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A Look at DDD Through the Supply Chain Lens

01.
DDD Summary

Decentralized drug distribution (DDD) relieves patients of much of the burden 
associated with retrieving medicine refills by bringing medicines for HIV/AIDS and other 
illnesses closer to clients. 

 This, in turn, reduces the risk of HIV/AIDS treatment interruption or discontinuation, 
which is critical to countries achieving epidemic control in line with the United Nations 
Sustainable Development Goals. DDD does, however, come with increased costs and 
responsibilities for health programs that deploy it.

However, essential supply chain elements must be functional before countries begin 
implementing. Key learnings are available from countries that have already implemented 
and scaled up their own DDD approaches, and several different models have emerged. 
With case studies from five countries, this handbook aims to document the supply chain 
implications of DDD for countries considering implementation. The annexes to this 
handbook provide sample tools that are used to implement and practice DDD.

Decentralized drug distribution (DDD), in conjunction with multi-month 
dispensing (MMD), is helping public-sector health programs bring 
lifesaving medicines for HIV/AIDS and other illnesses closer to clients. 
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DDD Aims to Improve Client-Centered Care

02.
DDD Background
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PEPFAR-supported countries are 
scaling up multi-month dispensing for 
clinically stable clients to reduce the 
required number of client visits to health 
facilities. MMD provides convenience to 
clients, supports improved adherence 
to treatment regimens, and reduces 
congestion at health facilities.

The outbreak of the COVID-19 pandemic 
in early 2020 led PEPFAR to more rapidly 
scale up MMD to reduce the risk of 
exposing immunocompromised HIV/
AIDS clients to those who are potentially 
ill with an infectious disease. PEPFAR, 
through its clinical partners, has been 
supporting countries to transition to and 
scale up MMD of antiretrovirals (ARVs) 
to all new and existing clients so that 
they receive a three-month or six-month 
supply of ARVs at a time.

In conjunction with MMD, PEPFAR 
and country governments have also 
been scaling up implementation of 
decentralized drug distribution, which 
provides more convenient locations where 

clients can pick up their ARVs. Like MMD, 
DDD improves convenience for clients by 
reducing the costly travel and time burdens 
to retrieve medicines and helps minimize 
crowding and long waits at health clinics.

Together, MMD and DDD are part of a 
broader long-term strategy to improve 
client-centered care— in other words, to 
“differentiate” service delivery. Creating client-
centered public health systems by bringing 
services and drugs closer to clients, rather 
than bringing clients closer to services and 
drugs, makes it far easier for clients to sustain 
uninterrupted HIV/AIDS treatment, ultimately 
helping countries achieve epidemic control.

Different Models of DDD: 
Private-Sector and Community-
Based Approaches Serve 
Different Needs
PEPFAR and its country partners have 
studied and implemented different models 
of DDD (see Decentralized Distribution of 
Antiretroviral Therapy through the Private 
Sector by the USAID EpiC project). 

Some models add private-sector 
distribution points, where public-sector 
clients can pick up their medication; 
other models deploy health care workers 
or community members to extend 
distribution from a facility to the 
community level. Many countries use 
a mix of models to meet the needs of 
different regions and different clients.

Clinically stable clients who are receiving 
three to six months of drugs at a time 
through MMD are ideal for DDD, 
whereas those who require increased 
monitoring because they are, for example, 
trying a new regimen, would likely 
continue monthly care and treatment  
at a health clinic.

Supply Chain Implications of 
DDD: Benefits and Risks To Be 
Considered When Planning 
Implementation
Much is known and documented about 
DDD implementation in many countries. 
However, the supply chain implications 
are not always understood nor considered, 
putting at risk the reliable supply of quality 
medicines to clients. 

Both private-sector and community-
based approaches to DDD offer benefits 
if conditions in the country can support 

With the introduction of universal coverage for HIV/AIDS and 
implementation of a test-and-treat approach, treatment of this lifelong 
condition requires clients to return regularly to a health facility to 
receive medicines. 

https://www.fhi360.org/sites/default/files/media/documents/epic-project-strategic-guide-scale-up.pdf
https://www.fhi360.org/sites/default/files/media/documents/epic-project-strategic-guide-scale-up.pdf
https://www.fhi360.org/sites/default/files/media/documents/epic-project-strategic-guide-scale-up.pdf
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them, but they also introduce challenges 
and risks, particularly to the supply chain. 
The implications of the supply chain are 
far reaching in public health programs. 

The supply chain encompasses many 
critical components of public health, such 
as governance, inventory control, data 
collection, transportation, storage,

Essential supply chain elements must be functional before countries begin implementing DDD. 
PHOTO CREDIT: GHSC-PSM

and human resources. Because of the 
integral nature of the supply chain, risks in 
each of these areas must be thoroughly 
considered, and mitigation strategies 
developed, before DDD implementation 
to ensure its success.

This handbook aims to support supply chain 
professionals and clinicians to ensure that the 
public health supply chain is fully prepared to 
support DDD implementation. It provides a 
brief look at the supply chain elements critical 
to DDD’s success and provides an overview 
of the most common DDD approaches, with 
the supply chain benefits and risks of each 
highlighted. 

Case studies detailing the experiences of 
several countries in implementing these 
models are contained in each section 
to illustrate how DDD can function in 
different country contexts and how supply 
chain considerations were managed.



Essential Elements of the Supply Chain  
for Successful DDD Implementation

03.
Essential Elements

Before implementing or scaling up DDD, 
a country should analyze the current 
state of these supply chain elements 
and determine whether additional 
strengthening or modifications are needed 
to ensure these elements function well 
once DDD is implemented:

	— Clearly defined roles and 
responsibilities for tracking 
and reporting. The roles and 
responsibilities should be clearly 
defined for each person moving and 
dispensing medicines along each point 
of distribution—from the central 

medical store (CMS), to the facility, to 
either private-sector or community 
distribution points, and ultimately to 
the client. Importantly, these roles and 
responsibilities should establish supply 
chain accountability by designating 
who is responsible for reporting the 
movement and dispensing of medicines 
at each point, stock on hand, and any 
losses/adjustments.

	— A logistics management 
information system (LMIS).  
Whether electronic or paper based, 
the LMIS should reliably and regularly 

report essential data such as stock on 
hand, rate of consumption, and any 
losses/adjustments for each warehouse 
and service delivery point. 

	— Proper storage for the medicines. 
Storage spaces should be appropriate 
for pharmaceutical-grade storage, 
including protection from moisture 
and sunlight, temperature controls, 
pest control, appropriate access 
control and security, and management 
by expiration date (see Guidelines for 
Warehousing Health Commodities by 
USAID’s Deliver Project and Good 
Storage and Distribution Practices by 
the World Health Organization for 
additional information).

A well-functioning supply chain—whether that supply chain is adding 
decentralized distribution points or not—requires three critical 
elements to ensure the smooth flow of commodities to clients. 
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https://www.ghsupplychain.org/index.php/guidelines-warehousing-health-commodities
https://www.ghsupplychain.org/index.php/guidelines-warehousing-health-commodities
https://www.who.int/medicines/areas/quality_safety/quality_assurance/qas19_793_good_storage_and_distribution_practices_may_2019.pdf?ua=1
https://www.who.int/medicines/areas/quality_safety/quality_assurance/qas19_793_good_storage_and_distribution_practices_may_2019.pdf?ua=1


Community Pharmacies Serving as Distribution Points

How This Model Works
Community pharmacies can become 
ARV distribution points for public-sector 
clients in two different ways: either by 
partnering directly with the national or 
local government to dispense drugs, or by 
serving as pick-up points under a central 
dispensing unit (CDU) in what is sometimes 
called a “hub/spoke” or “parent/child” 
pharmacy model.

Partnering with community pharmacies 
generally requires that a memorandum of 
understanding (MOU) or other type of 
contract with the community pharmacy 
(and/or community pharmacist) and a 
national or local government entity (and/or 
an implementing partner working on behalf 
of the government).

It’s also a best practice for the country’s 
pharmacy licensing agency to be a signatory 
to the agreement, which strengthens the 
incentive for community pharmacies to abide 
by the DDD agreement and related standard 
operating procedures (SOPs) because it 
ties their performance as a public-sector 
distribution point to their licensing.

From a supply chain perspective, the 
MOU should lay out in detail how each 
aspect of logistics and reporting will be 
handled and who in the pharmacy or 
public sector is responsible. The agreement 
should specify, for example, how the drugs 
for public-sector clients will be packaged and 
delivered to the pharmacy, how they will 
be stored at the pharmacy, whether private 
space is needed to deliver client counseling 
or other services. and how the pharmacy will 
track drug distribution and report that data 
back to the public sector.

A benefit to clients of this model is that they 
may feel less stigma picking up their ARVs 
at a distribution point that is not associated 
uniquely with HIV care and treatment. 
Clients can also avoid crowded public health 
facilities, and facilities in turn become less 
crowded for clients who must attend them.

The benefits of this DDD model to clients 
and the supply chain are that:

	— Community pharmacy locations 
tend to be already established and 
convenient for populations in more 
suburban and urban areas.

	— Pharmacists and other pharmacy 
staff are already trained in dispensing 
medicine, providing related services, 
and tracking and reporting stock data 
and may need additional training only 
in the specifics of dispensing HIV 
medicine.

	— An MOU tied to pharmacy licensing 
provides a protective measure against 
mismanaging the public-sector drugs.

	— The pharmacy license usually already 
requires much, if not all, of the criteria 
for proper supply chain management as 
a public-sector distribution point.

The challenges tend to center around 
tracking stock—often, the challenge does 
not lie in tracking from the pharmacy back 
to the public sector, but rather tracking 
within the public sector. These challenges 
are generally caused by systems at different 
levels of the government not being updated 
to accommodate tracking of the new DDD 
approach and/or government systems not 
being integrated with each other or not 
yet being on digital platforms.

Understanding how this model has been 
implemented in a few countries will help 
elucidate the supply chain benefits and 
challenges faced.

Partnering with independent community pharmacies is one of the most 
common ways that countries supported by USAID and PEPFAR have 
implemented and scaled up DDD through the private sector. 

04.
DDD Model:  

Community Pharmacies
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Community Pharmacy 
Partnerships in Nigeria
Nigeria has expanded service delivery and 
drug distribution in urban, peri-, and semi-
rural areas by partnering with community 
pharmacies. These partnerships began 
about 15 years ago under the GHAIN 
(Global HIV/AIDS Initiative Nigeria) 
project and continue currently under 
the follow-on Strengthening Integrated 
Delivery of HIV/AIDS Services (SIDHAS) 
project.

Initially, the government partnered directly 
with private pharmacists to provide 
support to public health facilities, which 
did not have enough pharmacists for the 
client base. Private pharmacists helped to 
provide HIV testing and other support 
to clients. About five years ago, this 
collaboration expanded when SIDHAS 
began implementing DDD by partnering 
with community pharmacies.

The MOU

Before DDD implementation, the 
Government of Nigeria and community 
pharmacies established a broad MOU 
allowing them to partner on any public 
health program that needed support. 
When DDD implementation began 
under SIDHAS, a separate MOU clearly 
defined the roles and responsibilities of the 
government and community pharmacies, 
particularly in supply chain management. 
Four entities signed this MOU for each 
partnership with a community pharmacy:

	—  The community pharmacist

	— The Minister of Health in the state 
where the pharmacy is located

	— The Pharmacists Council of Nigeria, a 
parastatal organization that regulates 
pharmacists

	— Howard University, one of the 
implementing partners (IPs) on 
SIDHAS

(See Annex 1 for copies of two 
example MOUs from Nigeria — one with 

community pharmacists and one with the 
Pharmaceutical Society of Nigeria.)

“The benefit of having the Pharmacists 
Council as one of the signatories is that it 
ensures that the community pharmacies 
will abide by the requirements of the 
MOU because they risk losing their 
license if they do not,” says Olusola 
Sanwo, Director of Prevention, Care and 
Treatment for SIDHAS. “Additionally, the 
list of criteria that community pharmacies 
must meet to be licensed fulfills many 
of the requirements for becoming a 
distribution point for public-sector ARVs; 
for example, they are already required 
to have a private room or space where 
client counseling can be conducted.” (See 
the section below on South Africa for a 
discussion of how community pharmacy 
requirements differ.)

The Government of Nigeria will only 
partner with community pharmacies in 
which the pharmacist is always on site. 
For community pharmacies that have a 
few locations, each must have an on-site 
pharmacist rather than a supervising 
pharmacist who rotates between sites.

The Value Proposition for 
Community Pharmacies

SIDHAS also supports community 
pharmacies in achieving COPA 
(Community Pharmacists Action) 
accreditation, which requires pharmacies 

to meet and maintain quality standards for 
pharmaceutical service, thus also ensuring 
requirements for distributing government- 
or donor-funded ARVs are met. “The 
pharmacies are motivated, for business 
purposes, to achieve this accreditation and 
to increase their score over time,” explains 
Kolawole Olatunbosun, State Director, 
Akwa Ibom State, FHI 360.” So it is a win–
win for the public and private sector.”

How This Model Works in Nigeria

Once the MOU is in place with a 
community pharmacy, stable clients who 
receive MMD are devolved from the public 
health facility associated with that pharmacy 
— the “home facility”—to the pharmacy, 
and those clients’ records are signed off by a 
facility doctor and sent to the pharmacy. The 
home facilities are generally high-volume 
public facilities, such as clinics and hospitals, 
which can be understaffed and have long 
wait times for clients, so moving clients to 
pharmacy distribution points helps alleviate 
these challenges.

Pharmacy staff then pick up pre-packaged 
ARVs from the home facility for those 
clients. The facility packages the drugs and 
labels each package with the client name. 
The pharmacist then tracks in clients’ 
records when the drugs are dispensed 
to them at the pharmacy and documents 
other relevant client information, such as 
adherence to treatment, side effects, or 
interactions with other drugs dispensed to 

PARTNERING TO SUPPORT STABLE PATIENTS  
Through Private Sector Pharmacies

Receive patient 
information from  
private-sector 
pharmacist and 
update records.

Report patient 
information when 
picking up additional 
medications.

Return unused 
medications to the 
public health facility.

Prepare and 
send new  
patient records.

Package 
medicines with 
patients’ names.

Pick up  
medicines from  
the health facility.

Record patient 
information, 
including adherence, 
and side effects.

Public Facility Private Sector Pharmacy
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them by the pharmacy. When pharmacy staff 
return to the home facility to pick up more 
ARV refills, they report on drugs dispensed 
to clients by filling out paper tic sheets and 
update client records with the documented 
information, enabling a continuum of care 
when clients return to the home facility 
every six months for monitoring.

Community Pharmacy 
Distribution Through the 
CCMDD in South Africa
In 2014, South Africa’s National Department 
of Health (NDoH)—supported by PEPFAR, 
USAID, and CDC, as well as their partners—
funded and began implementing a program 
called Central Chronic Medicines Dispensing 
and Distribution (CCMDD)1 to improve the 
availability of lifesaving medicines for chronic 
diseases by decentralizing dispensing and 
distribution.

At the time, public health facilities were 
overcrowded, resource constraints lowered 
the level of service, and the supply of 
medicines was not always reliable. For clients, 
the time to travel to facilities was often a 
significant economic burden, and operating 
hours were not convenient for clients who 
worked. These conditions resulted in a high 
number of clients lost to follow-up.

Through CCMDD, the country began to 
make it far easier for clients who are stable on 
treatment to obtain their refills by partnering 
with community pharmacies, mostly in 
suburban and some urban areas, and 
pharmacy chains (to be covered in the next 
section), mostly in urban areas.

When CCMDD launched in 2014, the 
program served 180,000 clients; today, 2.7 
million clients pick up their chronic disease 
treatment from 2,700 private-sector 
distribution points. CCMDD provides 
medicines primarily for HIV/AIDS but also for 
other non-communicable diseases (NCDs).

To help draw in a higher percentage of 
participants, CCMDD was rebranded as 

“Dablapmeds,” which translates to “the 
shortcut to your chronic medications.” 
The CCMDD program’s communications 
(such as radio spots, posters and flyers) and 
medication packaging all reflect this branding 
change (see Annex 2 for an introduction 
letter to the Dablapmeds rebranding).

Fee Paid to Pharmacies  
per Distribution

In 2016, Project Last Mile developed 
a business case to demonstrate to the 
Government of South Africa that it was more 
cost effective—in terms of overall economic 
costs to the country and its citizens—to 
pay pharmacies for this service rather than 
require clients to bear the burden of traveling 
to facilities for refills. The time saved for clients 
is significant; in some cases, it takes up to five 
hours for facility pick-up, versus as little as 
three or four minutes for pharmacy pick-up.

The NDoH agreed and pays pharmacies in 
the CCMDD program a relatively small fee 
per refill distributed.

Geospatial Studies Inform  
Pharmacy Partnerships

The NDoH, with the assistance of 
implementing partners, takes a strategic 
approach to deciding which pharmacies 
are the most fitting partners, conducting 
geospatial studies on population, the 
incidence of disease, and existing locations 
of pharmacies and facilities.

How Clients Are Devolved to 
Pharmacies for Refills 

During an appointment at a facility, clients 
who meet the qualifying criteria of being 
stable on HIV treatment are advised 
that they are eligible for the CCMDD 
program. If they agree to participate, 
the facility sends a six-month repeatable 
prescription to a pharmaceutical courier 
company. The courier validates and 
dispenses the prescription, packages it, 
and couriers it to the appropriate pick-up 
point chosen by the client.

Two days before it arrives at the pick-up 
point, the courier company sends clients an 
SMS message that the medication is en route. 
When it arrives, clients receive another SMS 
that it is ready for pick-up. Two days later, 
they are reminded again if they have not 
yet picked up the drugs. After 14 days, the 
courier retrieves any uncollected parcels and 
sends a report to the clinic to notify them of 
the clients who have defaulted on collection, 
which mobilizes a community health worker 
to trace these clients. More than 94 percent 
of drugs are collected by CCMDD clients.

Validating Prescriptions and 
Maintaining Client Privacy

The pharmaceutical courier companies 
typically have many pharmacists on staff, and 
they follow rigorous procedures to ensure 
that public-sector clients receive the correct 
medicines.

The courier pharmacists check the 
prescription received from the facility to 
ensure compliance with the formulary and 
dosage are correct based on standards 
established by government. They also check 
that the registering authority or prescribing 
authority at the facility is in the courier’s 
database and that this person signed the 
prescription. If any of these fall short, the 
prescription is rejected.

Medicines are then packaged at the courier 
company in plain packaging that only identifies 
the client’s name and date of scheduled pick-
up. The packaging does not indicate what type 
of medicine is in the parcel to protect the 
client’s privacy and avoid stigma.

At the pharmacy pick-up point, pharmacists 
and pharmacy staff do not know what is 
contained in the client’s parcel. 

Clients simply retrieve their medicines 
from the pharmacy and do not receive 
any additional services, unless they request 
services already offered by the pharmacy and 
can pay for them or have them covered with 
private aid.

1 �For more information on CCMDD, click here.

https://www.gov.za/speeches/gauteng-health-centralised-chronic-medicines-dispensing-and-distribution-programme-14-nov#
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Stock Storage and Tracking

Pharmacy courier companies receive large 
stocks of government-funded medicine 
refills for public-sector clients and hold 
them in bond in their own warehouses. The 
stock supplied to the courier companies is 
determined by a well-established demand 
planning process.

The courier companies receive the 
prescriptions for public-sector clients digitally, 
and the courier’s pharmacists dispense the 
drugs, which are then packaged into boxes 
according to scheduled pick-up dates. The 
courier  
ships these boxes to their pick-up points and 
scans them in, and then the product  
is stored in order by pick-up date, with client 
names on each parcel. 

The pharmacy couriers have their own 
stock tracking and reconciliation system. The 
Government of South Africa uses an online 
system called SYNCH (Synchronized Chronic 
Health), which tracks client parcel activity 
at health facilities and pick-up points. The 
information in this system is consolidated daily. 
The government and its IPs can then track 
any trends, spikes or changes to the existing 
metrics and make decisions accordingly.

The Value Proposition for 
Community Pharmacies

Community pharmacies are incentivized from 
a financial perspective by the per-refill fee they 
receive to participate as distribution points for 
public-sector clients.

Also, many community pharmacies are joining 
cooperatives to achieve scale of buying 
power and to increase the range of projects 
offered to draw more traffic. Participating as 
a refill pick-up point for public-sector clients 
helps to increase traffic as well.

Challenges

The biggest supply chain challenge to DDD 
in South Africa, and across much of the 
continent, is that many platforms exist that 
collect data, yet they are often not integrated 
and synchronized with each other to allow 

national visibility and tracking. In South Africa, 
the government and IPs must manipulate 
data from different systems to obtain the 
decision-making information needed, a time-
consuming process that also brings a higher 
risk of error.

Integrating data systems enables all 
stakeholders to directly update the system, 
creating significant efficiencies. It also provides 
stakeholder visibility into one set of data on all 
clients nationally.

Also, many systems in South Africa are still 
manual because electricity and Internet 
connectivity are unreliable, which lowers the 
efficiency of data tracking and analysis and 
raises the risk of data entry error.

Community Pharmacy Distribution 
Through the CDU in Zambia
Zambia is in its third year of implementing 
DDD in the district of Ndola in the 
Copperbelt province, an area chosen 
for its high-density population. The DDD 
program—which the USAID EQUIP project 
developed and pilot tested, and Right to 
Care implements—replicates the CCMDD 
model used in South Africa; in Zambia, EQUIP 
set up the central dispensing unit, which 
partners with community pharmacies to 
expand distribution points. This partnership is 
governed by a written agreement between 
the CDU and the pharmacy. Participating 
pharmacies are all members of the country’s 

Pharmacy Society, which ensures that they 
meet the minimum standards required to 
provide services to public-sector clients and 
conduct supply chain management duties for 
DDD.

About 12,000 clients who meet the 
requirement for HIV treatment stability are 
currently enrolled in the DDD program; the 
target is to enroll all 30,000 eligible clients in 
this region.

How This Model Works in Zambia 

Clients who choose to enroll in the  
CDU program identify a participating 
pharmacy of their choice, from which 
they pick up refills.

Initially, CDU clients who were eligible to 
receive a three-month supply of drugs 
through MMD initially received a one-
month supply at their health facility. This 
was intended to give time for the facility 
to send the associated client records to 
the pharmacy for processing. A month 
later, clients would then pick up the 
remaining two-month supply of the three-
month multi-month dispensing (3MMD) 
at the pharmacy. Two months after that, 
when the initial three-month supply was 
finished, clients would pick up the next 
three-month supply from the pharmacy, 
which would then cover them until their 
six-month monitoring appointment at the 
health facility.

South Africa’s community pharmacy model differs from Nigeria’s (see section on page 10) 
in one key way: only anonymized medicine dispensing takes place at community 
pharmacies in South Africa while both dispensing and counseling take place in Nigeria. This 
means that in Nigeria, more is required at the point of distribution; pharmacists must have 
the time and training to conduct client counseling and must report back to the home facility 
on that counseling, and pharmacies must have a private counseling room.

In South Africa, more is required upstream at the point of medicine packaging 
to ensure client privacy, which minimizes the time and expertise required of pharmacists 
and the infrastructure required at pharmacies.

SOUTH AFRICA: ONE KEY  
DIFFERENCE FROM NIGERIA
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Subsequently, clients and providers gave 
feedback that receiving only a one-month 
supply initially and having to return for the 
remaining two-month supply was inefficient, 
so the approach has been adjusted so that 
clients now receive 3MMD initially.

Once clients are devolved from the facility to 
their chosen pharmacy, the CDU packages 
their drugs and labels them with the client 
name and phone number, then delivers 
the drugs to participating pharmacies. 
Clients receive text alerts when the drugs 
are packaged at the CDU, when they are 
dispatched to the pharmacy and when they 
are ready for pick-up at the pharmacy. The 
drugs are kept at the pharmacy for one week 
to allow clients time to pick them up; if they 
are not picked up in that time period, they 
are sent back to the CDU.

Tracking of Stock Dispensed at 
Pharmacies Through an App 

Pharmacies use an app to track drugs 
dispensed to clients in the CDU program. 

When clients are enrolled, they receive 
a CDU card with a member number. 
Pharmacy staff either manually enter this 
number into the app or scan it in when 
they dispense drugs to CDU clients. The 
tracking information from the app is then 
sent to the client’s home facility, and the 
facility reports these data to the CDU 
through a scanned paper form. At the 
CDU, these data are manually entered into 
the database.

The Main Benefit

The primary benefit of DDD in Zambia has 
been the decongesting of health facilities. 
Even though clients still return to their home 
facility every six months for monitoring, 
DDD has had a positive impact on facility 
crowding and wait times.

Challenges 

A key challenge is tracking the drugs that 
are sent to the CDU for distribution to 
community pharmacies.

District pharmacies in Zambia are responsible 
for distributing drugs to health facilities, and 
they divert some of these drugs to the CDU 
so it can supply community pharmacies. 
However, the drugs that are diverted to the 
CDU currently cannot be tracked or even 
noted in the country’s electronic logistics 
management information system (eLMIS).

For tracking to occur, Zambia’s central 
medical store—Medical Stores Limited 
(MSL)—would have to reduce the total 
allocation of drugs by the number of clients 
being supplied through the CDU, and adjust 
the stock numbers in the eLMIS accordingly. 
A solution to this challenge would be for MSL 
to interface its system with CDU’s, which 
would add CDU as a hub in the eLMIS and 
enable electronic tracking. This upgrade is 
under discussion.

Delays in preparing and packaging drugs for 
CDU clients have also caused risk to the 
program. If the drugs are not available at 
the pharmacy when clients are in need of 
their refill, their treatment could be at risk 
for interruption, and/or they may choose to 
cancel their CDU membership and go back 
to their facility for refills, exacerbating the 
facility crowding that the CDU program is 
meant to alleviate.

The cost of DDD implementation is another 
disadvantage. The program currently costs 
PEPFAR about $1 million per year to operate 
for 12,000 clients in the program.

USAID is currently conducting an economic 
evaluation of the DDD program to assess its 
cost-effectiveness, determine how to increase 
efficiency, and decide if scale-up is viable. Two 
other districts in Copperbelt province are 
under consideration for DDD expansion 
depending on assessment results.

Supply Chain Impact of the 
Community Pharmacy Model
The impact on the supply chain of different 
DDD models can be in any or all of six key 
areas. Partnering with community pharmacies 
impacts the supply chain in most of those 
areas, as presented in Table 1.

TABLE 1.0
Supply Chain Impact of the Community Pharmacy Model

Governance

  �As noted, an MOU between the community pharmacy and the government  
and/or clinical partner (e.g., CDU/CCMMDD) is needed to ensure that stock  
is stored under appropriate conditions, that it is dispensed to designated 
patients only, that stock that is not dispensed is returned to the health facility, 
and that data are provided as required.

Inventory 
Control

  �Because each patient is associated with a regular health facility, and because the health 
facility supplies the community pharmacy, the quantity sent to the health facility from 
the level above does not increase or decrease. To ensure that stock does not remain 
too long at the community pharmacy, any stock not picked up at the time of 
reporting should be returned to the health facility.

Data 
Collection

  �Because community pharmacies receive stock for specific patients, they should 
not need to keep stock-keeping records such as bin cards or stock cards. They 
should record dispensing data using the same records as any health facility. It may 
be useful to create a new report for community pharmacies to submit to the 
health facility, or to ask the community pharmacy to submit the dispensing record.

Transportation   �Either the health facility can deliver to the community pharmacy, or the 
community pharmacy can be asked to pick up the stock.

Human 
Resources

  �Health facilities may want to designate a member of the existing pharmacy staff  
to act as a supervisor for all community pharmacies served from the facility and 
have this staff member conduct supervision visits. Community pharmacies 
should not require additional staff to support distribution.

Storage
  �Pharmacies should have adequate storage to ensure appropriate temperature 
control and other factors in accordance with good pharmacy practices that can 
impact drug quality.2

2 �For more information on good storage practices, click here.

https://www.ghsupplychain.org/sites/default/files/2021-03/Good_storage_practices_poster.pdf


Pharmacy Chains Serving as Distribution Points

How This Model Works
As is true with community pharmacies, 
partnering with pharmacy chains 
requires an MOU between the chain 
and the government or its IPs. The 
pharmacy licensing agency should also 
be a signatory to enforce the strictest 
standards. This agreement should address 
each aspect of supply chain management.

The benefits of this DDD model to 
clients and the supply chain are that 
pharmacy chains:

	— Tend to be well established in urban 
and suburban areas. They also tend to 
have space in shopping malls, where 
foot traffic is high.

	— Have a consistent, consolidated system 
of administration and regulations that 
applies across all outlets, which lends 
itself to quick scale-up of supply chain 

management procedures at all locations 
serving public-sector clients.

	— Often do their own community-driven 
care programs and are well versed in 
running programs for public-sector clients.

South Africa’s partnership with pharmacy 
chains is implemented in the same way as 
with community pharmacies, as described 
above, in terms of the way the medicine 
dispensing, distribution, and tracking are 
done. The difference lies in the value 
proposition, as discussed below.

Pharmacy Chain Partnerships in 
South Africa: How the Business 
Case Differs
As discussed in the section above 
on community pharmacies, the value 
proposition for community pharmacies to 
partner with the Government of South 

Africa on DDD centers on the per-refill fee 
they receive and the increase in foot traffic.

For pharmacy chains, these are both 
incentives as well. Also, because of the 
higher increase in foot traffic in pharmacy 
chains than in community pharmacies, the 
chains can adjust their merchandizing to 
capitalize on this to a greater degree.

For example, pharmacy chains can study 
how increased traffic from public-sector 
clients picking up their medicines translates 
into additional purchases. They can also 
assess if a particular product category—for 
example, baby products—makes up a large 
percentage of these additional purchases. 
This information then allows the pharmacy 
to make more informed merchandizing 
decisions, for example, by moving baby 
products closer to the dispensary.

For pharmacy chains, an additional 
motivating factor is the desire to 
practice and promote corporate social 
responsibility. Providing drug distribution 
services for the public sector is a way 
for chains to meet their need for social 
responsibility initiatives.

Some countries have partnered with pharmacy chains3 to implement 
and scale up DDD. South Africa has one of the most established 
partnership programs with pharmacy chains among PEPFAR- and 
USAID-supported countries.

05.
DDD Model:  

Pharmacy Chains

3 ��Pharmacy chains differ from community pharmacies in that community pharmacies are independently owned, generally as a single pharmacy or a small number of outlets in a local 
region, whereas pharmacy chains are owned by a larger organization and have many more outlets across a wider geographical region. Pharmacy chain locations also tend to be bigger 
and feature more retail merchandise.
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Supply Chain Impact of the Pharmacy Chain Model
The impact on the supply chain of partnering with pharmacy 
chains is similar to that of community pharmacies. See Table 2.

TABLE 2.0
Supply Chain Impact of the Pharmacy Chain Model

Governance

  �As noted, an MOU between the pharmacy chain outlet and the government is needed  
to ensure that stock is stored under appropriate conditions, that it is dispensed only to 
designated patients, that stock that is not dispensed is returned to the health facility, and 
that data are provided as required.

Inventory 
Control

  �Because each patient is associated with a regular health facility, and because the health facility 
supplies the pharmacy chain outlet, the quantity sent to the health facility from the level 
above does not increase or decrease. To ensure that stock does not remain too long at the 
pharmacy, any stock not picked up at the time of reporting should be returned to the health facility.

Data 
Collection

  �Because pharmacy chain outlets receive stock for specific patients, they should not need to keep 
stock-keeping records such as bin cards or stock cards. They should record dispensing data using 
the same records as any health facility. It may be useful to create a new report for community 
pharmacies to submit to the health facility, or to ask the pharmacy to submit the dispensing record.

Transportation
  �Either the health facility can deliver to the pharmacy chain outlet, or the pharmacy can be 

asked to pick up the stock. Because these are typically located in urban or suburban areas, 
the cost of transportation would be minimal.

Human 
Resources

  �Health facilities may want to designate a member of the existing pharmacy staff to act as a 
supervisor for all pharmacy chain outlets served from the facility and have this staff member 
conduct supervision visits. Pharmacies should not require additional staff to support distribution.

Storage   �Pharmacies should have adequate storage to ensure appropriate temperature control and 
other factors in accordance with good pharmacy practices that can impact drug quality.



Health Worker-Managed Community Distribution

How This Model Works
Many countries have extended the reach 
of drug distribution farther into rural and 
remote communities through community-
based ART distribution led by health care 
workers.

In one aspect of this approach, 
community groups meet with a health 
care worker or team at a scheduled time 
and location within the community to 
pick up their refills and sometimes receive 
other health care services and monitoring.

But this approach can reach even farther 
into the community when health facility 
teams also conduct home visits for clients 
who are not able or willing to participate 
in the community groups or are in 
locations where community groups do 
not exist.

The benefits of this approach to clients 
and the supply chain are that:

	— It adds no additional burden to the 
supply chain in terms of permanent 

distribution points where stock needs 
to be delivered, managed, and tracked.

	— The visits with community groups 
and with clients one-on-one in their 
homes can significantly contribute 
to client retention on treatment and 
efforts toward epidemic control.

	— Home visits provide additional privacy 
for clients and reduce feelings of 
stigma.

	— Especially in remote, hard-to-reach 
regions, home visits by health care 
teams may be the only way to reach 
HIV/AIDS clients and retain them on 
treatment.

The main challenge of this approach is 
whether enough staff can be provided 
to conduct this time-intensive form of 
service delivery and drug distribution, 
and what the cost-benefit analysis is in a 
particular country context.

Experiences with this model in a few 
countries, as described below, will help 

illustrate the considerations when 
implementing this DDD approach.

In particular, the Eswatini case study 
provides an overview of how USAID 
GHSC-PSM is supporting countries in 
implementing and scaling up this program.

Health Worker-Managed 
Community Distribution  
in Eswatini
In Eswatini, DDD has long been part of 
differentiated service delivery but not 
put into effect as much as other options. 
In 2020, the COVID-19 pandemic 
increased the urgency to further scale 
up DDD to help reduce the number of 
clients in health facilities and their use of 
public transportation. This push led to 
DDD becoming the preferred arm of 
differentiated service delivery.

A Joint IP Approach 

All PEPFAR IPs developed a joint 
approach to scaling up DDD in early 
2020, and the Ministry of Health (MOH) 
approved the plan in April 2020.

PEPFAR IPs then began to contact clients 
who were eligible for MMD and DDD 
and set up appointments to dispense 
refills. Drugs are prepackaged at facility 

Health workers — often volunteers in their communities — provide a vital 
link to medicines, reproductive health supplies, and other health commodities 
for those who struggle to access them.

06.
DDD Model: 
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pharmacies for these clients, and then 
IP staff dispense them during client 
appointments at community distribution 
points. Facility staff sometimes accompany 
IP staff on distribution appointments.

The IPs also began meeting with each 
other regularly to report indicators of 
progress in scaling up DDD—such as the 
number of community distribution points 
that were functional, the number of refills 
that had been provided, and the number 
of appointments that had been adhered 
to or missed.

Expanding Distribution and  
Services to Reduce Stigma

Initially, DDD covered only ART, but some 
clients wanted to avoid the stigma of a 
program uniquely identified with ART. 
So IPs began to integrate other services 
into DDD—such as distribution of HIV 
self-tests, family planning (FP), treatment 
for non-communicable diseases (NCDs), 
pre-exposure prophylaxis (PrEP), and 
TB preventive therapy (TPT)—to help 
reduce stigma.

Integrating other medicines and 
diagnostics into DDD does not 
increase work for the facility, since the 
facility would be requisitioning all of 
these products from the CMS for its 
clients anyway based on pre-arranged 
appointments. The only difference is 

where the clients receive the products—
at the facility or in the community.

However, the benefit to the client—in 
addition to reducing the stigma of 
community-based ART distribution—is 
that a larger range of products is available 
in the community, which can prevent the 
client from having to go to the facility for 
some drugs and a community distribution 
point for ART. Although many clients still 
prefer to continue services at facilities, 
adding these services has drawn more 
clients into DDD.

GHSC-PSM’s Support 

GHSC-PSM has been supporting the 
supply chain aspects of DDD in Eswatini 
in several ways:

The project has helped develop manual 
reporting tools to record dispensing 
in the community (see Annex 3 for 
example ordering and reporting tools.) 
A pared-down version of the country’s 
client management information system 
(CMIS)— the electronic system that 

captures drug dispensing and client 
data at facilities—is in development and 
will eventually be used on tablets at 
community distribution points to enter 
dispensing data. 

GHSC-PSM has also helped strengthen 
reporting to USAID and monitoring of 
stock at risk for stockout. The project 
reports monthly to USAID on stock 
status for all ARVs and other HIV-related 
products at the central medical stores, 
through the Procurement Planning and 
Monitoring Report. The project has also 
rolled this reporting tool out to facilities 
to report stock levels there as well. Also, 
GHSC-PSM developed a Google form 
for stock monitoring that is particularly 
focused on products that are at very 
low stock levels at the central medical 
stores, so that during supervisory visits to 
facilities, these products can be monitored 
and reported as well.

Regional logistics officers (RLOs) 
supplied by GHSC-PSM work closely 
with the regional pharmacist and regional 
laboratory focal point to monitor and 
build supply chain capacity as an integral 
part of RLOs’ supportive supervision. (See 
Annex 3 for an example DDD job aid.)

The project has also developed 
guidance on a standardized process for 
prepackaging drugs at facility pharmacies 
before visits in the communities.

GHSC-PSM has also been working with 
the MOH to determine how many 
MMD clients its supply of drugs will 
allow it to take on to ensure that stock 
is not depleted by MMD clients, putting 
non-MMD clients at risk for treatment 
interruption.  

Beyond reducing stigma, having a larger range of available 
products can prevent the client from having to go to the 
facility for some drugs and a community distribution 
point for ART.

Whether electronic or paper based, the LMIS should reliably and regularly report essential data such as stock on hand, 
rate of consumption, and any losses/adjustments for each warehouse and service delivery point. 
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Also, GHSC-PSM has supported the 
MOH in monitoring stock levels for 
other treatments—such as diabetes, 
hypertension, FP, NCDs, and TPT—to 
enable future MMD initiatives.

Challenges 

In Eswatini, DDD is heavily dependent 
on the funding support of PEPFAR 
implementing partners. Partners also 
support direct distribution to the nearly 600 
community distribution points, which the 
MOH currently does not have the capacity to 
manage on its own. The four RLOs provided 
by GHSC-PSM are not enough to cover all 
the supply chain needs for DDD, so clinical 
partners will continue to become more 
involved in the supply chain aspects of DDD.

Also, until the “lite” version of CMIS is available 
at community distribution points, manual 
data entry and transcription is required, 
which increases the risk for error or lost 
data elements. More vigilance is required.

In 2020, logistics channel disruptions due 
to COVID-19 delayed the arrival of some 
imported products. Also, as government 

funding levels declined during the 
pandemic or were redirected to COVID-
related procurements, the ability to 
sufficiently fund ARVs also declined.

Next Steps 

Some next steps for DDD in Eswatini include 
implementation and scale-up of CMIS Lite to 
improve client and supply chain reporting, and 
strengthened regional capacity to coordinate, 
monitor, and resolve issues in the supply 
chain related to DDD. Currently, the central 
medical store (CMS) delivers directly to all 
250 facilities, and it is difficult for the CMS 
to monitor all those facilities. As distribution 
decentralizes fur ther, the capacity to 
coordinate and monitor that distribution also 
needs to decentralize to the region level.

Health Worker-Managed 
Community Distribution in 
Nigeria
Although this example does not speak 
directly to supply chain implications, it is useful 
to understanding how DDD serves as an 
important component in a country’s larger 
strategy of achieving HIV epidemic control.

Nigeria has been working to achieve 
epidemic control by retaining at least 98 
percent of clients on treatment, with Cross 
River and Akwa Ibom States making the 
most progress toward this goal. “It’s no 
longer enough to provide testing and initial 
treatment, or to implement DDD, without 
strategic planning about how to keep 
clients on treatment long term to achieve 
epidemic control,” says Philip Imohi, 
Associate Director of Prevention, Care and 
Treatment for SIDHAS. Bringing services 
and drugs closer to clients, especially in 
hard-to-reach populations, is essential to 
reaching this percentage.

Therefore, community art groups (CAGs) 
led by pharmacists or health care workers, 
as well as home visits conducted by health 
care teams, have been scaled up significantly 
with the goal of retaining clients in more 
remote locations. These health workers 
provide other services, such as collection of 
viral load samples and adherence counseling, 
in addition to drug distribution. State and 
national regulations that presented a barrier 
to being able to conduct health services 
outside a facility or take drugs outside a 
facility to other distribution points were 
modified to allow this scale-up.

Health facility staff also constantly monitor 
data to identify clients who may be LTFU 
(lost to follow-up), determine the reason 
why—whether due to geographical 
challenges or interstate migration—and 
strategize how to trace and reach them. 
“The outreach activities in states have 
increased 10 to 15 times over what was 
previously possible,” explains FHI 360’s 
Olatunbosun. “We have done far more to 
extend service delivery and DDD in the 
past 18 months than in the past 18 years.”

Supply Chain Impact of Health 
Worker-Managed Community 
Distribution
The impact to the supply chain of health 
worker-managed community distribution 
is in fewer areas than both pharmacy 
models above. See Table 3.

Governance

  �None, if the stock is issued by health facility staff members. If the stock is given to 
partners for distributing, an MOU between the partner and the government is 
needed to ensure that stock is stored under appropriate conditions, that it is 
dispensed to designated patients only, that stock that is not dispensed is returned 
to the health facility, and that data are provided as required.

Inventory 
Control

  �None. Because each patient is associated with a health facility, and because the 
health facility already dispenses to clients, the quantity sent to the health facility from 
the level above does not increase or decrease. At the end of each day, any stock not 
dispensed by community-based distributors (CBDs) should be returned to the 
health facility, so there is no impact on inventory control.

Data 
Collection

  �Because health workers conducting community distribution receive stock for 
specific patients, they should not need to keep stock-keeping records like bin 
cards or stock cards. They should record dispensing data using the same 
records as any health facility. It may be useful to create a new report for the 
health worker to submit to the health facility.

Transportation
  �Transportation of stock to and from the community is needed. These quantities 
should be small, adding little or no cost to the system, given that the health 
worker will need transport as well.

Human 
Resources

  �Health facilities or partners will need to designate one or more staff members to 
conduct community distribution.

Storage   �None. No additional storage of medicines is needed.

TABLE 3.0
Supply Chain Impact of Health Worker-Managed Community Distribution



Client-Led Community Distribution

How This Model Works
These groups are made up of clients on 
HIV treatment in a local community, with 
one of the members designated to pick 
up refills for the whole group each month. 
This consolidated pick-up approach 
provides much-improved convenience for 
the group’s members.

When CAGs meet for distribution of 
medicines, they often also share with 
the other members their experiences 
on treatment and provide peer support, 
which can contribute to improved 
adherence and lessened feelings of stigma.

The benefits of this approach to clients 
and the supply chain are that:

	— It adds no additional burden to the 
supply chain in terms of permanent 
distribution points where stock needs 
to be delivered, managed, and tracked, 
or additional staff are needed to 
conduct distribution.

	— It is the fastest to roll out because no 
supply chain adjustments are needed.

	— The cost is relatively low.

	— Travel and time burdens on clients are 
greatly reduced.

The main challenge can revolve around 
developing robust procedures to track and 
report the stock that is distributed this way.

Two country case studies below provide 
a more in-depth look at the supply chain 
realities of this model.

Client-Led Community 
Distribution in South Africa
In South Africa, road conditions are generally 
good, so travel and accessibility are not 
significant challenges. But the motivation, 
economic means, and mobility of clients, 
especially in rural communities, still impact 
access to and retention on treatment.

For this reason, a community-based 
approach to DDD was needed to 

complement the already established 
private-sector models. One approach was 
to establish “adherence clubs.”

How the Adherence Clubs Operate

To extend distribution of medicines into 
the community in more rural regions 
of South Africa, the country established 
adherence clubs, made up of groups of 
clients from the same community. About 
260,000 clients in South Africa belong to 
adherence clubs.

Medicines are dispensed and packaged 
for adherence club members at the 
local facility a day or two before pickup 
and distribution to the community 
by Community Health Care Workers 
or volunteers. The medicines are 
documented before leaving the facility. 
Adherence club supervisors also bring 
CCMDD-dispensed parcels to the 
community.

The adherence club supervisor takes the 
medicines to a designated meeting spot in 
the community to distribute to adherence 
club members. The adherence club 
supervisor also conducts a meeting with 
the club at that time to do team-building 
exercises and to allow members to share 
any ideas or challenges.

In rural and very remote areas—where pharmacies may not be available 
or convenient, automatic dispensing units are not installed, and health 
facilities can be difficult to reach—countries have widely implemented 
community ART groups, often referred to as “CAG clubs.”4
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Once adherence club supervisors 
distribute the medicines to adherence 
club members, they return to the facility 
with any uncollected medicines and 
document what was distributed and what 
was not.

Client-Led Community 
Distribution in Lesotho
In 2016, Lesotho began forming CAG 
clubs to bring distribution of ARVs closer 
to clients by allowing one representative 
of the community group to pick up and 
distribute drugs to the other members. 
Since then, the country has scaled up this 
approach significantly.

How the CAG clubs operate. The CAG 
club meets the day before drug pick-up, 
during which the member designated 
as the group representative collects the 
client booklets that track their drug refills.

The next day, the CAG representative 
travels to the local health facility and picks 
up 3MMD for each group member. The 
client booklets are updated during this 

visit to the facility, and the group’s test 
results are updated in their client cards. 
The CAG representative then takes the 
drugs back to the community and meets 
with the CAG members for distribution.

For the following two months, the CAG 
club meets only once a month for peer 
support.

Benefits

The biggest benefit of the CAG clubs 
has been its broad reach: “Fifty percent 
of clients on treatment in Lesotho now 
receive their ARV refills this way,” explains 
Justine Mirembe, USAID Senior Care and 
Treatment Advisor.

Challenges

The main challenge seen in Lesotho is that 
CAG members can become comfortable 
delaying facility visits, thereby delaying viral 
load testing and requiring follow-up.

Another challenge is the cross-border 
migration for work. A medicine companion 
can be designated to pick up ARVs from 
CAGs for such clients.

Supply Chain Impact of Client-Led 
Community Distribution
The impact to the supply chain of client-
led community distribution is potentially 
the lowest of all models discussed in this 
handbook. See Table 4.

Lesotho began forming 
community ART clubs in 
2016. Now, fifty percent  
of clients on treatment 
receive ARV refills this way. 

Governance

  �Rules for CAGs should be clear in instructing health facility pharmacy  
staff about the appropriate quantities that can be distributed and what 
documentation (e.g., identification of the CAG member picking up, proof of 
CAG membership, names and identification of additional members) may be 
required to dispense stock intended for one patient by giving it to another.

Inventory 
Control

  �None. Because each patient is associated with a regular health facility, and 
because the health facility already dispenses to clients, the quantity sent to the 
health facility from the level above does not increase or decrease. There is no 
impact on inventory control.

Data 
Collection

  �None. Health facility staff will need to record the quantity dispensed on the 
facility’s dispensing record as normal, with no impact. Data will likely be 
reported as if it were dispensed from the facility pharmacy directly to patients.

Transportation   �None. No additional transportation is needed unless stock is delivered to CAGs.

Human 
Resources

  �Health facilities may need to designate one or more staff members to 
monitor CAG group membership.

Storage   �None. No additional storage of medicines is needed.

TABLE 4.0
Supply Chain Impact of Client-Led Community Distribution



E-Lockers Serving as Distribution Points

How This Model Works
These units can be set up in health facilities, 
pharmacies, shopping malls, or other suitable 
and convenient public locations.

Clients receive a notification, usually by SMS, 
when their medicines are available and are 
given a PIN number for access.

Many clients feel less stigma picking up refills 
this way since these distribution points 
are commonly used to distribute other 
medicines as well.

The benefits that these units offer to clients 
and the supply chain are that they are:

	— Placed in convenient locations for clients.

	— Always available for pick-up, not just 
during hours of operation.

	— Equipped with an electronic stock-
tracking system that provides real-time 
updates on distribution.

	— Secure—pilferage and contamination 
are unlikely. They often have fail-safe 
systems to keep the units running if 
power or Internet connectivity is lost.

The challenges can be that:

	— The cost to the public sector to 
purchase and install the units can be 
high. Depending on the country context 
and the cost-benefit analysis, this cost 
can be either a prohibitive factor or one 
that provides an acceptable tradeoff.

	— Sufficient staff must be available to 
manage stock distribution and retrieval 
for the units, which can increase cost as 
well.

	— The electronic tracking system of 
these units ideally should be linked to 
the government’s stock management 
system, which can be difficult to do 
if a country has not yet upgraded or 
integrated its systems.

E-Lockers in Lesotho
A unique aspect of Lesotho’s context is the 
cross-border migration of its population. 
Because of the country’s small geographical 
size and proximity to South Africa, many 
citizens routinely travel to South Africa for 
work. This makes retaining HIV/AIDS clients 
on treatment a greater challenge than in 

other countries without high levels of cross-
border migration.

The Government of Lesotho works with 
USAID IPs to support increased retention 
efforts, primarily through cross-border 
tracking of clients and distribution of three 
months of medication (3MMD).

Putting resources into retention of current 
clients brings a “bigger bang for our 
buck,” notes Ian Member, Senior Strategic 
Information Advisor for USAID and Activity 
Manager for the USAID EQUIP project. 
“Bringing one or two new people onto 
treatment while losing 10 current clients 
puts viral suppression and epidemic control 
at risk. But focusing more on retention while 
still bringing clients onto treatment has been 
very effective,” he adds. Currently, more 
than 93 percent of Lesotho’s HIV/AIDS 
clients are virally suppressed.

During the COVID pandemic, scaling 
up retention efforts became an even 
more urgent need. Scaling up aspects of 
DDD has been a key part of increased 
retention efforts.

E-Locker Implementation

One way that the country is implementing 
DDD is through e-lockers. The 
Government of Lesotho, through the 

Installing automated dispensing units—electronic lockers (e-lockers) 
and pharmacy dispensing units—is another way that countries are 
implementing DDD.

08.
DDD Model: 

E-Lockers

PH
O

TO
 C

RE
D

IT
: R

ig
ht

 e
Ph

ar
m

ac
y 

| G
H

SC
-P

SM



22 | E-Lockers Model Supply Chain Considerations for Implementing Decentralized Drug Distribution

USAID EQUIP project, installed five 
e-lockers in 2020—four of them at health 
facilities and one at a shopping mall—and 
is working to install a sixth at another mall 
location.

The e-lockers store and dispense 
medication refills and are accessible to 
stable, virally suppressed clients at any 
time. This increases convenience for clients 
who have limited time due to work hours 
and cross-border travel and therefore 
have difficulty visiting health facilities 
during operating hours. The mall locations 
in particular are accessible to a larger 
population and have the potential to reach 
more clients.

Each e-locker is managed by the health 
facility at which it is installed, or by 
a local health facility in the case of 
e-lockers located at a mall. The facilities 
and shopping mall must ensure security 
for the e-lockers; for malls, this is done 
through existing security systems and 
does not add any expense for the public 
sector. The units have a battery-powered 
electronic system that keeps track of 
stock distribution and can continue to 
function if power fails.

How Stock Is Managed

Lesotho’s central dispensing unit—
located in the country’s biggest city, 
Maseru—packages the ARVs designated 
for the e-lockers. An organization called 
Riders4Health delivers the drugs to the 
e-lockers and contacts clients to alert 
them they are ready for pick-up, providing 
them with a PIN number for access. 
Riders4Health also monitors the electronic 
stock-recording system in the e-lockers 
and retrieves drugs that are not picked 
up by clients. These drugs are returned 
to the CDU, then Riders4Health follows 
up with the clients or registers them 
with a treatment partner to do follow-
up. Riders4Health is funded through a 
contract with the BonoloMeds program.

Each facility that manages an e-locker 
monitors the unit’s stock electronically 
and updates its own stock management 
system accordingly.

Looking Ahead

 “Implementation of these first five, soon 
to be six, e-lockers is a test for the country 
on how the program works in the national 
context,” explains Membe. “The Lesotho 

Ministry of Health is still considering 
how to formalize implementation and 
launch of this model.” Among other 
considerations, the MOH is determining 
which department will oversee this 
effort and how to accredit the CDU to 
dispense medication if licensed health 
care professionals are not on staff (e.g., 
doctors, nurses, pharmacists).

But given the urgency to extend DDD 
during the COVID-19 pandemic in 2020, 
the MOH gave EQUIP interim permission 
to move equipment and staff as needed 
to continue implementation. EQUIP 
is also moving forward with training 
staff and determining which clients are 
appropriate for this model and getting 
those clients registered.

“The enthusiasm for e-lockers has been 
very high among clients,” says Membe, 
“not only because of convenience and 
accessibility, but also because the lockers 
help avoid stigma by distributing other 
drugs as well, such as those for diabetes 
and hypertension.”

The Government of Lesotho and the 
EQUIP project are looking at how the 
e-lockers can be optimized long term, 
especially once epidemic control is 
achieved. “One option being considered is 
including PrEP drugs for key populations,” 
adds Membe.

Challenges

Challenges seen so far in e-locker 
implementation center around 
maintaining enough staff at the CDU to 
manage the e-lockers and connecting 
the facility stock management systems 
to the national system. An e-register 
system is currently being rolled out across 
the country and will link facilities to the 
national system.

Supply Chain Impact of E-Lockers
The impact to the supply chain of 
e-lockers reaches most of the key areas. 
See Table 5.

Governance   �None.

Inventory 
Control

  �Because each patient is associated with a regular health facility, and because the 
health facility supplies the e-locker, the quantity sent to the health facility from the 
level above does not increase or decrease. Because these units can hold a limited 
amount of stock for a specific patient, they must be visited frequently to replenish 
them for the next group of patients.

Data 
Collection

  �Health facility staff will need to record the quantity dispensed on the facility’s 
dispensing record once stock is picked up. Data will likely be reported as if it 
were dispensed from the facility pharmacy directly to patients.

Transportation
  �Frequent replenishment of the e-locker will incur transportation costs unless the 

units are located at the health facility. The volumes to transport would be expected 
to be small; therefore, transportation costs will be minimal.

Human 
Resources

  �Health facilities may need to designate one or more staff members to 
replenish the e-lockers and record the dispensing data.

Storage
  �E-lockers should be monitored for security and temperature. Since unattended units 

may be made of thick metal to prevent tampering, heat build-up is a risk depending 
on the placement of the unit.

TABLE 5.0
Supply Chain Impact of E-Lockers
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Well-Functioning Supply Chains Are 
Essential to DDD’s Success

These supply chains must function efficiently and affordably to provide a 
reliable supply of health commodities to as many clients as possible. 

As governments continue work to improve public health and achieve epidemic 
control of the most prevalent infectious diseases, they are increasingly taking 
a client-centered approach through initiatives like DDD. In implementing 
DDD, it is critical to consider supply chain implications and reduce the risk of 
inefficiencies, cost increases, lack of human resources, or supply disruptions.

By understanding how different DDD approaches have operated in different 
countries, and what the supply chain implications are, countries considering 
DDD implementation and scale-up can determine what model or mix of 
models best fits their context.

At the core of public health programs are supply chains that bring 
medicines and other medical supplies to the people who need them.

09.
In Conclusion
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ANNEX 1 | EXAMPLE MOUS FROM NIGERIA

I. MOU With Community Pharmacists
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ANNEX 1 | EXAMPLE MOUS FROM NIGERIA

II. MOU with the Pharmaceutical Society of Nigeria
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ANNEX 2 | INTRODUCTION OF REBRANDING OF SOUTH 
AFRICA’S DDD PROGRAM (CCMDD) AS “DABLAPMEDS”

Dear Task Team Member 

CCMDD has been operational since 2014, and has grown exceptionally under 
its own strength to reach over 3.5 million registered patients. To take CCMDD 
to new heights, we have initiated a marketing campaign for the programme. 

It is a great pleasure to introduce you to dablapmeds, the new brand for 

CCMDD. The rebranding is intended to create an amplified awareness of the 
CCMDD programme, make it more relatable to a larger audience and ultimate-
ly increase the number of patients that access the services provided by 
CCMDD.  

We have collaborated with a large group of stakeholders and are eager to get 
the brand to market. The brand will be introduced in phases and various col-
lateral will be shared with you and your team as we work through the phases. 
We are in a position to start the pilot as early as June 2020. 

This project has been fast tracked in light of COVID-19, as we try to decant as 
many patients out of facility as we can, increasing the importance of patients’ 
awareness of CCMDD, sorry dablapmeds. We would appreciate your support 

in this endeavour and look forward to a successful implementation together. 

 
 

____________________________________ 

Ms M Munsamy  
NHI Technical Specialist 
Head: CCMDD 
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ANNEX 3 | EXAMPLE TOOLS FROM ESWATINI

1. Client Registration and Prescription Form

 

1 
 

CLIENT REGISTRATION & PRESCRIPTION  

DOWN TIME FORM 

Date Capture in CMIS _________ 

Signature___________________ 

Facility_________________________
_ 

Visit Date* DD/MM/YYYY Sex (tick)* Male                                 Female 

Patient ID*  First Name *  

Last Name*  PIN #  

Birth Date *  Cell Number *  

ART #    

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient Contact Details 

Box Number: 

      City/Town: 

 

(Residential 
address): 

  City/Town: 

        Other Phone: 

  (which type?): 

Email: 

Nearest Clinic: 

(if known): 

  Postal Code 
(Example H123): 

Country of origin: 

 

Work Home 

Nearest School: 

(if known): 

 

                         Area:  

(Village/Chiefdom): 
  City/Town: 

Country: 

    Parent/Relative: 
              
                  Full Name: 

  Contact Phone: 
    (which type?): 

 Work Home Other 

National ID 
   (if known): 

 Mobile 

Marital Status: 
of Relative 

 

         Date of Birth:          

Parent (if a child) or Relative/Next of Kin 

     Inkhundla: 

Chiefdom: 
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2 
 

CLIENT REGISTRATION & PRESCRIPTION  

DOWN TIME FORM 

Date Capture in CMIS _________ 

Signature___________________ 

Facility_________________________
_ 

 
 
 
 

PRESCRIPTION 
 

Prescriber  Prescription Date 
DD/MM/YYYY 

Medication 
 

Strength 
 

Dosage (eg 
once daily) 
 

Duration 
Dispensed 
(Y/N) 
 

Pack SIze Quantity 
Dispensed  

 
 
 

    
 

 
 

 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

      

 
 
 

      

 
 
 

      

 
 
 

      

 
 
 

      

 

 

 



49 | Appendices Supply Chain Considerations for Implementing Decentralized Drug Distribution

ANNEX 3 | EXAMPLE TOOLS FROM ESWATINI

II. Stock Reconciliation Form

 
The Kingdom of Swaziland 

Ministry of Health  
Requisition and Reconciliation form  

Decentralized Drug Distribution

 
 
Issued by:     Received By    Returned By            Verified By  
  
 
 
---------------------------  ---------------------------  ---------------------------  --------------------------- 
Name     Name     Name     Name  
 
---------------------------  ---------------------------  ---------------------------  --------------------------- 
Signature   Signature    Signature    Signature  
 
 

A                  B        C        D                 E          F       G             H 

Date 
dd/mm/yyyy 

Product Name 
 Strength Pack Size. Quantity 

Received from 
Pharmacy 

Total 
Quantity 
Dispensed 

Balance 
returned 

Remarks 
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ANNEX 3 | EXAMPLE TOOLS FROM ESWATINI

III. DDD Job Aid

 
The Kingdom of Eswatini 

Ministry of Health 

JOB AID FOR DECENTRALIZED DRUG DISTRIBUTION  
This guide is to be followed by all personnel who shall retrieve stock from the facility 

storeroom for Decentralized Drug Distribution. 

ITEMS REQUIRED  
1. CMIS Patient list      2. Requisition Form      3. Stock Cards     

  4. DDD Requisition and Reconciliation Form   5.  Prescription Form   6. Tally Sheet 

BEFORE GOING OUT TO THE FIELD 
 
1. Determine the number of patients from the list of patients from CMIS. 
 
2. Determine the treatment regimen that the patients are taking. 

 
3. Calculate the total quantities per regimen in line with the patient numbers. 

 
4. Add a provisional amount to cater for clients who might request for medication in the field (10% of 

the quantities taken per regimen). 
 

5. Complete a DDD Requisition and Reconciliation Form (Column A to E) for the items required for 
retrieval from the storeroom. Columns A to E: Product name, Strength, Pack Size, Quantity received. 

 
6. Update the stock card(s) for each item retrieved  

 
. 

IN THE FIELD 
 

7. Ensure that stock is stored under suitable conditions and is secure. 
 

8. Record all quantities of stocks dispensed to each client in the provided prescription form and tally 
the quantities as you dispense. 

 
9. Calculate the total quantities dispensed in line with the patient numbers. 

 
10. Record the Total Quantity Dispensed in Column F in the DDD Requisition and Reconciliation form. 

 
11. Record the remaining stock quantities in the stock balances returned in Column G in the DDD 

Requisition and Reconciliation Form. 

UPON RETURN FROM THE FIELD 
 

12. Once back at the facility, return all stock to the storeroom as indicated in the form. 
 

13.  Update the Stock Cards for the relevant items using balances from the DDD Requisition and 
Reconciliation Form 

 
14. Make remarks and sign on Column H of the DDD Requisition and Reconciliation Form. 

 


