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What are some priori-es for differen-ated 
service delivery implementa-on research?


1.  Visit	spacing		

2.  Ensuring	an	accurate	understanding	of	underlying	program	
outcomes	for	assessment	DSD	effec;veness	

3.  Effec;ve	model	selec;on/deployment		

4.  Pa;ent	experience	to	drive	demand	for	differen;ated/beCer	care	

5.  Special	pa;ent	popula;ons	

6.  The	science	of	differen;ated	care	scale-up	



2. Visit spacing


•  The	standard	of	care	in	most	
seIngs:	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	differen;ated	
care	

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

Mody	et	al,	CID	2017	



Cohort study of visit spacing in Zambia


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) 



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,	CID	2017	



Cluster RCT of Visit Spacing- Zambia MOH/
CHAI 


•  16	facili;es-	control	vs	interven;on	

•  Interven;on:	Pharmacist	job	aide,	QI	officer,	
checklists,	troubleshoo;ng,	forecas;ng	tool	
(control	too)	

• Primary	outcome:	mean	change	in	the	
propor;on	of	pa;ents	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	

Propor;on	of	pa;ents	receiving	3-month	refills	 Average	change	in	visits	per	day/site	



•  In	the	seIng	of	Ebola	outbreak	in	2015	in	

Guinea	

•  1,957	adults	aged	15	+	stable	on	treatment	

•  1,166	opted	into	in	R6M-	six-monthly	

clinical	visits	with	3-month	refills	(~MSF	

Chiradzulu	model)	

•  791	in	standard	of	care	

Bekolo	et	al,	BMC	Infec;ous	Diseases,	2017	



Aari-on and health systems caseload


Bekolo	et	al,	BMC	Infec;ous	Diseases,	2017	

Implementa;on	of	R6M	was	linked	to	a	reduc;on	in	

caseload	by	about	half	over	a	24-month	period	at	a	rate	

of	50	clinical	visits	per	month	on	average	

60%	reduc;on	in	the	risk	of	aCri;on	



2. Visit spacing summary


•  These	studies	suggest	the	feasibility	and	likely	effec;veness	of	3-6	month	
appointments/refills	

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

•  	Also	suggest	that	visit-spacing	may	require	addi;onal	strategies	in	order	to	
promote	its	uptake	and	maintenance	among	providers	

• Where	do	we	go	from	here?	



2. Visit spacing research agenda


• What	are	the	most	effec;ve	quality-improvement	approaches	to	
drive	and	sustain	the	shii	to	3-6	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?	

• Any	qualita;ve	evidence	of	disconnec;on	to	health	facility/
adherence	support?	

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



2. Ensuring an accurate 
understanding of outcomes 




Cascade of care among ART ini-ators without 
sampling based approach (naïve es-mates)
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Cascade of care among ART ini-ators using data 
from sampling (revised es-mates)
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3. Effec-ve selec-on/deployment of 
differen-ated care models

•  We	have	mul;ple	
models	that	have	
proven	effec;ve	in	
add’n	to	visit	spacing	

•  CAGS:	91.8%	
reten;on	at	4	years	
in	Mozambique	
(Decroo,	2014)	

•  ART	adherence	
clubs:	94%	reten;on	
at	1	year	

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

Luque-Fernandez,	PLOS	One	2013	

Adherence	clubs	

Adherence	clubs	



RCT of ART clubs (clinic vs community-based) in South 
Africa: Reten-on in Club-based Care


24	month	propor>on	retained	in	club	

care	and	virally	suppressed:	

Clinic:	57%	(95%	CI:	52-62%)	

Community:	48%	(95%	CI:	43-53%	)	

24	month	propor>on	retained	in	Any	

ART	care	and	virally	suppressed:	

Clinic:	93%	(951%	CI:	90-95%)	

Community:	88%	(95%	CI:	84-91%	)	 Hanrahan,	IAS	2017	



• How	well	are	we	adap;ng/differen;a;ng	care	based	on	evidence	of	
the	most	influen;al	barriers?	

• What	if	we	explicitly	took	into	account	pa;ent	barriers	when	deciding	
what	models	would	be	most	effec;ve	at	the	individual	or	site	level?	

3.	Effec;ve	selec;on/deployment	of	

differen;ated	care	models	



Most	common	pa;ent-reported	reasons	for	stopping	

care		
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I	lost	my	card	for	ART	Care	

I	was	afraid	clinic	would	scold	me	for	missing	my	appointment	

Had	high	CD4	and	didn't	see	a	reason	to	aRend	clinic	

I	intended	to	go	but	was	too	lazy	

I	moved	and	there	was	no	care	available	in	this	area	

I	spent	too	much	>me	at	clinic	

ARending	clinic	risked	disclosure	to	someone	I	know	that	I	have	

I	felt	well	and	thought	I	didn’t	need	care	or	medicine	

Transporta>on	was	too	difficult	or	expensive	

Work	requirements	interfered	with	picking	up	medica>ons	or	

BeCerInfo	Study	MOH	Na;onal	Dissemina;on	Mtg	
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Discrete	Choice	Experiments:	“Do	you	prefer	going	to	Clinic	A,	
Clinic	B,	or	would	you	rather	not	go	to	either	one,	given	the	
circumstances?		

BeCerInfo	Study	MOH	Na;onal	Dissemina;on	Mtg	



Choice Experiment Results
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Refill is every month (vs 3 
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Staff is nice (vs rude)** 

Attributes' contribution to marginal utility 

BeCerInfo	Study	MOH	Na;onal	Dissemina;on	Mtg	

15.8	hour	willingness	to	wait	



3. Research agenda for effec-ve model selec-on/
deployment for op-mal care differen-a-on


•  Can	choice	of	models	at	the	site	or	individual	level	be	guided	by	expressed	and/or	
observed	pa;ent	needs	and	health	systems	capacity?	

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

•  How	many	and	what	combina;on	of	models	are	needed	to	efficiently	and	
effec;vely	meet	the	needs	of	a	community?		

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

•  Stepwise	increases	in	intensity	over	;me	depending	on	outcomes?	
•  e.g.,	Visit-spacingà	CAGsàmore	intensive	models?	



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


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

• How	can	data	on	the	pa;ent	experience	
and	outcomes	of	care	be	systema;cally	
incorporated	into	the	healthcare	delivery	
system	to	drive	greater:	

•  Flexibility	

•  Accountability	

•  Responsiveness	to	pa;ent	needs	

•  Uptake	of	differen;ated	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	systema;cally	measure	the	pa;ent	experience	
•  Pa;ent	reported	experience	measures	(PREMs),	Pa;ent	reported	outcomes	(PROs)	

•  Then,	use	it!	



Enriching data streams to enhance care: reaching 
beyond the clinic- funded by BMGF


SMS/Exit	interviews	

-  Were	medicines	available?	

-  Were	labs	available?	

-  Were	the	staff	kind	to	you?	

-  Were	your	needs	met?	

	
Ongoing	surveillance	of	the	lost	

-  Regular	tracing	of	a	random	sample	of	

the	lost	to	update	clnic-based	outcomes	

of	disengagement,	death	and	transfer	

-  Tablet-based	capture	of	reasons	for	

disengagement	

	

	

	

Coaching	on	data	use	and	principles	of	

pa>ent-centered	care	(e.g.,	empathy,	

understanding	non-clinical	needs)	and	

differen;ated	care	



District, Provincial and Na-onal leaders will have visibility into 
health systems “hotspots”


						=	Staff	aItudes							=	Pa;ent	sa;sfac;on							=	Medicine	stocks							=	Revised	mortality	rates							=	Revised	rates	of	disengagement,	etc		

Opportuni;es	for	

reputa;onal	incen;ves	



5. Special pa-ent 
popula-ons..

•  Key	popula;on	friendly	models	

•  What	models	are	most	effec;ve	at	reducing	
s;gma	and	enhancing	reten;on	and	
outcomes?	

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

effec;vely	reach	and	retain	adolescents	in	HIV	
and	SRH	and	other	care,	and	how	can	this	be	
adapted	by	MOH	given	oien	restric;ve	HR	
policies?	

•  Pregnant	and	post-partuum	women	
•  What	is	the	most	effec;ve	approach	to	

maintaining	con;nuity	of	care	(and	
simplifying)	when	women	in	various	models	
of	care	become	pregnant?		

•  Advanced	disease	
•  Building	from	–	how	do	we	beCer	iden;fy	

those	in	need	of	advanced	care	and	what	are	
effec;ve	models	that	provide	these	services	
in	scalable	fashion?	 IAS	



6. The science of differen-ated care scale-up: 
DSD scale-up fidelity – Malawi


IAS,	2017	



DSD scale-up fidelity – Malawi


IAS,	2017	



DSD scale-up fidelity – Malawi


Prust	et	al,	JIAS,	2017	



• At	scale	evalua;on	of	ART	clubs,	2011-2014	

•  >32,000	ART	pa;ents	in	clubs	in	Cape	Town	district	

•  Sampled	10%	of	clubs	(n=100)	propor;onal	to	number	of	clubs	at	
each	facility	and	linked	to	lab	data	and	digi;zed	registers	

•  3,216	adults	with	4,019	pyrs			

Tsondai	et	al,	JIAS	2017	



Cumula-ve Reten-on


Cross-sectional retention at study closure 

was 88.8% using data from the registers 
and patient clinic folders and 93.1% after 
database linkage	

1	yr:	95.2%	

2	yr:	89.3%	

3	yr:	82.1%	

Tsondai	et	al,	JIAS	2017	



Tsondai	et	al,	JIAS	2017	

Predictors of outcomes of DSD at scale




6. Research agenda around the scale-up of DSD


• How	oien	should	we	be	conduc;ng	special	studies	(example	from	
Malawi)	to	assess	scale-up	fidelity/effec;veness/safety?	

• What	alterna;ve	simple	strategies	can	be	embedded	and	tested	
during	scale-up	

• Are	high-burden	communi;es	with	high	penetra;on	of	DSD	
experiencing	improved	outcomes	and	reduced	s;gma?	

• Are	cost-effec;veness	projec;ons	being	met	as	scale	is	achieved?	
How	can	programma;c	expenditure	analysis	be	used	to	ensure	the	
efficiency	of	differen;ated	care	scale-up?	

Hey,	buddy!	

	



Conclusions


•  Further	work	is	needed	to	ensure	maintenance	of	visit	spacing-	try	to	incorporate	
systems-based	strategies	into	scale-up	plans	and	test	them	

•  Ensuring	an	accurate	understanding	of	underlying	program	outcomes:	what	is	
differen;ated	care	solving	for?	

•  Emerging	data	on	pa>ent	barriers/preferences	may	be	useful	to	help	guide	ra;onal	
regional,	site	and	individual-level	deployment/choices	of	DSD	models		

•  Pa>ent	experience	is	an	overlooked	source	of	informa;on	and	couples	with	pa;ent	
centered	care,	should	be	tested	along	with	beCer	outcome	data	as	a	strategy	to	improve	
responsiveness	of	the	health	system	and	drive	the	uptake	of	DSD	

•  Substan;al	ques;ons	about	the	most	effec;ve	way	to	tailor	differen>ated	care	for	
special	popula>ons	–	need	greater	aCen;on	to	accelera;ng	evalua;ons	of	feasibility,	
acceptability	and	effec;veness	

•  Special	studies	are	needed	to	assess	whether	the	broader	hopes	for	differen;ated	care	
(reduced	pa>ent	costs,	simplicity,	s>gma,	systems	costs,	etc)	are	realized	when	taken	
to	scale	
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