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nat are some priorities for differentiated

rvice delivery implementation research?
Visit spacing
Ensuring an accurate understanding of underlying program

outcomes for assessment DSD effectiveness

Effective model selection/deployment

Patient experience to drive demand for differentiated/better care
Special patient populations

The science of differentiated care scale-up



2. VIsit spacing

Distribution of Earliest Scheduled Returmn Intervals

* The standard of care in most £
settings: frequent visits to clinic/ 3 |
pharmacy . 28
* |Is the standard of care g = }
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Mody et al, CID 2017



Cohort study of visit spacing in Zambia

Stable HIV-infected patients on
ART (On ART>180 days, CD4>200
cells/uL for 6 months, No TB
diagnosis in past 6 months)

Patients 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 medication (aOR
0.50)

* become LTFU by their next visit
(aOR 0.48) compared to those
scheduled to return at 1 month.

Percent of Visits
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Mody et al, CID 2017



Cluster RCT of Visit Spacing- Zambia MOH/
CHAI -

* 16 facilities- control vs intervention e
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+ GIVING STABLE PATIENTS 3-MONTH REFILLS CAN:

* Intervention: Pharmacist job aide, Ql officer,
checklists, troubleshooting, forecasting tool

1| HELP REDUCE CLINIC CONGESTION , SO YOU CAN PROVIDE MORE CARETO THE PATIENTS THAT NEED IT

i) HELP REDUCE YOUR WORKLOAD, BY REDUCING THE NUMBER OF TIMES THE SAMIE PATIENT COMES O THE PHARMACY IN A YEAR
i) HELP IMPROVE PANENT SATISFACTION, BY STREAMLINING SERVICES
* 3MONTH REFILLS SHOULD NOT CAUSE STOCKOUTS, BECAUSE PATIENTS RECEIVE THE SAMIE NUMBZR OF PILLS OVER TIME. ATTHE BEGINNING, FACILITIES MUST
PLAN FOR ADDITIONAL STOCK AS PATIENTS ARE TRANSTIONED TO 3-MONTH RERILLS.

* Primary outcome: mean change in the
proportion of patients receiving three-month D
refills between baseline and end-line for each
facility -

* 3-month follow-up i s

criber o Fie

McCarthy, et al, 2017 PLOS One



Proportion of stable patients receiving

three-month refills

Proportion of patients receiving 3-month refills
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Six-monthly appointment spacing for @
clinical visits as a model for retention in
HIV Care in Conakry-Guinea: a cohort study

Cavin Epie Bekolo' @, Abdourahimi Diallo', Mit Philips?, Joseph-Desire Yuma', Letizia Di Stefano’,
Stéphanie Dréze', Jerome Mouton', Youssouf Koita® and Ousseni W. Tiomtore®
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Bekolo et al, BMC Infectious Diseases, 2017



Rate of attrition (%)
25

Adjusted Hazard Ratio = 0.40, 95%CI: 0.27 - 0.59, p<0.001

60% reduction in the risk of attrition
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Implementation of R6M was linked to a reduction in
caseload by about half over a 24-month period at a rate
of 50 clinical visits per month on average

Bekolo et al, BMC Infectious Diseases, 2017



2. Visit spacing summary

* These studies suggest the feasibility and likely effectiveness 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 additional 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 effective quality-improvement approaches to
drive and sustain the shift to 3-6 month visits/refills?

e 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 qualitative evidence of disconnection to health facility/
adherence support?
 How can technology be employed to address this? 2-way SMS?



2. Ensuring an accurate
understanding of outcomes



Cumulative incidence

Cascade of care among ART initiators without
sampling based approach (naive estimates)
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Cascade of care among ART initiators using data
from sampling (revised estimates)
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Death rate among people starting HIV treatment

12.2 Y
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~12-fold difference
Death —
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Naive and revised mortality estimates, by clinic, for individuals initiating ART
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3. Ef
diffe

 We have multiple
models that have

proven

add’n to visit spacing

* CAGS: 91.8%
retention at 4 years
in Mozambique
(Decroo, 2014)

 ART adherence
clubs: 94% retention
at 1 year

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

‘ective selection/deployment of

rentiated care models

Cumulative Incidence: LTFU

g - Adherence clubs
effective in

Cumulative Incidence
0.00 0.10 0.20 0.30 0.40 0.50

' 15 2 25
Years
Luque-Fernandez, PLOS One 2013

LTE 6t death Adherence CIUbS

Unweighted model, no covariates HR= 0.23 (0.14-0.37)

Unweighted model, baseline covariates HR= 0.46 (0.26-0.82)

Weighted model, baseline covariates HR= 0.43 (0.21-0.91)

Unweighted model, no covariates HR= 0.32 (0.19-0.56)

Unweighted model, baseline covariates HR= 0.28 (0.16-0.52)

Weighted model, baseline covariates HR= 0.33 (0.16-0.67)

0.12 0.25 0.50

Hazard ratios for effect of club participation on outcomes



Proportion Retained in Club Care

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

75
1

.25
1

Clinic
Community

Log-rank test p-value=0.003

T T T T T T
4 8 12 16 20 24

Follow-up time (Months)

24 month proportion retained in club

care and virally suppressed:

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

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

Proportion Retained in Any ART Care

75
1

.25
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Clinic

Community

4|1 EIS 1I2 1|6 2|0 2|4

Follow-up time (Months)

24 month proportion retained in Any
ART care and virally suppressed:
Clinic: 93% (951% CI: 90-95%)
Community: 88% (95% Cl: 84-91% ) Hanrahan, IA5 2017



3. Effective selection/deployment of
differentiated care models

* How well are we adapting/differentiating care based on evidence of
the most influential barriers?

* What if we explicitly took into account patient barriers when deciding
what models would be most effective at the individual or site level?

O
'.@ . PLOS | MEDICINE A Peer-Reviewed, Open Access Journal
P

Barriers to Care and 1-Year Mortality Among Newly
Diagnosed HIV-Infected People in Durban, South Africa

View this Article | Submit to PLOS | Get E-Mail Alerts | Contact Us

PLoS Med. 2016 Nov; 13(11): e1002183. PMCID: PMC5127502
Publined onlie 2016 Nov 28, col: 10157 Hioumal pmes. 100212 Ingrid V. Bassett, MD, MPH,* #+§|| Sharon M. Coleman, MS, MPH,9 Janet Giddy, MBChB, MFamMed.#
. . . . . Laura M. Bogart, PhD, §|**1 Christine E. Chaisson, MPH,§ Douglas Ross, MBChB, MBA,} [
Patlent-Rep_orted .Barrlers to Adherenc_e to Antiretroviral Therapy: Moses J. E. Flash, BA,} Tessa Govender, MSc,# Rochelle P. Walensky, MD, MPH,*11§||§§

A Systematic Review and Meta-Analysis Kenneth A. Freedberg, MD, MSc,*11§]||||| 97 and Elena Losina, PhD}§|)||||##***

Zara Shubber,1 Edward J. MiIIs,2 Jean B. Nacheg§,3'4-5 Rachel Vreeman,s-7 Marcelo Freitas,a Peter Bock,9
Sabin Nsanzimana, 10,11 Martina Penazzato, 12 Tsitsi Agp@,13 Meg Doher(’y,12 and Nathan Ford12.14."




Most common patient-reported reasons for stopping

Work requirements interfered with picking up medications or
Transportation was too difficult or expensive

| felt well and thought | didn’t need care or medicine
Attending clinic risked disclosure to someone | know that | have
| spent too much time at clinic

I moved and there was no care available in this area

l intended to go but was too lazy

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

I was afraid clinic would scold me for missing my appointment
| lost my card for ART Care

It was taking too long to start ART

The staff did not treat me with respect

Moved to a new place, no mention if ART available there

I had family obligations

I came to believe | do not actually have HIV

121
90
I 7
I <
I 55
0 50 100

BetterInfo Study MOH National Dissemination Mtg
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Change required to return to clinic

Mbaya Musuma
Ndeke

Itufa Rural HC

Kalabo District Hospital
Makeni

Sefula

Mwembeshi Clinic

Sinda Rural Health Centre
Mtendere

Nyimba District Hospital
Bauleni

Chadiza HC

Nang'ongwe Clinic
Lewanika General Hospital
Livingstone General Hospital
Liyoyelo

Kafue District Hospital
Mazabuka Hospital

Chipata General Hospital
Matero Reference

Magoye

Chongwe Health Centre
Masumba

Kapata Urban Health Centre
Kabwata

Monze Urban
Limilunga Clinic
George
Railway Clinic
Kamwala
Chelstone

0

X

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

H Clinic  ®Psychosocial Structural

BetterInfo Study MOH National Dissemination Mtg



Discrete Choice Experiments: “Do you prefer going to Clinic A,
Clinic B, or would you rather not go to either one, given the

circumstances?

Clinic A Clinic B
Total time you 1 hour 3 hours
pend the facility
a ch visi .
D e to th 5 Km 20 Km
facility
oo £y
Months of supply of 1 month 3 month

ARV you are given
at each visit

Time at which you
could go for your

visit and find the Momnings, Mon-Fri
facility open and
seeing patients Afesrmoonsalse Aftermoons also
Sathwday al<a Saturdioy open
Attitude of staff at Rude Nice

the facility

Betterinfo Study MOH National Dissemination Mtg



Choice Experiment Results

Attributes' contribution to marginal utility

Staff is nice (vs rudej™ 15.8 hgur willingness to wait

Open also on Saturday (vs regular
hours)

Open in the afternoon (vs regular
hours)

Refill is every 5 months (vs 3
months)***

Refill is every month (vs 3
months)***

*k%

Distance (additional Km)

f

Wait (additional hour)* L

-6.00 -4.00 -2.00 0.00 200 4.00 6.00 8.00

BetterInfo Study MOH National Dissemination Mtg



3. Research agenda for effective model selection/
deployment for optimal care differentiation

* Can choice of models at the site or individual level be guided by expressed and/or
observed patient needs and health systems capacity?

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

* How many and what combination of models are needed to efficiently and
effectively meet the needs of a community?

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

* Stepwise increases in intensity over time depending on outcomes?
* e.g., Visit-spacing—> CAGs—>more intensive models?



4. The patient experience: a key driver of
demand generation for differentiated care?

What a dreadful
way to spend my
day. | wish they
would just give me
a longer refill of
my medicine. | am
healthy!

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

* How can data on the patient experience |
and outcomes of care be systematically
incorporated into the healthcare delivery
system to drive greater:

* Flexibility

* Accountability

* Responsiveness to patient needs

* Uptake of differentiated models of care




Research agenda on the patient experience

* First need to systematically measure the patient experience
* Patient reported experience measures (PREMs), Patient reported outcomes (PROs)
* Then, use it!




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

SMS/Exit interviews

- Were medicines availgble?
- 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

= &

M IIFTE W 111 P
: T
; b 111118

Coaching on data use and principles of >
patient-centered care (e.g., empathy, :
understanding non-clinical needs) and
differentiated care




District, Provincial and National leaders will have visibility into
health systems “hotspots”

® O - RhfRetbixdirsiigiccegagement, etc

Opportunities for
reputational incentives



5. Special patient
populations..

* Key population friendly models

* What models are most effective at reducing
stigma and enhancing retention and
outcomes?

* Adolescents

» Can wkd/off-hours “club”-type approaches
effectively reach and retain adolescents in HIV
and SRH and other care, and how can this be
adapted by MOH given often restrictive HR
policies?

* Preghant and post-partuum women

* What is the most effective approach to
maintaining continuity of care (and
simplifying) when women in various models
of care become pregnant?

 Advanced disease

* Building from —how do we better identify
those in need of advanced care and what are
effective models that provide these services IAS
in scalable fashion?



6. The science of C
DSD scale-up fidel

ifferentiated care scale-up:

ty — Malawi

* 30 ART clinics were sampled purposefully to achieve
diversity (4 FTR sites, 8 CAG sites, and 30 MMS sites)
* 6 data collection methods were used in all sites

# and type of data

32 ART in-charge
interviews

30 focus groups
with 216 patients

136 health worker
surveys

75,364 patient
record reviews

1,473 visit time
observations

30 facility
questionnaires

Purpose

Understand on-the-ground
implementation and challenges

Multi-Month

Explore benefits, challenges and
costs for patients

Prescriptions (MMS)

Explore provider views and
experiences with models of care

Understand the percentage of
stable patients getting the models

Collect wait and servicing times at
each step of visit process

Document facility characteristics,
schedules, lab and stock issues

Fast-Track
Refills (FTRs)

D

Community ART
Groups (CAGs)

92

IAS, 2017



DSD scale-up fidelity — Malawi

Percentage of STABLE patients Percentage of NON-STABLE patients
accessing model accessing model
100% - 00%
80% -
80% -
60% -
60% -
40% -
40% - 20% -
20% - 0% -
0% 4 MMS FTR CAG
MMS FTR CAG M Accessing model ENot accessing model

W Accessing model B Not accessing model —Transitioning out of mode!

I
I
I
I . o
I — Lack of understanding of criteria
| —Patient requests

I — Attempt to reduce workload

IAS, 2017



DSD scale-up fidelity — Malawi

100%
A
80%
Percentage of INELIGIBLE o
patients included in model
40% - e
20% 43
A o
°
® A
0% ® O 8 S S
0% 20% 40% 60% 80% 100%

Percentage of ELIGIBLE patients included in model

O CAG MFTR AMMS Prust et al, JIAS, 2017



Tsondai PR et al. Journal of the International AIDS Society 2017, 20(Suppl 4):21649 ’
http://www.jiasociety.org/index.php/jias/article/view/21649 | http://dx.doi.org/10.7448/1AS.20.5.21649

Journal of the
International AIDS Society

Research article

High rates of retention and viral suppression in the
scale-up of antiretroviral therapy adherence clubs in
Cape Town, South Africa

Priscilla Ruvimbo Tsondai1§, Lynne Susan Wilkinson'2, Anna Grimsrud?, Precious Thembekile Mdlalo?,
Angelica Ullauri* and Andrew Boulle®*

e At scale evaluation of ART clubs, 2011-2014
* >32,000 ART patients in clubs in Cape Town district

e Sampled 10% of clubs (n=100) proportional to number of clubs at
each facility and linked to lab data and digitized registers

e 3,216 adults with 4,019 pyrs

Tsondai et al, JIAS 2017



Cumulative Retention

Cross-sectional retention at study closure

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

1yr:95.2%
2 yr: 89.3%
3yr:82.1%

Cumulative incidence
2

A

B Loss to follow-up (LTFU)
[ Transfer out (TFO)
BN Mortality

[ =T
Months of follow up 12
n (%) 1736 (54.0)
LTFU, % (95% CI) 26(21-3.2)
TFO, % (95% CI) 21(1.6-26)
Mortality, % (95% Cl) 0.1 (-0.01-0.2)

Retention, % (95% CI) 95.2 (94.0 - 96.4)

24
540 (16.8)
6.9(5.7 - 8.1)
3.7(2.8-4.5)

0.2 (-0.01 - 0.4)
89.3 (87.1 - 91.4)

36

97 (3.0)

12.2 (9.7 - 14.7)
54 (3.9-7.0)

0.3 (-0.1-0.6)
82.1(77.7 - 86.5)

Tsondai et al, JIAS 2017



Predictors of outcomes of DSD at scale

LTFU

Characteristic

Age at AC enrolment (years)

Univariate HR

(95% ClI)

aHR (95% Cl)
(n=3106)

Viral rebound?

Univariate HR

(95% ClI)

aHR (95% ClI)
(n =3106)

16-24

25-34

2.16 (1.06-4.40)

1.37(0.93-2.00)

2.41(1.10-5.23)

1.55(1.03-2.33)

1.60(0.68-3.76)

1.64(1.11-2.41)

1.52 (0.59-3.95)

1.74(1.17-2.59)

35-44

Sex

Male

Duration on ART at AC

enrolment (years)

1.0 (ref)

0.99 (0.58-1.69)

0.99 (0.68-1.44)

0.97 (0.88-1.07)

1.0 (ref)

1.04 (0.60-1.82)

1.13(0.77-1.68)

0.98 (0.89-1.09)

1.0 (ref)

0.70(0.37-1.32)

0.77 (0.51-1.15)

1.07 (0.98-1.17)

1.0 (ref)

0.69 (0.36-1.31)

0.94 (0.62-1.43)

1.12(1.03-1.23)

Ever sent a buddy

Yes

0.75(0.52-1.07)

0.79 (0.55-1.14)

0.63 (0.43-0.92)

0.63 (0.43-0.93)

Number of clubs at facility/1000
patients

Number of patients on ART in
facility/1000

1.01 (0.93-1.09)

1.34(1.13-1.59)

1.02(0.93-1.11)

1.32(1.11-1.58)

0.96 (0.89-1.03)

0.99(0.81-1.20)

3Viral rebound defined as the first viral load >400 copies/mL after enrolment into an AC.

0.94 (0.87-1.02)

0.97 (0.79-1.18)

HR: hazard ratio, aHR: adjusted hazard ratio, ClI: confidence interval, AC: adherence club, ART: antiretroviral therapy.

Tsondai et al, JIAS 2017



6. Research agenda around the scale-up of DSD

* How often should we be conducting special studies (example from
Malawi) to assess scale-up fidelity/effectiveness/safety?

* What alternative simple strategles can be embedded and tested
during scale-up

Hey, buddy! ; ;

* Are high-burden communities with high penetration of DSD
experiencing improved outcomes and reduced stigma?

* Are cost-effectiveness projections being met as scale is achieved?
How can programmatic expenditure analysis be used to ensure the
efficiency of differentiated care scale-up?




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
differentiated care solving for?

* Emerging data on patient barriers/preferences may be useful to help guide rational
regional, site and individual-level deployment/choices of DSD models

* Patient experience is an overlooked source of information and couples with patient
centered care, should be tested along with better outcome data as a strategy to improve
responsiveness of the health system and drive the uptake of DSD

* Substantial questions about the most effective way to tailor differentiated care for
special populations — need greater attention to accelerating evaluations of feasibility,

acceptability and effectiveness

» Special studies are needed to assess whether the broader hopes for differentiated care
(reducled patient costs, simplicity, stigma, systems costs, etcs)are realized when taken
to scale
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CQUIN attendees research questions

Effectiveness and outcomes of DSD models

cost and cost effectiveness of DSD
Patient experience

Operational issues for DSD

other

Models selection and integration with NCDs and others _

Healthcare worker experience
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