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Health systems delivery innovators to the rescue? 
The example of community adherence groups 
(CAGS)..

•  Scale	

• Quality		

•  Timing	for	impact	

•  Equity/rights	

• Human	resource,	
infrastructure	and	
cost	constraints	

“belonging to a group strengthens 
people, they become very strong in 

groups “	

Decroo	et	al,	TMIH	2014	

Rasschaert	et	al,	PLOS	One	2014	

Jobarteh	et	al,	PLOS	One	2016	

Decreased	visit	frequency	



What is differen,ated care?

•  “DifferenLated	care	is	a	client-centered	approach	that	simplifies	and	
adapts	HIV	services	across	the	cascade,	in	ways	that	both	serve	the	
needs	of	PLHIV	be`er	and	reduce	unnecessary	burdens	on	the	health	
system.”	

	-	Grimsrud	et	al,	JIAS	2016		

	

	

σιµπλιφιχατιον τασκ σηιφτινγ δεχεντραλιζατιον, 
χομμυνιτψ-βασεδ χαρε οπτιµιζεδ χαρε 

πατιεντ-χεντερεδ χαρε νεεδσ-βασεδ χαρε !



Differen,ated care- puJng the pa,ent at the 
center of care 


Duncombe,	J	Trop	Med	2013	

Grimsrud,	JIAS,	2016	



What is differen,ated care NOT?

• DifferenLated	care	is	not	a	silver	bullet	that	is	guaranteed	to	improve	
outcomes	and	reduce	costs		

•  It	is	not	enLrely	new,	and	it	is	not	comprised	of	a	single	model		

•  It	is	not	the	end-	rather	it	is	one	means	to	the	“ends”	that	we	care	
about:	coverage,	quality	and	impact	

Opinion:	If	carefully,	yet	boldly	implemented,	monitored	and	studied,	
the	principles	of	differenLated	care	could	help	to	transform	care	
systems	for	the	benefit	of	individuals	and	public	health	

		



What progress is being made in moving 
towards more differen,ated care?

• Rapid	spread	of	programmaLc	interest	and	generaLon	of	pilot	data	

•  Emerging	data	on	effecLveness	and	cost-effecLveness	from	
randomized	evaluaLons	of	differenLated	care	models	

•  Emerging	data	from	M&E	of	ongoing	and	expanding	pilot	programs	

• New	guidance	from	WHO,	naLonal	governments	and	funders	

•  Community	of	pracLce	emerging-	CQUIN	

• ComparaLvely	li`le	implementaLon	science	



High-level ques,ons

•  How	can	we	use	differenLated	care	as	a	tool	to	help	us	improve	quality	
(retenLon/VL	suppression),	coverage	and	impact?	

•  How	can	we	strike	the	right	balance	between	simplicity	of	delivery	while	
allowing	for	flexibility/innovaLon?	

•  How	can	we	create	a	less	medicalized	system	for	healthy	paLents,	while	
maintaining	levels	of	safety	and	not	doing	harm?	

•  How	can	we	be`er	leverage	community	spirit	to	create	stronger	and	more	
sustainable	support	structures	for	long-term	adherence	and	sLgma	
reducLon?	

•  Can	we	use	these	gains	to	spare	unnecessary	use	of	resources	and	allow	
for	greater	scale?	



 
“Implementa,on research plays an important role in 
iden,fying barriers to, and enablers of, effec,ve global health 
programming and policymaking, and leveraging that knowledge 
to develop evidence-based innova,ons in effec,ve delivery 
approaches” 

- Fogarty Interna,onal Center  
 
“Implementa,on research does not isolate the effects from the 
context – rather it focuses precisely on the interac,on between 
the interven,on and the context” 

- Allotey TDR 2011



What are some priori,es for differen,ated 
care implementa,on research?

• Visit	spacing		

• Model	selecLon/deployment	–	“guided	choice”	

• PaLent	experience	to	drive	demand	for	differenLated/be`er	care	

•  Special	paLent	populaLons	

•  The	science	of	differenLated	care	scale-up	



Visit spacing anyone?

•  The	standard	of	care	in	most	
sejngs:	frequent	visits	to	clinic/
pharmacy		

•  Is	the	standard	of	care	
making	people	non-
adherent	to	visits?		

•  Spacing	of	visits	is	arguably	the	
simplest	form	of	differenLated	
care	

•  Yet,	it	is	under-implemented	in	
most	sejngs..	

Mody	et	al,	CROI	2017	



Conceptual framework- visit spacing
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Spacing visits and refills

•  MSF	evaluated	a	strategy	of	six-monthly	appointments	(SMA)	for	stable	ART	
paLents	in	Chiradzulu	District,	Malawi	

•  Stable	paLents	(aged	≥15,	on	first-line	ART	≥12	months,	CD4	count	≥300,	No	OI,	
not	pregnant/breasoeeding	

• Clinical	assessments	1-2	months	à	6	months.	ARV	refills	3	months		

•  Median	Lme	from	SMA	eligibility	to	enrolment	was	6	months	(interquarLle	range	
0-17	months).	The	cumulaLve	probability	of	death	or	loss	to	follow-up	five	years	
aper	first	SMA	eligibility	was	56.3%	(95%	CI:	52.4-60.2%)	among	those	never	SMA	
enrolled;	13.9%	(95%	CI:	12.5-15.6%)	among	early	SMA	enrolees	and	8.1%	(95%	
CI	7.2-9.0%)	among	late	SMA	enrolees.		

•  One	third	of	paLents	returning	to	rouLne	care	at	some	point	

•  Unable	to	control	for	selecLon	bias	and	differences	among	those	who	did	and	did	
not	enroll	in	the	program	

Cawley	et	al,	AIDS	Durban	2016	



Cluster RCT of Visit Spacing- Zambia MOH/
CHAI 

•  16	faciliLes-	control	vs	intervenLon	

•  IntervenLon:	Pharmacist	job	aide,	QI	officer,	
checklists,	troubleshooLng,	forecasLng	tool	
(control	too)	

• Primary	outcome:	mean	change	in	the	
proporLon	of	paLents	receiving	three-month	
refills	between	baseline	and	end-line	for	each	
facility	

•  3-month	follow-up	

McCarthy,	et	al,	2017	PLOS	One	



McCarthy,	et	al,	2017	PLOS	One	

ProporLon	of	paLents	receiving	3-month	refills	 Average	change	in	visits	per	day/site	



Retrospec,ve analysis of visit-spacing- Zambia

Mody	et	al,	CROI	2017	

• Stable HIV-infected pa,ents 

on ART (On	ART>180	days,	

CD4>200	cells/μL	for	6	

months,	No	TB	diagnosis	in	

past	6	months)		

•  Presented for rou,ne 

follow-up between January 

1, 2013 – July 31, 2015 at 

one of 63 CIDRZ-supported 

clinics in Zambia 



Spacing visits

Pa,ents whose earliest 

scheduled return to clinic was 

at 6 months were less likely to:

• miss their next visit (aOR 0.23)

•  have a gap in medica,on (aOR 

0.50)

•  become LTFU by their next 

visit (aOR 0.48) compared to 

those scheduled to return at 1 

month. 

	

Mody	et	al,	CROI	2017	



Visit spacing

•  These	three	studies	suggest	the	feasibility	and	likely	effecLveness	of	3-6	
month	appointments	

•  Further	supported	indirectly	through	CAGs,	which	facilitate	individuals	being	seen	
clinically	only	every	6	months	

•  	Also	suggest	that	visit-spacing	may	require	addiLonal	strategies	in	order	to	
promote	its	uptake	among	providers	

•  Although	gaps	in	our	knowledge	base-	seems	to	be	li`le	jusLficaLon	for	not	
simply	aligning	refills	with	appointments	at	6	months	for	stable	paLents	and	
this	is	broadly	endorsed	by	WHO	

• Where	do	we	go	from	here?	



Visit spacing research agenda

• What	are	the	most	effecLve	quality-improvement	approaches	to	
drive	and	sustain	the	ship	to	6-month	visits/refills?		

•  Strategy	studies	nested	in	broader	scale-up?	What	elements	are	most	
important	and	linked	to	the	best	outcomes?		

• How	can	lab	performance	(e.g.,	VL)	be	streamlined/aligned	with	
visits	in	a	way	that	does	not	defeat	gains	made	through	visit	
spacing?	

•  Systems	intervenLons	that	use	technology	more	effecLvely	to	
ensure	adequate	stocks?	

•  e.g.,	real-Lme	monitoring	of	pharmacy	refill	scheduling-	trend	towards	
shorter	refill	periods	is	likely	a	good	funcLonal	indicaLon	of	drug	insecurity..	



Visit spacing research agenda, cont’d

• Any	qualitaLve	evidence	of	disconnecLon	to	health	facility/
adherence	support?	

•  How	can	technology	be	employed	to	address	this?	2-way	SMS?	

• How	can	excess	capacity	be	most	effecLvely	re-deployed?	Ship	
resources	to	community	support/SMS,	etc?	

• What	is	the	appropriate	visit	frequency	for	kids	at	various	stages	of	
their	treatment?	

•  1-year	visit-spacing	for	the	healthiest	15	million?	Is	it	safe?	What	is	
needed	to	accompany	it?	RCT’s	required..	



Effec,ve selec,on/deployment of 
differen,ated care models
•  We	have	mulLple	
models	that	have	
proven	effecLve	in	
add’n	to	visit	spacing	

•  CAGS:	91.8%	retenLon	
at	4	years	

•  ART	adherence	groups:	
94%	retenLon	at	1	year	

(For	those	who	have	
opted	in)	

•  Further	emerging	
model	effecLveness	
data	from	MSF,	CIDRZ,	
etc	

•  What	about	those	that	
don’t	opt-in	for	
whatever	reason?	

Luque-Fernandez,	PLOS	One	2013	

CAGS	

ART	Clubs	

How	can	we	introduce	

greater	flexibility	into	

health	systems	in	order	to	

address	the	

heterogeneous	needs	and	

preferences	of	individuals	

in	need	of	life-long	care?	



• How	well	are	we	adapLng/differenLaLng	care	based	on	empiric	
evidence	of	the	most	influenLal	barriers?	

• What	if	we	explicitly	took	into	account	empiric	data	on	paLent	
barriers	when	deciding	what	models	would	be	most	effecLve	at	the	
individual	or	site	level?	



CIDRZ	Be`erInfo	Study	NaLonal	DisseminaLon	Mtg,	2016	

Understanding the nature of individual barriers to care 



0%	 10%	 20%	 30%	 40%	 50%	 60%	 70%	 80%	 90%	 100%	

BeierInfo Study- Pa,ent reported reasons for 

stopping care by clinic among the lost (and traced)

Psychosocial	 Clinic	 Structural	
CIDRZ	Be`erInfo	Study	NaLonal	DisseminaLon	Mtg,	2016	



Research agenda around 
“guided choice” for op,mal 
care differen,a,on
•  Can	choice	of	models	be	guided	by	perceived	and	observed	
paLent	needs	and	health	systems	capacity?	

•  Do	different	models	work	be`er	for	various	types	of	paLent	
needs/barriers?	

•  Do	individuals	reporLng	solely	structural	or	clinic-based	
barriers	to	care	do	best	when	guided	to	visit-spacing,	
whereas	those	reporLng	psychosocial	barriers	may	do	best	in	
a	model	incorporaLng	peer-community	support?	

•  ConsideraLon	should	also	be	given	to	how	to	monitor	and	
screen	for	model	appropriateness	as	care	proceeds..	

•  Stepwise	increases	in	intensity	over	Lme	depending	on	
outcomes?	

•  E.g.,	Visit-spacingà	CAGsàmore	intensive	models?	



The pa,ent experience: a key driver of 
demand genera,on for differen,ated care?

•  If	we	believe	that	paLents	should	be	at	
the	center	of	care,	how	well	are	we	
listening	to	their	voices?	

• How	can	data	on	the	paLent	experience	
of	care	be	systemaLcally	incorporated	
into	the	healthcare	delivery	system	to	
drive	greater:	

•  Flexibility	

•  Accountability	

•  Responsiveness	to	paLent	needs	

•  Uptake	of	differenLated	models	of	care	

What	a	dreadful	

way	to	spend	my	

day.	I	wish	they	

would	just	give	me	

a	longer	refill	of	

my	medicine.	I	am	

healthy!	



Research agenda on the pa,ent experience

•  First	need	to	systemaLcally	measure	the	paLent	experience	
•  PaLent	reported	experience	measures	(PREMs),	PaLent	reported	outcomes	(PROs)	

•  AdapLng	for	lower	resource	sejngs-	value	of	rouLne	SMS/exit	interviews	

•  Then,	use	it!	
PaLent	experience	

Captured	by	exit	interview/SMS	

(e.g.,	desire	for	new	care	models,	

concerns	about	wait	Lmes,	stockouts	

and	staff	ajtudes)	

Aggregated	and	summarized/

hotspots	idenLfied	

Fed	back	to	HCW,	sites	and	higher	

level	decision-makers	to	enable	

targeted	training	on	paLent-

centeredness,	other	intervenLons	

Increased	differenLated	care	model	

uptake,	improved	staff	responsiveness,	

improved	quality	of	care	

	



Special pa,ent 
popula,ons..
•  Key	populaLon	friendly	models	

•  What	models	are	most	effecLve	at	reducing	sLgma	
and	enhancing	retenLon	and	outcomes?	

•  Adolescents	
•  Can	wkd/off-hours	“club”-type	approaches	

effecLvely	reach	and	retain	adolescents	in	HIV	and	
RH	and	other	care,	and	how	can	this	be	adapted	by	
MOH	given	open	restricLve	HR	policies?	

•  Pregnant	and	breasoeeding	women	
•  What	is	the	most	effecLve	approach	to	

maintaining	conLnuity	of	care	and	social	support	
when	women	in	various	models	of	care	become	
pregnant? 		

•  E.g.,	ART	clubs,	CAGs,	visit	spacing..	

•  “Unstable	paLents”	
•  What	model	of	advanced	adherence	counseling	is	

most	effecLve?	

•  What	is	the	most	efficient	visit	schedule	and	care	
team	to	manage	paLents	requiring	a	switch	to	
second	or	third	line	therapy?	

•  Studies	of	feasibility,	acceptability	and	effecLveness	
are	needed	



 
Differen,ated care scale-up fidelity - CHAI study in 
Malawi

CHAI	Project	report,	2017	



CHAI assessment of mul,-month prescribing 
penetra,on in Malawi

CHAI	Project	report,	2017	



CHAI	Project	report,	2017	



Research agenda around the scale-up of 
differen,ated care 
•  In	the	absence	of	robust	naLonal	data	systems,	how	open	should	we	be	
conducLng	special	studies	(CHAI	example	from	Malawi)	to	assess	scale-up	
fidelity/effecLveness/safety?	

• What	are	the	informaLon	system	features	and	program	indicators	that	
best	enable	tracking	of	paLent	outcomes	under	different	model	
condiLons?		

• What	alternaLve	strategies	can	be	embedded	and	tested	during	scale-up?	

•  Are	high-burden	communiLes	with	high	penetraLon	of	differenLated	care	
models	experiencing	improved	outcomes	and	reduced	sLgma?	

•  Are	cost-effecLveness	projecLons	being	met	as	scale	is	achieved?	How	can	
programmaLc	expenditure	analysis	be	used	to	ensure	the	efficiency	of	
differenLated	care	scale-up?	



Conclusions

•  Convergence	of	demands	on	the	health	system	require	new	approaches,	including	the	use	of	differenLated	
care	principles	

•  There	is	an	emerging	differenLated	care	research	agenda	that	includes	how	to	make	the	best	of	exisLng	
models	(especially	visit	spacing)	that	make	the	least	demands	on	paLents/system		

•  Emerging	data	on	paLent	barriers/preferences	may	be	useful	to	help	guide	raLonal	site	and	individual-level	
deployment/choices	of	various	differenLated	care	models	–	opportuniLes	to	test	the	concept	of	“guided	
choice”	

•  The	paLent	experience	is	an	overlooked	source	of	informaLon	and	should	be	measured	and	used/tested	as	
a	strategy	to	drive	the	uptake	of	paLent-friendly	differenLated	models	and	greater	responsiveness	of	the	
health	system	to	paLent	needs	and	preferences	

•  There	are	substanLal	opportuniLes	to	tailor	differentated	care	for	special	populaLons	that	could	benefit	
from	greater	a`enLon	to	acceleraLng	evaluaLons	of	feasibility,	acceptability	and	effecLveness	

•  We	need	the	ability	to	measure	the	pace	and	quality	of	scale-up	through	incorporaLon	of	differenLated	care	
data	into	exisLng	informaLon	systems,	yet	also	need	special	studies	where	this	is	not	yet	possible	

•  Studies	are	needed	to	assess	whether	the	broader	hopes	for	differenLated	care	(reduced	paLent	costs,	
simplicity,	sLgma,	systems	costs,	etc)	are	realized	when	taken	to	scale	
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