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Welcome/ Bienvenue

ÅBe sure you have selected the language of your 
N|­ NX Ä´ «z º|X ż.«ºX³°³XºJº ­«Ž ªX«Ä Jº º|X M­ºº­ª
of your screen. 
ÅAssurez-vousTŻJÆ­ ³sélectionné la langue de votre

choix à ӃŻJ TXdu menu <<interpretation>> en bas de 
votre écran Zoom
ÅPlease put your names/countries/organizations into 

the chat box. 
ÅNous vous prions de bien vouloir inscrire votre

prénom & nom/pays/ organisations dans la boîte à 
discussion

Martin Msukwa
RegionalClinical Advisor

ICAP South Africa 
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Housekeeping 

Å90-minute meeting with framing presentations followed by a panel discussion with 
Q&A

ÅSlides and recording will be available after this session

ÅPlease type questions in the Q&A box located on the toolbar at the bottom of your 
screen

Å.Z É­Ä Ç­ÄӃT °³XZX³ º­ ´°XJ¦ŵ °ӃXJ´X Ä´X º|X ż³J ´X |J«TŽ ZÄ«Nº ­« ­« º|X º­­ӃMJ³ J«T
we will unmute you so that you have control of your microphone

Å If you are a French or English speaker, please ask your question in your language of 
choice and the interpreters will translate as needed



Agenda

1) Welcome and introductions: Martin Msukwa, ICAP at Columbia University in RSA

2) Framing Remarks: Gillian Dougherty, ICAP at Columbia University

3) Case Study Presentation: Jelena Bozinovski- ITPC Community Led Monitoring Case 
Study

4) Panel Discussion : Moderators: Bill Reidy and Violet Oramisi, ICAP Columbia 
University

1) Nigeria- Dr. Nwakaego Chukwukaodinaka -Deputy Director and Head, Treatment care and support-
NASCP

2) Zambia- Philip Koni- SI Director, ICAP Zambia

3) Mozambique ƉDr. Helder Macul, Technical Advisor, Care and Treatment, MoH Mozambique

4) ITPC- Jelena Bozinovski-Community data & Advocacy manager- ITPC Global
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Meeting Objectives

Å Introduce the Recipient of Care Toolkit including its purpose, scope, and intended 
outcomes

ÅReview the different components of the toolkit and its contents
ÅPanel of experts will share their insights, experiences, and suggestions regarding their 

experiences indesigning, implementing, and evaluating recipient-of-care satisfaction 
projects

ÅDiscuss the need for ongoing feedback from teams on the toolkit's usability and 
effectiveness

ÅWe hope this input will inform continuous improvement efforts
ÅAlso, including the need to continuously update with approaches and new case 

studies



Framing Remarks

Gillian Dougherty
Senior Quality Improvement 
Advisor 
ICAP Columbia University
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RCS Toolkit Release April 2023: 

CQUIN Conducted a Recipient of Care 
Satisfaction Part One Webinar in 
February and Part Two in April 2023

ÅPlease see the webinar recordings here: 
https://cquin.icap.columbia.edu/event/ce
ntering-recipients-of-care/
ÅThe RCS toolkit is available here: 

https://cquin.icap.columbia.edu/cquin -
resources/
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https://cquin.icap.columbia.edu/event/centering-recipients-of-care/
https://cquin.icap.columbia.edu/event/centering-recipients-of-care/
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Why is RCS important?
Research shows that satisfaction is a significantly important factor for improved 

HIV program outcomes

ÅSeveral studies have linked RCS to improved HIV treatment adherence, a critical pre-
requisite to improved treatment outcomes Ɖespecially in achieving viral suppression 
(Roberts 2004; Martinez et al., 2012 ; Dang et al., 2013 Somi et al, 2021; Leon et al, 2019;) 

ÅPerceived quality of care also appears to indirectly affect adherence within services 
across the entire HIV cascade, including prevention, testing, linkage, treatment, 
retention, and re-engagement (Nwabueze et al, 2011; Murray et al, 2018; Thornton et al., 2012; Brincks et al, 2019; 
Hailemeskalet al, 2020) 

ÅIt is particularly important that members of key population groups are satisfied with 
healthcare services to ensure that they are accessing services and can share their 
positive experiences with others in their social networks (Chau et al, 2022; Murray et al, 2018). 



Why is RCS So Challenging to Assess? 

The absence of an accepted definition of the recipient of 
care satisfaction makes it challenging to assess

ÅWhat are the standards for satisfaction? Who defines it? How is it 
measured?

ÅCan subjective assessments be robust and valid? 
ÅCan recipients of care accurately assess the quality of the services they 

receive? 
ÅDisagreements often J³ ´X Jª­«z ¦XÉ ´ºJ¦X|­ӃTX³´ Ç|X« T ´NÄ´´ «z źº|X
Ç|­Ż ´|­ÄӃT MX T­ «z º|X ªXJ´Ä³XªX«ºŵ Ç|X³X J´´X´´ªX«º´ ´|­ÄӃT
occur, how assessments should occur, and what should be measured. 
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SOLUTION: A common approach is to identify dimensions
of health services that are assumed to lead to satisfaction or 
its opposite  



Dimensions of Satisfaction: Example 1
International Treatment Preparedness Coalition 
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Dimension

Availability The necessary health services, infrastructure, equipment, supplies, and medications exist when 
they are needed, and in adequate supply.

Accessibility
Health services are reasonably close to communities, available without long waits, provided at 
convenient times, referrals occur smoothly, and access is prioritized fairly.

Acceptability 

Healthcare providers request and respond to feedback from recipients of care related to 
service delivery. Healthcare workers are friendly, welcoming, and non-judgmental.  Human 
rights of recipients of care are promoted and protected.

Affordability
No/minimal out -of-pocket payments required (formal or informal). The health provision model 
is financially sustainable.

Appropriateness

Health services are formally aligned with national standards, policies, and guidelines so the 
onus is not on recipients of care to ensure that standards are met. Services are differentiated 
to meet the needs of all recipients of care, including tailored approaches based on age, gender, 
and key population status.
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ƌNeed for both objective and subjective 
indicators
ƌObjective: How long did you wait at 

the health facility today?
ƌSubjective: Were you treated with 

respect by health facility staff?
ƌUsefulness of both quantitative and 

qualitative data
ƌImportance of matching the assessment 

strategy to the context
ƌIn some settings, only limited data 

collection is feasible
ƌIn others, more robust triangulation can 

be conducted

Considerations 
in selecting 
satisfaction 
dimensions: 



The Who? Are you interested in assessing satisfaction 
from recipients of care themselves Ɖ
directly, or from alternative methods that 
include observation from inside the service 
delivery side?

The What? Does the  study team aim to develop their 
own indicators for assessment or engaging 
with recipients of care themselves to 
develop indicators?

What type of data does the team seek to 
have- qualitative (richer and more complex) 
data or quantitative (quicker and more 
simplistic) data?

The When? When would the team seek to elicit data from 
recipients of care?  (i.e. Immediate post visit)

The Where? Where would the team seek to elicit data 
from recipients of care? (ie paper survey 
form, electronically)

Key Decisions for RCS Strategic Planning 



The RCS Toolkit Provides an Overview of Different Assessment 
Methods along with Case Study Examples

Å Zambia uses an innovative, mobile exit survey approach to capture recipients of care 
satisfaction with HIV services 

Å Mozambique utilizes the interview approach to gain insights into a recipient of care 
experiences during DSD data review progress assessments 

Å Uganda utilizes a mixed-method approach using both quantitative surveys and 
qualitative focus group discussions to assess RCS 

Å ITPC carries out CLM in eleven countries in two years, leading to improved access 
and service delivery 

Å The Zimbabwe National Network of People Living with HIV (ZNNP+) leads a large-
scale electronic client satisfaction survey-based assessment and improvement 
advocacy program 
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Recommendations for ensuring that results are linked to 
action and improvement

Å As health planners design, implement, and evaluate HIV program improvement 
interventions, using the RCS lens can lead to a more inclusive and 
comprehensive approach. 

ÅMeaningful engagement with established networks of recipients of care is vital 
at all stages of the process

Å Use of human-centered design approaches in planning services is showing 
promise in creating systems and services that are more acceptable 

Å Evidence points to the importance of embedding RCS assessment into national 
quality management and M&E policies and platforms. 

ÅQuality improvement methods and tools can drive the implementation of locally 
appropriate solutions at health facility levels. 
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Zoom Poll 

Are there case study examples in your country that 
you think should be highlighted within the toolkit? 

Yes or No
Please share contact in free text



ITPC 
Community -Led Monitoring Case Study Presentation

Jelena Bozinovski
Community Data and Advocacy Manager

International Treatment Preparedness 
Coalition
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ITPC Community-Led Monitoring
CLM Pathway: Malawi & South Africa & beyond

Jelena Bozinovski

COMMUNITY DATA & ADVOCACY MANAGER, ITPC
August 3, 2023



Community-led Monitoring
A brief introduction to the CLM Pathway



What do we mean by ά/ƻƳƳǳƴƛǘȅ-ƭŜŘέΚ

CLM Is NOT CLM IS

 i Community-BASED V Community-LED

 i Indicators are set by outside entities (governments, 
donors); data collected corresponds to established 
M&E systems and frameworks

V Indicators are determined by communities 
and correspond to their own priorities; 
provide a valuable piece of the whole data 
story

 i One-time evaluation (a άǎƴŀǇǎƘƻǘέύ V Routine, recurring data collection over time (usually 
monthly or quarterly)

 i Data is owned by entities outside of the 
community (governments, healthcare facilities)

V Data is owned by communities

 i Fault-finding V Fact-finding

 i The end goal of the data is to understand the 
trends and issues

V The end goal is to improve a particular issue 
that has been identified as important by 
communities



What is Community-Led Monitoring & 
Advocacy?CLM is a process where communities 
take the lead to routinely monitor an 
issue that matters to them by:

Å identifying their top priorities;

Å creating indicators to routinely track 
those priorities;

Å collecting data;

Å analyzing the results; and

Å sharing insights from the data with a 
larger group of stakeholders

Communities then work 
alongside policymakers to co- 
create solutions to the problems 
they have identified.

When problems uncovered through CLM ŀǊŜƴΩǘ resolved, 
communities escalate with evidence-based advocacy and 
campaigning until they achieve implementation of corrective 
actions by duty bearers.

ITPC Community-Led Monitoring Model 2021



What is the Philosophy of CLM?
CLM should be understood in the context of Citizen Science and
Community Systems Strengthening

ÅMoving from models of Ψdata extractionΩ to Ψdata democracyΩ

ÅIt acknowledges that people are experts in their own lives

ÅPivots away from the notion that academic research and 

analysis is the only legitimate knowledge creation method

ÅThe name signals the democratization of data collection and 

analysis, empowering participants and respecting their 

expertise
https://itpcglobal.org/our-work/watch-what-matters/



The Pathway: A Snapshot of the CLM Process
DESIGN & PLANNING DATA GATHERING AND USE

Å Get the Right Stakeholders Around the 
Table

Å Understand Community Needs

Å Understand National Context (Gaps, 
Challenges)

Å CLM Framework

Å Indicator List

Å Agreement on Data Ownership, 
Storage, Access and Use

Å Technology Needs Assessment

Å Ethical Approval

Å Site Selection

Å Partner Selection

Å Costed Workplan/Timeline

Å Potential TA Needs

Å Site-Project/Program Agreement and 
Access Thresholds

Å Community Data Collectors Routinely 
Collect Data

Å Data Quality Checks

Å Data Quality Audits

Å Data Analysis

Å Insight Harvesting

Å Costed Workplan/Timeline

Å Use of insights for decision-making and 
advocacy planning ς with Community 
Consultative Group (CCG) or existing 
proxy

Å Work planning for advocacy

Å Advocacy Implementation

EVALUATION

Å Review of Advocacy 
Outcomes

Å Accreditation



ÅCLM Country Mapping
ÅWhat this the current context? Is monitoring already taking place? Where? By whom? 

What indicators?)

ÅCommunity Health Education
ÅThe science of HIV or COVID-19 in the body; Review of Normative Guidance from WHO 

and National Standards of Health

ÅUnderstand Community Needs όάpain pointsέύ

ÅPartner Selection

ÅCLM briefings with all stakeholders

ÅCommunities, Ministry of Health, Health Facility Leadership)

ÅDevelop an implementation arrangement

Pre-Implementation Work



Recipient Of Care = Qualitative Questions

Must be:

ÅDeveloped locally and iteratively

ÅResponsive to healthcare workers and recipients of care

ÅAction-ready: data for advocacy

ÅBlue-skies meets grassroots ς ambitious but operational

Operations Research

Embedded in the indicator framework 
are operational research questions:

ÅWhat kind of COVID-19 recovery trajectory are the monitored 
facilities on? How could this be fast-tracked?

Å What systems are built or scaled up for the COVID-19 response 
and what are the advocacy levers to pull for continued 
improvement of the HIV/TB response? (e.g. multi-month 
dispensing, caring for HCWs, virtual support to clients, etc.)

Indicator Development



ÅPreparatory work:
ÅInteracting with health facility ς authorization, feedback loop, etc.

ÅRecruiting Data Collectors: Ideally peer-to-peer data collection

ÅSoliciting respondent consent

ÅQuantitative data
ÅNeed approval from health facility director to be able to interact with facility 

staff and review registers OR in some countries, need formal MOH approval 
letter sent to health facilities allowing data collectors to interact/review 
registers ς both will require documentation about ensuring confidentiality of 
individual patient data

ÅData collectors directly transfer data for specific indicators into tracking sheets

ÅQualitative data ς 2 main methods
ÅIndividual Interviews (health facility staff, facility users from KVP groups)
ÅFocus Group Discussions (KVP groups)

Data collection: Quantitative and Qualitative



ÅOnce you have completed the indicator tracking sheets, you will do data analysis.

ÅData analysis is an important step in M&E. This activity is when you review all the numbers reported for the 

indicators and come up with some conclusions. This step is trying to άƳŀƪŜ ǎŜƴǎŜέ of your activities.

ÅWhen you look at the numbers and responses, data collectors will respond to two types of questions: 1)

interesting things in the data itself; 2) data collection process. Responses can be recorded in a separate 

document for future reference.

ÅData collection process:

ÅWhich indicators were easy to get data for? Which indicators were difficult to collect data for?

ÅWhich specific groups participated in the interviews and FGDs? Why did some not participate?

ÅAnalysis of data:

ÅWhat specific issues were emphasized by more than one group in the interviews and FGDs? Does the 

quantitative data support this?

ÅDoes the quantitative data point to common issues across different target groups (disaggregation 

required)?

Data analysis & reporting



To ensure credibility of our data, we consider the 

following:

Å Is the data accurate?

Å Is the data reliable?

Å Was it collected with άǇǊƻƳǇǘƴŜǎǎέΚ

Å Does the data have integrity?

How do you ensure data quality?

Importance of data quality



Å To ensure that CLM is responsive to the community and its needs, the implementing network 
must set up and collaborate with a Community Consultative Group (CCG).

Å The CCG contributes to development of data collection tools, supports implementation of CLM, 
helps with data analysis, leads the advocacy agenda, and gives direction on organizational 
decisions.

Å The CCG is comprised of key stakeholders (e.g. representatives from civil society organizations, 
national PLWH and key population networks, healthcare facilities, recipients of care, staff from 
UNAIDS country offices and regional support teams, and other funding partners, such as PEPFAR 
and the Global Fund, as well as and high-level decision-makers (from the Ministry of Health 
[MoH] and National AIDS Program [NAP], etc.).

Setting Up Community Consultative Groups



CASE STUDY
The Impact of COVID-19 on HIV and TB Services 
in Malawi and South Africa



The Citizen Science Dataset



Ú Surveys of clinic records: Using a data collection tool with pre-defined indicators (26 
in Malawi, 13 in South Africa), ITPC and its partners collect quantitative data on a 
monthly basis from anonymized health facility records. A total of 637 monthly clinic 
records surveys were completed. ITPC uses clinic records surveys to gather data about 
specific points of service quality to support and triangulate our other CLM data.

Ú Key informant interviews: ITPC and its partners conducted 167 key informant 
interviews in Malawi (83 health care workers and 84 recipients of care) and 151 
interviews in South Africa (55 health care workers and 96 recipients of care). 
Questions focused on understanding barriers to access and ways that services could 
be improved.

Ú Life Maps: 20 people living with HIV (10 in each country) were engaged in life 
mapping, a ΨŎƛǘƛȊŜƴ ƧƻǳǊƴŀƭƛǎƳΩ approach to documenting how COVID-19 impacts daily 
life. We provided participants with mobile phones, airtime/data, and training, 
enabling them to document their experiences and share their perspectives. 
Participants shared photos, voice notes, text messages, and other media in response 
to the prompts.

Ú Operational research: We observed and engaged with 19 health workers at Dedza
and Kasungu facilities in Malawi in November and December 2021 to better 
understand the άƪƴƻǿ-do ƎŀǇέτwhy health care workers do not do in practice what 
they say they will do in clinical vignettes.

Citizen Science combines four data collection 
methodologies, triangulating information for a deeper 
understanding of service delivery challenges.

Citizen 
Science 
Insights

Life maps

Key 
informant 
interviews

Clinic 
records 
surveys

Operational 
research



FINDINGS
The Impact of COVID-19 on HIV and TB Services in 
Malawi and South Africa

1. Increased demand for HIV and TB services
2. Improved quality of care and person-centeredness
3.Enhanced gender and population equity



Speedier Turnaround Times for Lab 
Test Results
After long delays in 2020 and 2021, turnaround times for viral load test 
results have recovered and are now faster than before the pandemic in 
Malawi.

54%

49%

40%

27%

23%
39%

18%

In 2022, more than half of people received their results within a month.

Turnaround Times for Viral Load Test Results at Our Monitored Sites in 
Malawi

24%

4%

Pre-COVID
(November 2018 ς October 2019)

Within 2 weeks

14%

7%

During COVID 
(November 2020 ς October 2021)

Within 1 month Within 3 months

1%
Post-COVID 

(January ς October 2022)

More than 3 months



Speedier Turnaround Times for 
Lab Test Results cont.

Figure 10. Turnaround Times for TB Tests at Our 19 Sites in South Africa, 2020 vs. 2022

2020

<1 week 1-2 weeks

>2 weeks Results not returned

2022

<1 week 1-2 weeks

>2 weeks Results not returned

Post-COVID, turnaround times for TB test results have 
dramatically improved in South Africa.

In 2022, at our monitored sites, results were returned 
within 1.4 days (on average), which is within the national 

guidelines of five days to treatment initiation.



Screening for Intimate Partner Violence 
as Part of HIV Testing Services
In 2022, we began collecting data on the number of people who received intimate partner 
violence (IPV) screening before being offered HIV services.

This was catalyzed by qualitative reports that άduring COVID, the violence was thereέ and 
that IPV άis something that is now spreadingΦέ

Global guidance on HIV testing says 
healthcare workers should ask 
about exposure to IPV and offer first- 
line support when women disclose.

Six health facilities in Malawi began informally collecting data on IPV 
screening as part of HIV testing after this new indicator was added to 

our community-led monitoring tool.

Indeed, community-led monitoring strengthens data collection at health facilities:

ά¢ƘŜ internal data tracking at our clinic has improved as a result of this 
project. Because MANERELA+ comes to get reports on a monthly and 
quarterly basis, the clinic staff prepare reports ahead of time to be 

prepared before MANERELA+ ŎƻƳŜǎΦέ

ς Healthcare worker, Malawi



Access to HIV Testing Services for 
Priority Populations

More sex workers accessed HIV testing services in 2022, with 
demand bouncing back to triple its pre-pandemic levels.

12

3

Pre-COVID During COVID

(November 2018 ς September 2019) (November 2020 ς September 2021)

Post-COVID 

(January ς October 2022)

Average # of HIV Tests Performed per Month Among Sex 
Workers at Our Monitored Sites in Malawi
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Access to HIV Testing Services for 
Priority Populations

8.961

4,110
1,850

Males (15-24 years)

The number of HIV tests performed among young people at our monitored sites in South Africa 
has more than doubled since 2020.

We employ 10 young people as data collectors who help encourage their peers to test. 

Young people report increased ease of access to HIV testing services, post-COVID:

Å άbƻǿŀŘŀȅǎ we have the stations to be tested at. You go to school, you can get tested. You 
go to town, taxi rank, you can go and ǘŜǎǘΦέ

Å άhƴ the issue of self-testing kits, these were difficult to find during COVID but at least now, 
in health centres, they are ŦƻǳƴŘΦέ

Figure 13. Total # of HIV Tests Performed Among Young People at Our 
Monitored Sites in South Africa

18,842

Females (15-24 years)

During COVID

(January ς October 2020)

Post-COVID

(January ς October 2022)



CLM IN ACTION: A Key Population Focal Point in Every 
Health Facility (Malawi)

Our data show that COVID-19 had a disproportionately negative effect on key ǇƻǇǳƭŀǘƛƻƴǎΩ access 
to HIV testing services (see our 2022 report ά¢ƘŜ Good, the Bad, and the Unfinished .ǳǎƛƴŜǎǎέ).

In response to this finding, engagements were held at the at ministerial level, which 
have trickled down to the district level. At district level, there is a special coordinator for 
key population services.

Using our community-led monitoring data, our partners in Malawi made the case for 
a key population focal point at the facility level, too. Now, each of our 14 monitored 
sites has a key population focal point.

Our partners also held a data training to increase demand for services among key 
populations and find ways of making services more welcoming. A total of 210 people 
from key populations from our monitored sites participated, including men who have 
sex with men, sex workers, adolescent girls and young women, and adolescent boys 
and young men. Healthcare workers were also invited for sensitization purposes.

We believe these advocacy actions contributed to the improvements we see in the 
uptake of HIV testing services among key and vulnerable populations.



We see compelling evidence that HIV and TB services are bouncing back 
at our monitored sites, proving to be resilient in the wake of COVID-19. In 
many cases, services are recovering faster at our CLM sites than in the 
rest of the country.

The act of community-led monitoring is likely playing an important role in 
hastening this progress. Our data collectors are educating recipients of 
care and generating demand for services post-lockdown. Our community 
feedback sessions create spaces for healthcare workers and recipients of 
care to engage with one another, promoting improved service delivery.
Our national- and district-level advocacy spurs policy changes.

CONCLUSION



To learn more, visit 
www.clmhub.org

http://www.clmhub.org/


Panel Discussion 
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Panel Moderators

Violet Oramisi
Regional SI Advisor

ICAP Kenya
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Bill Reidy
Deputy Director, Strategic Information

ICAP at Columbia University
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Panelist 

Hélder Macul,

Technical Advisor, Care & 
Treatment

Mozambique National HIV 
Control Program

Philip Koni

SI Director 

ICAP Zambia

Dr. Nwakaego Chukwukaodinaka, 
Deputy Director and Head, 
Treatment care and support 
component,  NASCP, Nigeria

Jelena Bozinovski
Community Data and 
Advocacy Manager

ITPC



Mozambique 
National HIV Control Program - Presentation

Hélder Macul,

Technical Advisor, Care and Treatment

Mozambique National HIV Control Program
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DSD in Mozambique: RoCPerception



Methodology

ÅProviders and RoC perception included on DPR
ÅRespondents: a sample of 3 RoC(per HF) 

enrolled in 3 different DSD (ideally)
VSemi Ɖstructured interview: a standard form 

with 3  questions:

ÅWhat are the advantages of DSD?
ÅWhat are the disadvantages of DSD?
ÅWhat are your suggestions for 

improvement?



Results: RoCJ«T ;³­Æ TX³´Ż ;X³NX°º ­«

100%

15%

40%

100%

35%

82%

Afimaram que os MDS tem vantagens Afirmaram que os MDS têm desvantagens Sugeriram melhoria

Utente Provedor

DSD has at least one advantage DSD has at least one disadvantage Suggested improvement

Provider

N=40

N=17



Results: RoCPerception

65% 45% 25% 18%23%

26/40 18/40
10/40

09/40 07/40

More time for other activities Reduces the frequency of visits

Reduces 
Transportations 
cost

Reduces waiting 
time

Improves 
adherence



Results: RoCPerception

Disadvantages of DSD

Á Difficulties in storing large amounts of medication (1/40)

Á forgetting appointment/drug pick up date(1/40)

Á Difficulties on management of medication(1/40)

Á Child and care-giver follow up calendars not aligned (1/40)

Á 3MMD is still a more intensive model (1/40)

20%
10% 08% 08%08%

Suggestions for improvement

Scale up 6 and 12 MMD Reduce waiting time
Long acting 
medication

Nutritional 
support Vaccine/Cure



ÁOn RoC perspective, DSD contributes to the reduction of costs associated
with the treatment and improves productivity ;

ÁReduction of the frequency of the visits and contributes to improving
adherence;

ÁHigh volume of medicinesdifficulties its management.

A reflection point : almost the same answers in each DPR
(2021 and 2022). Is it worth doing annually?

In N­«NӃÄ´ ­«Ź



Zambia  
ICAP Zambia- Presentation

Philip Koni
SI Director 

ICAP Zambia
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Integration of Customer Feedback into 
Health Care Delivery ƉZambia 

Experience

Phillip Koni
SI Director



Background & Implementation

ICAP in Zambia is a TA partner to MOH supporting HIV/TB program in two provinces 

In FY22, ICAP in Zambia introduced customer feedback kiosks program using electronic tablets for ROC 
receiving HIV services

At the end of an appointment, each ROC is requested to give feedback about their service through a 
feedback kiosk.

To make it easy for the ROC, 
Feedback questions are in both English & local languages, No identifiers are required, 

Only 4-6 questions with multiple choice response, The survey takes only 1-2 minutes,

CBVs are available to assist ROC needing help

Feedback Questions 

How was the service you received today? Good, Fair & Poor

What did you like about the services you received today? Good StaffAttitude, Waiting Time & Needs Met

What would you like to see improved? Space & Privacy, Medical Supplies & IEC Materials

¢Ŝƭƭ ǳǎ ŀōƻǳǘ ȅƻǳǊ ±ƛǊŀƭ [ƻŀŘΧΦ L ƪƴƻǿ Ƴȅ ±ƛǊŀƭ [ƻŀŘ ϧ L ŘƻƴΩǘ ƪƴƻǿ Ƴȅ ±ƛǊŀƭ [ƻŀŘ



Customer Feedback 
Data Utilization 

ÅAt the end of each week, HF staff lead by 
the ART in-charge review feedback 
received  & discuss action to be taken

ÅThe hospitals have started integrating 
feedback from ROC into hospital programs

ÅWhen some ROC gave feedback that they 
wanted to see improved attitudes from 
their HCWs 
Å,$F Ä«TX³ÇX«º żNÄ´º­ªX³ NJ³XŽ

training to better relate to their 
patients. 



Customer Feedback Data Utilization 

ÅWhen feedback showed ROC was enduring 
long waiting periods  
ÅHCWs developed appointment time slots 

for ROC which decreased crowding & 
improved organization. 

ÅWhen feedback showed that some ROC 
were not aware of their viral load results, 
ÅTeam produced use of viral load-related job 

aids in the form of flipcharts, that prompt 
staff to discuss viral load results, increasing 
understanding for a patient before they 
leave an appointment.



Customer Feedback 
Conclusion & Way Forward

Ç Benefits both ROC & Health Care Providers
Client satisfaction & Health Provider Satisfaction 
in providing client Centered Care. 

Ç Improved quality of HIV/TB care

Ç Improve retention of ROC on ART 

Ç To get the most out of the customer feedback 
program, there is need to continuously review 
feedback questions relevant to patient needs.

ź$­«º «Ä­Ä´customerfeedbackthrough the kioskhas
helpedus understandwhat patients really desirefrom
a T­Nº­³Ź´appointment & what might improve their
experience at the facility, thus increasing the
likelihood they would come again, and ultimately
improvingtheir health outcomesin the long³Ä«Ż.
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