Monitoring DSD Scale-Up with DSD Review Meetings

Bill Reidy, PhD, MPH

Senior Strategic Information Advisor, ICAP

Assistant Professor of Epidemiology

Columbia University Mailman School of Public Health
5 November, 2018

HIV LEARNING NETWORK
The CQUIN Project for Differentiated Service Delivery




Outline

e Status of DSD scale-up monitoring
* Key gaps and challenges in monitoring
* DSD review meetings: overview and rationale
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Monitoring DSD scale-up

Global Monitoring

AggregateData ~  ssEssssssssssssass

Only global priority indicators reported at a higher level E Outco mes E
Outcomes: Retention, Viral Load Suppression . .

Coverage: # ART Pickups, # Clinic Visits

Coverage

Program Monitoring

Efficiency

Outcomes

Uptake & Coverage

Priority indicators determined by country
Indicators selected from M&E Framework based on
Current stage of DSD implementation
Country priorities
Any other factors as necessary

Experience

Source: CQUIN DSD M&E Framework.
http://cquin.icap.columbia.edu/wp-content/uploads/2017/11/CQUIN-ME-Framework 2018-1.pdf




Multi-country CQUIN dashboard — M&E gaps

As of now,
M&E-related
areas are
lagging across
most of the 11
CQUIN
countries

Policies
Guidelines
Diversity
Scale-Up Plan
Coordination
Community Eng.
Training

SOPs

M&E System
Facility Coverage
Patient Coverage
Quality

Impact




The Streetlight Effect

THIS 1S WHERE YOU
LOST YOUR WALLET?

NO, I LOST IT IN THE PARK.
BUT THIS IS WHERE THE LIGHT IS.




Other Districts

District A

.

District B




Patient
satisfaction

Retention
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Data Review Meetings

e Data review meetings bring together diverse groups to share
programmatic results, discuss best practices, and prioritize efforts to

strengthen services

* Several countries have incorporated data abstraction and simple analysis
of programmatic DSD data not (yet) included in M&E reporting
— |.e., Eswatini, Zimbabwe, and Kenya
— Can provide a window into uptake, coverage, outcomes, and quality
— Can be implemented with non-standardized source records in facilities

— Can utilize a multi-stage sampling-based approach to estimate national- or sub-
national-level DSD coverage, outcomes, etc.

— Can be adapted to capture different of types of information



Process for generating data summaries: Zimbabwe

DEVELOP DATA
IDENTIFY INDICATORS ABSTRACTION
AND DATA NEEDED
FORM
« Coverage, Uptake, * 10-question Excel-based form « 1 district Hospital, 2 high-
Retention + Simple Yes/ No, category- volume & 2 low-volume
* 11 indicators identified based drop-down selections facilities
* 10 data elements  Random selection

ABSTRACT DATA

+ Excel-based analyses » 4-week window for data * 2 cohorts:

+ Based on pre-specified collection activities * 24 month cohort
templates « Coordinated by Provincial [initiated Feb 2016]

» Descriptive statistics & District Focal Persons * 12 month cohort
(frequencies and [initiated Feb 2017]
proportions) by district

SHARE & USE  Information shared and discussed
» Strategies for program improvements

DATA identified

» Can repeat process as needed



Zimbabwe DSD coverage cascade

DSD Coverage Cascade, 24 month cohort*
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Initiated on ART  Active on ART  Received VL Test Suppressed Viral Enrolled in Non-
Within 12 Months Load Mainstream
Model**

*For adult clients, 24 months after ART initiation
**For all clients active on ART, regardless of viral suppression



Zimbabwe DSD quality indicator

Appropriateness of ART Model, by Cohort and VLS*
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o 50% \ Missed —
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o 25% 182 — 347
2 ’ Appropriate —
0%
24-Month Cohort 12-Month Cohort
No VLS + Mainstream ART VLS + Mainstream ART
M VLS + Non-Mainstream ART B No VLS + Non-Mainstream ART

*For adult clients active on ART, where VLS is defined as a VL test administered within the last 12 months and a result of <1000 copies



Key implementation considerations

* Focus of data review should reflect current priorities

* Involve district and facility staff to:
— Allow for a large-scale data collection and data use effort
— Build capacity in data use and program improvement
— Strengthen investment in DSD performance improvement

* Tools and procedures must be simple, clear, low-burden, and
implemented in a standardized way

 |f sampling facilities/patients, aim for generalizability of results

— Sample should include facilities across regions/districts/programs with varying
implementation



Assessing and ensuring data quality

* How complete and correct is the abstracted data vs. the source

data?
— How complete and correct is the source data?

* How representative are the facilities selected?
— How representative are the patients within these facilities?

 How to feasibly assess these things to inform results and future
data reviews?
— Ideally incorporate into data review process



Summary

* A standardized, data abstraction approach may provide critical data
in absence of scaled-up M&E of DSD

 Sampling-based approaches should aim to reflect to true DSD
implementation

* Can adapt based on current priorities
 Methods should be clear and simple, and implemented consistently
* |Involvement of district, region, and facility staff is critical

* Note: Standard guidance may be needed to optimize data quality
and comparability of results across data review meetings
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