q4b. What cadre or type of health worker was this person? ___________________________ 

Q4c. Is this worker’s post/job position still vacant?    Yes        No 
 

Q5. In your opinion, what are the top 3 reasons health workers quit their jobs or ask to be transferred from 

this facility? Which one of these three is the most common reason? (Tick the top 3 reasons health workers quit 

their jobs at this facility. Then tick and rank the most common reason health workers leave this facility.) 

 

 

 

 

 

 

Not doing job tasks trained for 
 

 

 

 

 

service  

 

(specify):_________________________________ 

Q6. When a health worker is on leave for more than one week, how do you ensure coverage? 

                 

Medical Office to bring in new staff  

specify): ________________________________________________________________ 
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II.   WORKFORCE PERFORMANCE MANAGEMENT                

Q7. Are there documents or visual aids in place that clarify roles and expectations for staff at this facility who 

are involved in the delivery of HIV services? For example, documents or visual aids could include job 

descriptions, staff schedules, or work flow charts that distribute and outline tasks for team members. 

to see (data collector should confirm)  

 

 

 

Q8. What are the ways health workers get feedback on their job performance from their supervisors, co-

workers or patients? (Tick all that apply. Data collector should confirm existence of relevant documentation): 

national 

plans/guidelines  

 

 

survey, feedback box)  

specify): ________________________  

 

Q9. Does this facility have any of the following guidelines, policies and practices to protect patients living with 

HIV from stigma and discrimination? 

to confidential, respectful and equal care  

 on the right of key populations to 

confidential, respectful and equal care  

consent  

-service trainings to raise awareness and 

change stigmatizing attitudes  

-

discriminatory services  

(men who have sex with men, people who inject 

drugs, sex workers or transgender persons) such 

as through employment or linkages with a key 

populations Civil Society Organization (CSO) or 

Community Based Organization (CBO)  

(specify): 

________________________________ 

____________________________________

____________  
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III.   HEALTH WORKER ALLOCATION                

Q10. This next question is looking at which cadres of health workers are assigned specific HIV duties in this 

facility and why they are assigned these duties. As an example, community nurses might do outreach in the 

community because it is in their job scope and expert clients might also do outreach in the community because 

of high patient volumes. 

Service points: 

Q10a. List the type(s) of 

health workers that perform 

each of the tasks below. 

Examples include:  

 Clerk  

 Nurse  

 Clinical officer/doctor  

 Lab  

 Pharmacy  

 Lay cadre  

Q10b. Select all reasons staff do these tasks  

It is in 

their 

job 

scope  

1=Yes 

2=No 

They 

have 

received 

training 

for this 

task  

1=Yes 

2=No 

High 

patient 

volume 

(staff 

assists/ 

provides 

back-up 

support)  

1=Yes 

2=No 

Health 

worker 

shortage 

(task is 

shifted 

to this 

worker)  

1=Yes 

2=No 

Govt. 

directive  

1=Yes 

2=No 

Other 

(Specify)  

 

Example:  

Community outreach  

Community nurses 1 1 1 2 2  

Expert clients 1 1 1 1 2  

Community outreach 

(for example, mobile 

clinics, community 

testing or dispensing)  

       

       

       

       

Community-facility 

linkages (for example, 

community patient 

referrals to facility)  

       

       

       

       

HIV services for key 

populations 

 

 

       

       

       

       

Client registration  

 

       

       

       



Processes and Lessons Learned from the Human Resources for Health Rapid Site-Level Assessment Exercise in Four Provinces in Zambia 

| 38 

       

Triage         

       

       

       

TB screening for HIV 

patients  

       

       

       

       

Patient consultation 

and clinical 

assessment  

       

       

       

       

HIV/AIDS pre- and 

post-test counseling  

  

       

       

       

       

Lab tests  

Tick available tests:  

□ HIV          □ CD4  

□ Viral load  

       

       

       

       

Adherence 

counseling and 

psychosocial support  

 

       

       

       

       

Pill count  

 

       

       

       

       

ARV initiation         
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ARV refill  

 

       

       

       

       

 

Dispensing ARVs  

 

       

       

       

       

Data entry        

       

       

       

Reporting (e.g. 

quarterly or monthly) 

       

       

       

       

Monitoring and 

evaluation 

       

       

       

       

 

Q11a. Are there days of the week or hours of the day that more health workers are scheduled to work?  

 Yes    No   If yes, continue to Q11b. If no, skip to Q12. 

 

Q11b. How are staff schedules and assignments determined? 

 

needs  

 

 

specify): _______________________  



Processes and Lessons Learned from the Human Resources for Health Rapid Site-Level Assessment Exercise in Four Provinces in Zambia 

| 40 

 

Q12. How do staff access work schedules and assignments? 

 

 

 

(specify): __________________________  

are regular/routine so they are not handed out)  

 

The next set of questions all pertain to HIV in-service training at this site. 

Q13. Do you have a system for keeping track of which workers receive in-service training?  
please tick:) electronic OR written/on paper  

 

Q14a. What are the priority HIV trainings at this site? 

_____________________________________________________  

_________________________________________________________________

_____________________ 
 

Q14b. How are staff selected to receive these priority HIV trainings? 

_________________________________  

______________________________________________________________

_____________________ 
 

Q14c. What types or cadres of health workers are receiving these priority HIV trainings? ___________ 

______________________________________________________________

_____________________ 
 

Q14d. Are there additional staff who need these priority HIV trainings? □ Yes □ No □  

 

If yes, which category and cadre do these staff fall under (refer to list under Q2a) _____________________  

______________________________________________________________

_____________________ 
  

If yes, about how many? __________________________________________________________  

 

If yes, why do they need this training? 

_____________________________________________________________ 

____________________________________________________________

____________________ 
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IV.   SUMMARY  

Thank you for your patience. We are nearing the end of the survey.  

Q15. In this question, I will be asking you to rank in order the 3 biggest HRH challenges related to HIV service 

delivery at this facility. I will read all possible challenges and then ask you to tell me the first or most important 

challenge, followed by the second and third top challenges. (Use numbers from 1 to 3 to rank for importance, with 

“1” being the most important):                 

enter specific 

rate if available: _____________)  

and/or payroll processes  

 

service provision to key 

populations 

 

 

capacity/ support  

competencies  

tional policies 

and guidelines for delivering 

services  

trained for  

 

 

 

 

 

ion  

(specify):______________  

     __________________________  



 

Q16: This is the last question of the assessment. Is there anything I haven’t asked about staffing 

that you think I should know? 

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________ 

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________ 

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________ 

 

ii. END OF SURVEY 

Data Collector, please provide feedback from your visit. For example: Did you see long queues? How 

organized were the registration and/or triage processes? 

  



 

 

Annex 2. Advance Data Collection Tool for Questions 2 and 10 

PEPFAR Rapid Site-Level Health Workforce Assessment in Zambia: 

Questions to pre-fill before Site Interview 

 

Facility name(s) (if more than one facility is linked to one PEPFAR site, please list all facilities):  

 

 

PEPFAR site ID:  

 

 

Q2a. Looking at the first column of the table below, please fill out the type of staff working at 

this facility. Include both paid and volunteer cadres. Also include workers that work in the 

community but are based at this facility. Examples within each category include:  

 Clinical – doctors, medical licentiates, nurses, midwives, clinical officers 

 Clinical support – pharmacists, pharmacy technicians, medical technicians, laboratorians, 

laboratory technicians  

 Managerial – facility administrators, HR managers, M&E advisors, epidemiologists  

 Social – social workers, child and youth development workers  

 Lay – adherence support, mother mentors, cough monitors, expert clients, lay 

counsellors, peer educators/navigators, community health workers, community health 

assistants (specify name)  

 Other – if other staff, such as ground labour or security guards have interactions with 

patients or provide HIV services support (for example, prevent drug theft), list these here. 

 

  

 

Data collector (name and organization): _________________________________________ 

 ________________________________________________________ 

 

Date of assessment:   Start time:    End time: 



 

Please provide staff total and also disaggregate by gender (Male [M], Female[F]) in columns Q2b, Q2c and Q2f. 

 

 For full-time staff: For part-time staff: 

Q2a. List cadre categories below 

 

Q2b. For each 

staff type, how 

many staff does 

this facility have in 

total?  

(Provide total and 

disaggregate by M 

and F) 

Q2c. How many 

of this facility’s 

staff are full time 

staff and work in 

HIV service 

delivery, 

regardless of time/ 

workload 

allocated to non-

HIV services? 

(Provide total and 

disaggregate by M 

and F) 

Q2d. For these 

full time staff 

delivering HIV 

services, about 

how many hours 

each week are 

they delivering 

HIV services? 

(Include facility and 

community time) 

 

Q2e. For these 

full time staff 

delivering HIV 

services, about 

how many 

hours each 

week are they 

delivering HIV 

services in the 

community? 

Q2f. How many 

of this facility’s 

staff are part time 

staff and work in 

HIV service 

delivery, 

regardless of time/ 

workload 

allocated to non-

HIV services? 

(Provide total and 

disaggregate by M 

and F) 

Q2g. For these 

part-time staff 

delivering HIV 

services, about 

how many hours 

each week are 

they delivering 

HIV services? 

(Include facility and 

community time) 

Q2h. For these 

part-time staff 

delivering HIV 

services, about 

how many hours 

are they 

delivering HIV 

services in the 

community? 

Example: Nurse 12 (7, 5) 7(5,2) 20 0 1(1F) 18 16 

Example: Expert Client 4 (3,1) 0 0 0 4 (3,1) 10 5 

CLINICAL        

a.        

b.        

c.        

d.         

CLINICAL SUPPORT        

a.        

b.        



 

 

c.        

d.         

MANAGERIAL        

a.        

b.        

c.        

d.         

SOCIAL        

a.        

b.        

c.        

d.         

LAY        

a.        

b.        

c.        

d.         

e.        

f.        

OTHER        



 

a.        

b.        

c.        

d.         

 

Q10. This question is looking at which cadres of health workers are assigned specific HIV duties in this facility and why they are assigned these 

duties. As an example, community nurses might do outreach in the community because it is in their job scope and expert clients might also do 

outreach in the community because of high patient volumes. 

For columns in Q10b: Please insert 1 for Yes and 2 or No. Write down other reasons in the ‘Other (Specify)’ column 

Service points: 

Q10a. List the type(s) of health 

workers that perform each of the 

tasks below. Examples include:  

 Clerk  

 Nurse  

 Clinical officer/doctor  

 Lab  

 Pharmacy  

 Lay cadre  

Q10b. Select all reasons staff do these tasks  

It is in 

their job 

scope  

1=Yes 

2=No 

They 

have 

received 

training 

for this 

task  

1=Yes 

2=No 

High 

patient 

volume 

(staff 

assists/ 

provides 

back-up 

support)  

1=Yes 

2=No 

Health 

worker 

shortage 

(task is 

shifted 

to this 

worker)  

1=Yes 

2=No 

Govt. 

directive  

1=Yes 

2=No 

Other (Specify)  

 

Example:  

Community outreach  

Community nurses 1 1 1 2 2  

Expert clients 1 1 1 1 2  

       



 

 

Community outreach 

(for example, mobile 

clinics, community 

testing or dispensing)  

       

       

       

Community-facility 

linkages (for example, 

community patient 

referrals to facility)  

       

       

       

       

HIV services for key 

populations 

 

 

       

       

       

       

Client registration  

 

       

       

       

       

Triage         

       

       

       

       



 

TB screening for HIV 

patients  

       

       

       

Patient consultation 

and clinical 

assessment  

       

       

       

       

HIV/AIDS pre- and 

post-test counseling  

  

       

       

       

       

Lab tests  

Check available tests:  

□ HIV          □ CD4  

□ Viral load  

       

       

       

       

Adherence counseling 

and psychosocial 

support  

 

       

       

       

       

Pill count         



 

 

        

       

       

ARV initiation  

 

       

       

       

       

ARV refill  

 

       

       

       

       

Dispensing ARVs        

       

       

       

Data entry 

 

 

 

       

       

       

 

 

      



 

 

Reporting (e.g., 

quarterly or monthly) 

       

       

       

       

Monitoring and 

Evaluation 

       

       

       

       

 

Note: Facilities highlighted in blue are the 10 highest-volume sites for those on ART in each district. 

 

 



 

 

Annex 3. List of Participating Sites 

Italics indicate sites that were part of the data collection pre-test exercise. 

Shading indicates sites that were not selected for the data collection exercise. 

Number Province Name of Facility PEPFAR Priority 

Current 

Patient 

Volume 

1 Central Central Province/Itezhi-tezhi District/Itezhi-tezhi District Hospital Scale up Aggressive 3,178 

2 Central Central Province/Kabwe District/Kasanda Scale up Saturation 3,087 

3 Central Central Province/Kabwe District/Mahatma Gandhi Memorial Scale up Saturation  3,236 

4 Central Central Province/Chibombo District/Kayosha Scale up Saturation 1,104 

5 Central Central Province/Kapiri Mposhi District/Kapiri Health Centre Scale up Saturation 8,690 

6 Central Central Province/Mkushi District/Mkushi District Hospital Scale up Saturation 5,506 

7 Central Central Province/Serenje District/Serenje District Hospital Scale up Saturation 2,976 

8 Central Central Province/Kapiri Mposhi District/Mukonchi Scale up Saturation 1,232 

9 Central Central Province/Kabwe District/Ngungu Scale up Saturation 2,384 

10 Central Central Province/Chibombo District/Liteta Hospital Scale up Saturation 2,842 

11 Central Central Province/Kabwe District/Chreso Ministries - Kabwe Scale up Saturation 2,601 

12 Central Central Province/Kabwe District/Makululu Scale up Saturation 2,267 

13 Central Central Province/Chibombo District/Mwachisompola Zonal Scale up Saturation 1,427 

14 Central Central Province/Mkushi District/Chalata Scale up Saturation 508 

15 Central Central Province/Kabwe District/Kabwe Mine Hospital Scale up Saturation 2,555 

16 Central Central Province/Kapiri Mposhi District/Waya Scale up Saturation 556 

17 Central Central Province/Kabwe District/Pollen Scale up Saturation 769 

18 Central Central Province/Kabwe District/Katondo Scale up Saturation 1,423 

19 Central Central Province/Chibombo District/Chisamba Scale up Saturation 1,019 

20 Central Central Province/Kabwe District/Natuseko Scale up Saturation 912 

21 Central Central Province/Serenje District/Chitambo Mission Hospital Scale up Saturation 593 

22 Central Central Province/Mkushi District/Masansa Scale up Saturation 1,499 

23 Copperbelt Copperbelt Province/Mpongwe District/St Theresa Mission Hospital Scale up Aggressive 2,361 

24 Copperbelt Copperbelt Province/Luanshya District/Thomson Hospital Scale up Aggressive 8,262 



 

25 Copperbelt Copperbelt Province/Luanshya District/Mpatamatu Clinic Scale up Aggressive 1,021 

26 Copperbelt Copperbelt Province/Kalulushi District/Chibuluma Scale up Saturation 1,050 

27 Copperbelt Copperbelt Province/Ndola District/Masala New Scale up Saturation 7,370 

28 Copperbelt Copperbelt Province/Kitwe District/Mindolo 1 Scale up Saturation 1,295 

29 Copperbelt Copperbelt Province/Chingola District/Kabundi East Scale up Saturation 2,868 

30 Copperbelt Copperbelt Province/Kitwe District/Mulenga Scale up Saturation 1,484 

31 Copperbelt Copperbelt Province/Kitwe District/Kwacha Scale up Saturation 1,592 

32 Copperbelt Copperbelt Province/Chingola District/Nchanga North Hospital Scale up Saturation 3,764 

33 Copperbelt Copperbelt Province/Chingola District/Chiwempala Scale up Saturation 5,100 

34 Copperbelt Copperbelt Province/Ndola District/Kansheshi Prison Scale up Saturation 1,695 

35 Copperbelt Copperbelt Province/Ndola District/Ndeke Scale up Saturation 4,459 

36 Copperbelt Copperbelt Province/Chingola District/Nchanga Clinic I Scale up Saturation 2,107 

37 Copperbelt Copperbelt Province/Ndola District/Twapia Scale up Saturation 2,673 

38 Copperbelt Copperbelt Province/Ndola District/Kaniki Scale up Saturation 697 

39 Copperbelt Copperbelt Province/Ndola District/Lubuto Scale up Saturation 8,846 

40 Copperbelt Copperbelt Province/Kalulushi District/Kalulushi Government Clinic Scale up Saturation 3,832 

41 Copperbelt Copperbelt Province/Kitwe District/Zamtan Scale up Saturation 559 

42 Copperbelt Copperbelt Province/Kitwe District/Bulangililo Scale up Saturation 1,932 

43 Copperbelt Copperbelt Province/Kitwe District/SOS Clinic Scale up Saturation 1,103 

44 Copperbelt Copperbelt Province/Kitwe District/Ipusukilo Scale up Saturation 1,392 

45 Copperbelt Copperbelt Province/Kitwe District/Kamfinsa Scale up Saturation 676 

46 Copperbelt Copperbelt Province/Kitwe District/Chavuma Scale up Saturation 544 

47 Copperbelt Copperbelt Province/Ndola District/Chipokota Mayamba Scale up Saturation 4,812 

48 Copperbelt Copperbelt Province/Mufulira District/Ronald Ross General Hospital Scale up Saturation 2,745 

49 Copperbelt 
Copperbelt Province/Ndola District/Zambia Flying Doctor Service Medical 

Centre 

Scale up Saturation 
845 

50 Copperbelt Copperbelt Province/Kitwe District/Riverside Scale up Saturation 1,212 

51 Copperbelt Copperbelt Province/Ndola District/Kabushi Scale up Saturation 590 

52 Copperbelt Copperbelt Province/Chililabombwe District/Lubengele Clinic Scale up Saturation 2,149 

53 Copperbelt Copperbelt Province/Kitwe District/Luangwa Scale up Saturation 2,234 

54 Copperbelt Copperbelt Province/Chingola District/Chawama Scale up Saturation 2,630 

55 Copperbelt Copperbelt Province/Kitwe District/Buchi Main Scale up Saturation 4,125 



 

 

56 Copperbelt Copperbelt Province/Chingola District/Muchinshi Scale up Saturation 804 

57 Copperbelt Copperbelt Province/Kalulushi District/Chambishi Government Clinic Scale up Saturation 1,922 

58 Copperbelt Copperbelt Province/Mufulira District/Kamuchanga District Hospital Scale up Saturation 3,087 

59 Copperbelt Copperbelt Province/Kitwe District/Chimwemwe Scale up Saturation 3,864 

60 Copperbelt Copperbelt Province/Chililabombwe District/Kakoso Scale up Saturation 2,165 

61 Lusaka Lusaka Province/Lusaka Urban District/Makeni Scale up Saturation 3,122 

62 Lusaka Lusaka Province/Luangwa District/Katondwe Mission Hospital Scale up Saturation 1,448 

63 Lusaka Lusaka Province/Chongwe District/Kasisi Scale up Saturation 1,052 

64 Lusaka Lusaka Province/Lusaka Urban District/Bauleni Scale up Saturation 2,518 

65 Lusaka Lusaka Province/Chongwe District/Mpanshya Mission Hospital Scale up Saturation 635 

66 Lusaka Lusaka Province/Lusaka Urban District/George Scale up Saturation 6,719 

67 Lusaka Lusaka Province/Lusaka Urban District/Kabwata Scale up Saturation 3,459 

68 Lusaka Lusaka Province/Kafue District/Mwembeshi Scale up Saturation 864 

69 Lusaka Lusaka Province/Lusaka Urban District/Kamwala Scale up Saturation 5,660 

70 Lusaka Lusaka Province/Lusaka Urban District/Kalingalinga Scale up Saturation 6,413 

71 Lusaka Lusaka Province/Lusaka Urban District/Ng'ombe Scale up Saturation 2,535 

72 Lusaka Lusaka Province/Kafue District/Chanyanya Scale up Saturation 521 

73 Lusaka Lusaka Province/Lusaka Urban District/Bwafwano Medical Clinic Scale up Saturation 921 

74 Lusaka Lusaka Province/Kafue District/Kafue District Hospital Scale up Saturation 3,271 

75 Lusaka Lusaka Province/Lusaka Urban District/Circle of Hope Scale up Saturation 3,041 

76 Lusaka Lusaka Province/Lusaka Urban District/Matero Reference Scale up Saturation 8,961 

77 Lusaka Lusaka Province/Lusaka Urban District/Kanyama West Scale up Saturation 2,065 

78 Lusaka Lusaka Province/Shibuyunji District/Nampundwe Scale up Saturation 1,353 

79 Lusaka Lusaka Province/Kafue District/Nangongwe OPD/ANC Scale up Saturation 2,521 

80 Lusaka Lusaka Province/Lusaka Urban District/Coptic Church Hospital Scale up Saturation 3,262 

81 Lusaka Lusaka Province/Lusaka Urban District/Chilenje Scale up Saturation 5,687 

82 Lusaka Lusaka Province/Kafue District/Mt. Makulu Scale up Saturation 1,563 

83 Lusaka Lusaka Province/Kafue District/Estates Scale up Saturation 2,776 

84 Lusaka Lusaka Province/Lusaka Urban District/Lusaka Railway Scale up Saturation 4,186 

85 Lusaka Lusaka Province/Luangwa District/Luangwa Boma Scale up Saturation 739 

86 Lusaka Lusaka Province/Lusaka Urban District/University of Zambia Scale up Saturation 1,804 

87 Lusaka Lusaka Province/Chongwe District/Kanakantapa Scale up Saturation 524 



 

88 Lusaka Lusaka Province/Chongwe District/Lwiimba Scale up Saturation 529 

89 Lusaka Lusaka Province/Lusaka Urban District/Our Lady's Hospice Scale up Saturation 3,148 

90 Lusaka Lusaka Province/Lusaka Urban District/Chazanga Scale up Saturation 2,501 

91 Lusaka Lusaka Province/Lusaka Urban District/Chainama Psychiatric Hospital Scale up Saturation 1,233 

92 Lusaka Lusaka Province/Lusaka Urban District/Zatulet Scale up Saturation 530 

93 Lusaka Lusaka Province/Lusaka Urban District/Chreso Ministries Scale up Saturation 4,907 

94 Lusaka Lusaka Province/Lusaka Urban District/Chelstone Scale up Saturation 7,539 

95 Lusaka Lusaka Province/Chongwe District/Chongwe Health Centre Scale up Saturation 3,031 

96 Lusaka Lusaka Province/Lusaka Urban District/Mtendere Scale up Saturation 4,027 

97 Lusaka Lusaka Province/Lusaka Urban District/Matero Main Scale up Saturation 3,580 

98 Lusaka Lusaka Province/Lusaka Urban District/Chipata Scale up Saturation 10,795 

99 Lusaka Lusaka Province/Lusaka Urban District/Lusaka Prisons Scale up Saturation 791 

100 Southern Southern Province/Namwala District/Chitongo Scale up Aggressive 1,031 

101 Southern Southern Province/Sinazongwe District/Maamba Hospital Scale up Aggressive 2,159 

102 Southern Southern Province/Namwala District/Namwala District Hospital Scale up Aggressive 2,278 

103 Southern Southern Province/Livingstone District/St Josephs Scale up Saturation 1,373 

104 Southern Southern Province/Livingstone District/Mahatma Gandhi Scale up Saturation 4,385 

105 Southern Southern Province/Livingstone District/Libuyu Scale up Saturation 686 

106 Southern Southern Province/Livingstone District/Chreso Ministries - Livingstone Scale up Saturation 2,783 

107 Southern Southern Province/Livingstone District/Mosi-oa-Tunya Scale up Saturation 806 

108 Southern Southern Province/Mazabuka District/Chivuna Scale up Saturation 1,622 

109 Southern Southern Province/Mazabuka District/Chingangauka (Nansenga) Scale up Saturation 765 

110 Southern Southern Province/Mazabuka District/Nakambala Urban Scale up Saturation 3,017 

111 Southern Southern Province/Mazabuka District/Magoye Scale up Saturation 3,010 

112 Southern Southern Province/Mazabuka District/Kaleya Urban Scale up Saturation 877 

113 Southern Southern Province/Livingstone District/Maramba Scale up Saturation 6,653 

114 Southern Southern Province/Mazabuka District/Kafue Gorge Scale up Saturation 1,450 

115 Southern Southern Province/Mazabuka District/Mazabuka District Hospital Scale up Saturation 7,568 

116 Southern Southern Province/Mazabuka District/Kaonga Scale up Saturation 1,065 

117 Southern Southern Province/Livingstone District/Livingstone Police Scale up Saturation 936 

118 Southern Southern Province/Livingstone District/Livingstone Hospital Scale up Saturation 7,674 

119 Southern Southern Province/Mazabuka District/Mbayamusuma Scale up Saturation 1,951 



 

 

120 Southern Southern Province/Mazabuka District/Nakambala Sugar Estates Scale up Saturation 1,654 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

U.S. Agency for International Development 
1300 Pennsylvania Avenue, NW 

Washington, D.C. 20523 
Tel: (202) 712-0000 
Fax: (202) 216-3524 

www.usaid.gov 


