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EXECUTIVE SUMN

Integrating the delivery of health services is viewed as a priority in the fight for anfAd®g§eneration
becausehis integrationhas the potential to improve access to HIV, family planning &ré)other
services and provide continuity of care fdrase living with HIV.

In particular providingFP serviceso HIV-positive individualas part of their health care caaddress

some of the unique needs tfis populationand can impro& their overallwell-being. In additiorsuch
integration maymakehealth service delivergnore sustainabléy increasing the efficiency with which
resources are usedhough &idence demonstrating the impact of integration on efficiency is limited. An
initial review of the existing literature found qualitative evidentacreased efficiency from integration,

at the programmatic levgbut costing and costffectiveness evidenege lacking Sudies on integration
often focused on measurement of outputs without necessarily considering the inputs required to obtain
those autputs

At the request o f/AIDSES th®UWSAID Ddmbia neissiahe Health Fivance and
Governance (HFG) project conducted a study examining the costs and effggaénvolved in integrating
family planning arnahtiretroviral therapy(ART) services. The specific objectives of the study were to:

1. Propose indicators that can measure the performance of the integrated programs with respect
to efficiencyand assess their practical feasibility

2. Quantitatively assess the relative efficiency @i&dint models ofntegration ofHIV and FP
servicesusing the defined indicators

3. Qualitatively identify potential barriers and facilitators to efficiency improvement

HFG worked with the FHI360ed Zambia Prevention Care and Treatment Partnership (ZPECT
project and the Centre for Infectious Disease Research in Zambia (CIDRZ). These implementing
partners® programs supported the sites where FP s

A conceptual framework was developed to dabe how integration might lead to different

opportunities to increase the efficiency with which services are delivezigtkr by loweing

costs/inputs required to deliver a given number of outpot services delivered (lowering costsy by
increasing the number of services that can be delivered with a giver setuts (increasg

productivity). The framework also identified which inputs/outputs could be combined into indicators of
efficiencyThree indicatorgdescribed belowvere chosen to compare efficiency across models of
integration ofFP into HIV services.
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The specific serviedelivery points within a health facility thétis study considerare the ART clinic
and the FP clinic. The unit of analysis with respect to effigiéor this study is the ART clinic. An ART
clinic coulduseone of two models of integration:

T h antemalre f e r(IR)abdél where FPcounselinig offered in the ART clinic but the patient is
referred to the FP clinic (in the same facility) for tuet FP services (particularly method provision)

T h enedtop sh o g@SS)model, where FRounselings offered in the ART cliniandthe patient
can also receive some FP methods from the same ART clinic

This analysis describes a cresstional, nofrandamized comparison of the efficiency okee two

models of integrationOSS and IR. Ten sites were purposively selected based on the implementing
partnersd® recommendat i on smontbperiodof @cwbee203twl | ect ed f o
September 2014. Secd utilization data were collected from routine health management information
systemgHMIS) and froma record review of 90 patient files per sjtand supplemented by a patient exit

interview of 15 randomly chosen patients per site. A ttmetion study wa also conducted to assess

the length of a visit with and without provision of FP servie#sng with a patient flow assessment to

determine how busy providers are at different times of the day. At each site, two key informants were
interviewed on their arrent experience with integration and the potential barriers or facilitators to the

process.

Cost datawere collected for each health faciligs well as information on the cost of integration
training provided to the staffThe cost data weranainly inpit quantities and pricegprimarilyrelated to
labor, drugs, and medical supplies as well as outputs.

The indicators proposed for assessing the efficiency of the integration programs are mainly concerned
with the direct inputs used in thproduction process and the outputs that result from the process. The
rationale is to minimize inputs and/or maximize outputs to achieve better efficiency. The proposed
indicators are each discussed in turn below in terms of the first two study objecfeasibility and
comparing program efficiency.

Percentage of missed opportunities at the ART clinic

A missed opportunity is defined as not offeringdenselingo an 18 to 49-yearold woman during an
ART visit Minimizing this percentage will maximizrnsce output with a given sedf inputs and
therefore increase efficiency.

Feasibility findings: In 6 of the 10 sites there was no mention of FP in any of the patient records
reviewed, and recor&keeping was not consistent at the othérsites. Thus, itvas not possible taell
whether patients (ajvere not receiving FRounselingr (b) were receiving Fleounselindut this
counselingvas not being documented their records. The patient exit interviews suggest that FP
counselingloes occurin the ART dinic but is not being systematically recorded when it happens.
However, the indicatowill be feasible if its components can be directly extracted from the routine data
captured in patient file§'hese fileshouldtherefore be structured to contain datan the delivery of FP
counselingvhere integrated services are being delivered.

Quantitative findings: The results from the patient exit interviews were used to determine the
percentage of missed opportunities for all sites. We estimategpercentage omissed opportunities
for different populations based on the exit interviewasid found a wide range in the number of missed
opportunities across the sitefrom 0 to 100 percent of patientwvere beingcounsetéd. Among nor-P
users with an identified neddr FP there was an average of $eércentcounseledn the IR model and
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14 percentin the OSS model. However, when looking across all women including current FR users
there was no statistically significant difference in the missed opportunity percdmtageen the two
models.

Nurse/counselor time per ART patientounseéd on FP

Under integration, FP services are tailored to individual patjemtd are delivered during an ART vjsit

which has the potential to increase the time spent with each patigémt. d&dded time may have a large

i mpact on the entire ART c¢clinicds functi,orni ng, as
require a change in the staffing schedule to accommodate the extra, Wotk of which have costs.

Twenty-sevenpercentof interviewed patients across sites receiveddeBnselingbut only 4 out of the
150 patients irgrviewed were givenraFP methodn the interview dayThis small size of the group
that received a method means that thataare insufficient to enable us compae time of visit for
ART+FP method provisioacross OSS sites

Feasibility findings: This indicator cannot be easilisedon a routine basis because it requires

additional data collection effort:tame-motion study. Ideally, théime-motion study should be linked to

an exit interview to determinexactlywhat services were offereénd a larger sample size of women
should be interviewed to capture as much as possible the diversity in the FP methods provided across
OSS sites.

Quantitative fin dings: There is no benchmark per se for @efficient amount of tim@ Rather, we
compared the relative efficiency across models and sites. We compared the average time spent on an
ART visit with FReounselingacross modelsas well as comparing the aveedgme spent onART visits
without such counselind-or the IR model the average time per ART visit withoutdeBnselingvas 9
minutes with counselingt was12 minutesFor the OSS model the average tiswavere 10 and 13

minutes respectively. The additimf counselingadds very littletime to each visit, approximately 3
minutes,andthere wasno statistically significant difference\(plue=0.65) betweethe two models

which isunsurprisingsince they are doing the same thing

Unit cost per ART patientounseéd on FP

The unit cost indicator combines inputs and outputs into a single metric. Addicgur3elingo a

regular ART visit should increase the cost of the visit. Health workers need to be trained to provide the
additional services. Similarly ¢ounselingproviding FP methods esite (n the OSSmode) will also

add costs to the regular ART care. This extra cost contains training costs gdbwiedllso depends on

the type of FP method providetiecause of FP commodities costs.

Feasibility findings: Again, the main challenge is the availability of data on the number of patients
counsedd on FP in the ART clinic. As noted, the patient exit interviews had to be used to estimate that
number. However, if all the services provided per visit wbegngaccurately recorded, then the
information necessary for these indicators should be available from the HMIS routine data, from the
facility management system (payroll data, procurement data, @bcl)from implementing partners
(training and supeniigy costs). Compiling the data will require effdsut a template could be

developed to automate analysis and estimation.

Quantitative findings: The calculated unit cost per patient for ART care is a direct measure that
includesonly labor, drugsand suplies. For FRRounselinghe additional costs for trainingtaff were
added as werefurther additional costs for method provisipmcludngcorresponding training costs and
the cost of FP commodities. TalEs1shows ART care costs with these additiocakts.
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TABLE ES-1: UNIT COST PER ART PA TIENT PROVIDED WITH FP SERVICE

Zambian kwacha (ZMK)* US dollars
ART  ART+FP ART + FP ART  ART+FP ART + FP
only counseling counseling + only counseling counseling +
method method
IR model 1,629 1,636 1,680 259 260 267
OSS model, 1,619 1,623 1,640 257 258 260

*6.3 ZMK: 1USD

When the percentage of missed opportunities is low fordeRnselingthe ART clinic can potentially
benefit from economies of scale and decredseinit costs becauset is producing more outputs (ART
care and FRounseliny) As expectedthe cost analysis results suggest that there are some efficiency
gains from the OSS as opposed to obtaining Féereterral clinic ~$7 per patient. But this result
appears smalbecauseART costs dwar f FP cost s. I n additi on, W
could increase in size as missed opportunitlesreaseand more patients get Fedbunselingbut recall

that the FP clinic will still have to function without ART patieneredls because there is still adlV-
negative population to serve. A more appropriate way to view these results would be to say that
providing a more comprehensive package of carelfg-positive womenand increasintheir access to
FP servicexosts rdatively little regardless of which integration model is used; in the IR model it is an
additional 8 and in the OSS model it is an addition8l@@o statistical difference between models).
From this point of view, it is important to note that the societa¢nefitfor the womenof not having to
make an additional clinic visit for FP services could be impgamtvas not assessed in this study.

Potential staff shortages: Qualitative provider interviews repeatedly found the same main concern
with integration: a shortage of staff. All of the health workers and managers interviewed noted that staff
are overworked and that more staff are needed to successiiuihgrateFP into the ART clinic.

However, the provider time assessment results suggest that all patients are attended to before closing
time. Mornings are the busiest time of traay, andby the middle of the day the number of ART patients
waiting for treatment is less than half of the number of patients waiting when the clinic opseTdid,

most clinicst is substantially less than half. Furthermore, timee-motion study found that only an
additional 3 minutes of provider time, on average, appears to be used for visits where FP sgevices
provided. Therefore, it may be more casffective overall to manage patient flow better using existing
resources/inputs than to increase costs by additaf that may not actually be necessary. Howethas
study did not address qualjtgnd it could be posited that an additional 3 minutes of provider time for
FPcounselings inadequate and actually reflects a staff shortage issue that has a negyadisteoin

quality.

Weak referral tracking:  An effective, formal referral tracking system was not part of the integration
design and implementation, regardless of the model, and is a potential area for improvement. Health
workers notedthat it wasdifficultfor them to track the patients they referred to the FP clinecause

there were no feedback mechanisms between the two clinics. Without a system that can track patients
between the ART and FP clinics, it is difficult to accurately evaluate the truetiofgategration in

terms of FP method uptake for ART patiengnd efficiency.

In terms of facilitators to integration, providers noted that integration of FP into ART care is a major
change in the way the clinf@soperated and it needs to be discussed, understpadd owned by the
staff for it to work. Having enough orientation and informationfupnt about the integration was
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identified as one of the necessary elements for success. Also, providers who received trainingRab
integration, FRounselingand/or FP method provision greatly appreciated the new skills they acquired
and stressed the importance of this knowledge in caring for their ART patients.

This study identified potentiahdicators that could be used to assehs relative efficiency of different
models of integratig FP services into ART carand tested h e s e i feakibiltydnticators @d
were the percentage of missed opportunities, the additional time it tamgrovide the FP serviceand
the unit cost of providing the services. We conclude that while collecting some of these indicators is
feasible, all of them would require extra data collection efforts. Some of the indi¢aguesh as the
percentage of misskopportunitiesi are critical data needed for overall program monitoriagd are

not needed uniquely for measuring efficiency.

The study found no significant difference in efficiency betwee®@®8and thelR models of integration

for any of the proposedndicators. The drivers of efficiency appear to be at the facility level, not at the
implementation model levaHowever, the analyses were based on a small, esestional, and

purposive sample, and confounding of the results due to selection bias er fatttors is possible. In
particular, the absence of complete §€tvicedeliverydata at the patient level within the ART clinics

and the absence a&ferral andcounterreferral data requiring the use of patient exit interviewsean

that reaching defitive conclusions about the relative efficiency of either model was not possible in this
study. Based on thfinding recommendations for future work aiming at improving integration of FP and
HIV services in general are summarized below.

1. More effort is required to ensure that health workers systematically provide FP services in the
ART clinic, as expected under integratidrese health workers need to be educated in
adequately recording the services they provide at the time of delivery and in terms pfezou
referrals.

2. The HMIS should be adapted to be able to produce readily available statistics that can be used
to monitor integrated services at the facility.

3. An effective, formal referral system should be part of the integration program design
strenghen program monitoring and evaluation and patient record information.

To provide moreaccurate information on the impact of integration on costs in general and ondée u
of services, a prpost design would have been more suitable. However, at the tinteeoStudy
integration was already very widespread in Zambia. HFG is undertaking puetpost study onthe
efficiency of integration in Tanzangand the results are expected to better infa uson the impact of
integration.







1. INTRODUCTIO

Integrating the delivery of health services has the potential to improve health outcomes while also

reducing the costs of deliveringdtservicegWHO/USAID/FHI360 2009) Increasing efficiency and

maximizing impactiough integration is a core principle of the Global Health Initiative and the
Presidentds Emer gency ;Global Healthdnitiative | 2@ tedRagidnisaléo ( PEPF A
viewed as a priority in the fight for an AlEf&e generation, becausehts the potential to increase

access to HIV services and provide continuity of care for those living with HIV. In partiEBsgrvices

can address some of the unique needs ofHbgitive individualsFor instance, if patients in ART clinics

become failiar with and confident in the staff there, it may create an opportunity for these staff to shift

the focus from disease treat ment o-hdingThislwroader br oade
effort would include promoting uptake of armdiherence to FP methods, including use of condoms.

Despite a clear rationale and the recognized benefitmtegration evidence demonstrating the impact
of integration on efficiency is limited. An initial review of the existing literature included tlosving
key findings:

Quialitative evidence exists at the programmatic level . A wide range of evidence
demonstrates that the integration of HIV services has both clinicabandcedeliverybenefits
(UNAIDS, UNFPA, FHR004. The evidence also shows thenefits to patients in terms of

continuity of care and increased access to HIV services. A common assumption is that integration
can improve program efficien¢ZhurchandMayhew 2009, yet the evidence supporting this claim
remains vagueiotwithstandiig the numerous reviews that focus on HIV integration more broadly.

Costing and coseffectivenas evidence is lacking. A Cochrane systematic review on integration
emphasizes the vital need for studies of the cost and-effsictiveness of integrated semidelivery
(Lindegreret al, 2012) More specifically, studies on integration of FP and HIV services across
several countriegBollinger and DeCormier Plosk2013 show that while increased efficiency is a
common argument for linking FP/Sexual Reprodedidealth and HIV services, there is a dearth of
data or analyses that support this assertion. A recent literature review focused on costs and
efficiency of integrated HIV and other health services is a report prepared for Integras;\eeéive
Gatesfundal research project. Out ofi6 studies reviewed (35 peaeviewed and 11 from gy
literature), only four considered potential cost savings through provision of FP services 10 HIV
positive individuals via integrating FP services wjitamention ofmother to child transmission
(PMTCT) or HIV care and treatment program(&weeney et 3l2012. Moreover, all four of these
studies modeled costs at the national level in the context of generalized epidemics; no studies were
found that empirically evaluated the integration of FP with ART services at the program level,
despite the widespread existea of such programs.

Studies focused on measurement of outputs without adjustment for inputs . No studies
reviewed by Integra researchers compared the unit costs (inputs) of integrated versusasvaed
FP or HIV care and treatment services relativeotatputs or examined thecomparativecosts of
different models of integration. The main barrier cited was the scarcity of cost data froralodv
middleincome countries.
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Based on the above literature review and gaps in evidegle¢ed to the cost of integrated service
provision, the HFG projectonducted thisstudy examining the costs and efficiencfFBand ART

services integratiomt t he r equest HWandAD&hN G YUSAD Zamba enissioh

The main purposef this activity is to identify potential indicators to assess and measure efficiency from
FP/HIV integration across different modalsd over time (althougthe study did not addresthis final
purpose) Programs could then use the information providedtbgse indicators to devise or evaluate
options and strategies for improving efficiency.

The specific objectives of the proposed study are to:

1. Propose indicators that can measure the performance of the integrated programs with respect
to efficiency and agss their practical feasibility

2. Quantitatively assess the relative efficiency of different modatgegration ofHIV and FP
services using the defined indicators

3. Qualitatively identify potential barriers and facilitators to efficiency improvement

The ndicators, methodology, and analysis generated by the study will support the followhugend
objectives:

End user object| Study wil!/| support this objectiyv

. . . Identifying a potential set of indicators to accompantegration activities

Support integration policy PR
and measure their efficiency

Support decisiomaking,

programmingand budgeting Identifying the differences in potential efficiency gains and efficiency patt
around the choice of integration | across integration models
models

Identifying barriers and enabling factors in implemented integration

Shape integration programs approaches

Furthermore, this study aims to support apyograms benefiting frorimcreased funding for the
acceleration of FP/HIV integration activitiesiiefselected African countries (Malawi, Nigeria, Tanzania,
Uganda, and Zambid)he indicators this studfinds most feasibleould support the programming of

the supplemental funding by identifying sources of efficiencies related to FP integratibiMrend
AlDSservicef e.g, reduced labor costsor gains from shared overhead co8tand evaluating whether
efficiency gains have been achieved.

HFG worked with the FHI36®ed Zambia Prevention Care and Treatment Partnership (ZPCT
projectandthe CIDRZT hes e i mpl ementing partnersd programs s
had been integrated into HIV clinics.

1.2.1 Background on FP/HIV integration in Zambia

I'n Zambia, the HIV epidemic is one of the4 country
estimates from the Joint United Nations Programtdh/ and AIDSadult HIV prevalence is ¥.
percent. Ninety percent of new HIV infections in Zambia are driven by structural and biomedical

1 http://lwww.unaids.org/en/regionscountries/countries/zambia/

4



factors such amultiple and concurrent sexual partnerships, theer to child transmission, low and
inconsistent condom use, low levels of male circumcision, and mobility and labor migration.

The Zambi an g ov e-upoitidViptedestion; carpmnddreasnend der@ices has been

among the most successful ifrida, and now, 10 years into the responsggjor progress has been
made.Access to lifesaving antiretroviral treatment has been expanded, prevention programs are making
impact, and losses in life expectancy have begun to reyBesgublic of Zambj®014). These

achievements are the result of strong political leadership and considerable financial support from
international donors such &8EPFAR.

The Zambian government recognizes tdtis an important HIV prevention strategy, particularly with
unmet needor FPestimated at 27 percent, and supports work that strengthERsindintegratesit into
HIV clinical services. In Zambia, the HIV prevalence in women a@d8 ibslightly higher than for men
in the same age range; therefore, there is a significaptlation ofHIV-positive women of reproductive
age withFPneeds. Two such projects were included in these analyses; they are each described next.

1.2.2 The Zambia Prevention, Care and Treatment Partnership Il
project

With a budget of$124 million funded by FEAR over five years (2082014),the Zambia Prevention,
Care and Treatment Partnership Il proje@PCT I) supported the Ministry of Health (MOH
strengthermmgand expanohg HIV clinical and prevention services in six proviric&€entral, Copperbelt,
Luapula, Muchinga, Northeyand North Western. Working in more than 380 health facilities, ZPCT I
provided technical and management support to improve and scale up PMd@Tselingand testing

and clinical care services that include ARY male circumsion.The ZPCT llproject represents a
largescale HIV program where FP/HIV integration happened in an intentional and substantial way.

Preventing unintended pregnancies among women | i
nati onal PMTCT guidelines, which are based on th
preventing vertical transmission of HIV. A key objective mthgui del i nes is 0To reduc
for FPby 50 percent from the current levels of 27 percentby201® ZPCT 1| supported t
rolling out the gover nmeEPagabdalement ofthegpwjea.el i nes by i n

\
e

ZPCT llusdl a referratbased model of FP/HIV integration. At most siteBcounselingvasintegrated
into voluntary counselingnd testingVCT), PMTCT and ART services, and women who dedien FP
methodwere referred to the FPprovider onsite. An OSSmodel was Bso piloted in some sites. The
project supported the integration dfPand HIV services by incorporating content or messages®n
into its core project activities, mainly through training of providers. Module&Bwere incorporated
into ZPCT Itsupportal trainings for VCT, PMTCTand ART providersEPproviders were also trained
on VCT (but this study does not addreghe integration of VCT into FP services)

1.2.3 The Center for Infectious Disease Research in Zambia

Since its inceptiorCIDRZ has been an #ee partner ofthe Zambian Ministry of Healtland today its
healthcare service programs support more than 330 Government of Zambia clinics located.th all
provinces. CIDRZ activities include HIV prevention and treatmeoinbattingtuberculosis promoting

2 https://www.k4health.org/sites/default/files/National%20PMTCT%20Protocol%20Guidelines.pdf
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wo me n 0 sandnewddrrtahd child healfttommunity healttpromotion; and health systems
strengthening.

With the generoushelpof many internabnal donors, most notably PEPFA&Rough the U.S. Centers

for Disease Control and Prevention inafhbia, CIDRZ has been able to support the financial and
technical local ownership of service delivery in collaboration with the government of Zambia. Its focus is
on increasing access to quality health care, and strengthening complementary and intezgatted h
services across a range of priority areas.

The CIDRZ HIV prevention and treatment program service units support public health faciliBasf in
the 10 provinces of Zambia (Eastern, Western and Lusaka) by off@fiigCT serviceandHIV
prevention,care and treatment servicesindby integrating HIV testing services in other disease
screening and treatment programs.

CIDRZ support in these provinces focuses on HidMunselingand testing, HIV care and treatmeiid
condom distribution as well asrainingin the use of condomboth for HIV preventionandfor FP.At

the health center level, the support includes: payments in the form of stipends to coundedoring of
clinical staff and counseloas different levels and on different subjeatgentoring and technical support
for health workers in the implementation of the National Health Guidelirssisupportwith drug
logistics(contracting and procuremet




2. METHODS

The specificservicedeliverypointsthis study considerare the ART clinic and the FP clinic. The unit of
analysis with respect to efficiency for this study is the ART clinic. However, those two clinics do not
stand aloneand are part of a larger health facififyroviding other medical services.

An ART clinic could beisngone of two models of integration:

The IR model where FPcounselings offered in the ART clinic but the patient is referred to the FP
clinic (in the same facility) for further FP servicestjpalarly method provision)

The OSSmodel, where the patients areounsedd on FP in the ART cliniendcanalsoreceive

some FP methods from that same clinic. The FP methods most commonly available include short
term methods such as pills, condonasd injectables, but in rare cases implants and IUDs are
available.

This study isacrosssectional, norrandomized comparison of the efficiency of OSS and IR. The
integration process and its possible outputs (X1 to X6) are shown in Figure 1

With integration of FP services visit tothe ART cliniccanhaveseveral possibldifferent results:

FPcounselings provided and X1 represents the number of those services, regardless of the model
of integration

FPcounselindeads to identified needisthe patient wants to start usingreFP methodor wants to
change her current FP methpX2 represents the number of patients with identified needs for both
models of integration.

If we have the OS8iodel, the number of patients who received the FEthod they expressed a
need for will be measured by X3. If that method is not available, the patient should be referagd to
FPclinic and the number of referrals made is represented by X4.

If we have the IRnodel, the patients are directly referred to the ERnic and X4 also represesit
the number of referrals made.

For both models the number of completed referialpatients who goes to the FP clinic for the
services they were referred fdr is represented by X5.

The number of patients who received the desiteE method (or another method) from the FP
clinic is represented by X6.

At each level of output, when the corresponding service is not offered as it should be, there is a missed
opportunity.

Figure 1: Framework of integration of ART and FP services

3 All of the health facilities were health centers that offer ART and FP services but also other health services (chitthuaniations,
maternity care, generalutpatient care, etg. Althoughthe focus of this study is ART and,®@medata about the facility in generakve

collected(general information, staff, actieig etc.).
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Three districts, in three different provinces, were purposively selected in consultation with the
implementing partners ZPCT Il and CIDRZ. Takimigp account time and resourceonstraints, the

analysis is based on a sample of 10 facilitiestfiree districts visited were Lusaka, Mongu and Kabwe.
The i mplementing part ne rdfféredpcrossslisticts,so iraeaadh didtrigtphe o f
facilities visited were chosen based on the implementing partner recommendations.

TABLE 1: STUDY SITES BY IMPLEMENTING PARTNER

Implementing partner Province District Facility name Integration model
Central Kabwe Natuseko IR
Central Kabwe Katondo 0SS
ZPCT-I Central Kabwe Mahatma (_3andh| IR
Memorial
Central Kabwe Makululu 0SS
Central Kabwe Kasanda 0SS
Central Kabwe Ngungu IR
Lusaka GeorgeClinic IR
Lusaka
Matero IR
CIDRZ Liloyelo IR
Western Mongu y

Limulunga IR




This purposive selection was necessary given the relatively few sites where partners have introduced the
formalintegration of FP into HIV services. While this approach limits the gendytiligaf the findings,

the results will still provide valuable information on the differences in efficiency of the differentsnodel

of integrated services in an early stage of development.

Cost and utilization data were collected for a period of 12 months from October 2013 to September
2014. Retrospectie data collection took place Januar§February 2015. Omresearch coordinator and

10 data collectors attended @&vo-day training session before data collection. After the training the tools
were piloted in ChipatddealthCenter in Lusaka. Data collectors were divided itwee teams one for
each of thethree districts. The research coordinator supervised each team during data collection in
their assigned district. Data from surveys were doublgered in Microsoft Excel; other data were
collected in the field by the research coordinator and directgorded including qualitative interview
results

The study used six main data collectiontivads: medical record reviempatient exit interviews, length
of-visit assessmentithe-motion study), provider time use assessment, setnictured interviews with
healthcare providers, and a service cost assessment. The different components of the data collection
process are intended to provide information on the inputs and outputs of the integration process, and
are each described below.

2.3.1 Medical record eview

A sampleof patient records from the ART clinic were reviewed tieterminethe number of ART
patientscounsetd on FP or provided with an FP method in the ART clinic, as well as the number
referred to the FP clinic for further services. This record review enabledssessment of missed
opportunitiesi patients who did not receive any EBunselingervices at the ART clirficand to
establishwhetherthe referral made to the FP clinitad beercompleted.

Assessing the number of completed referrals and courgégrralsnecessitated gathering information
from the FP clinic about HIV patients who were referred the& counter-referral is defined as a
process by which the service provider at the receiving service sends the patient back to the referring
service with adeqgate information about the services provided at the receiving servidgeique
identification numbers were not available in the visited sites to match patients from the ART and FP
clinics,so, where necessaryinformation contained in sampled patient recerthame, address, date of
visit) wasused todo the match The resulting data made it possilidedetermine how many of the
referred patients went to the FP clinic following their referral and which services they received.

For the medical record reviewall ART patients that received services during the study period were
considered. For each ART clinic, a random sample of 90 patient records was sélected

To be part of the sample a patiehid to meet thefollowing inclusion criteria:
Women 1849 years 6 age

4 The sample size was calculated based on a chosen confidence level of 98%esineld margin of error of 10% for the
sample proportion of ART patients who received FP counsgelin the absence of a Zamisipecific prior study on the
proportion of ART patients counseled on FP, we used the finding from a study in K&dgen¢hak etl, 2010)where
this proportion was 386. With U= 5%, p=0.38 and E=10%, the formula is n>gZ* ((p (1-p)/B).
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Actively on ART orpre-ART
Made at least 1 visit to the ART clinic since the integration of services started

Because records were papbrased, the desired 90 cases were divided by the number of shelves or fil
cabinets (however the records were sted), and the caresponding number of recordsere pulled out
andreviewed against the above sampling crite€Fiasis process was repeated until the desired sample
size was achievedpon whicheach record was used to fill in the extraction template. Thisqass took
place in the ART clinic.

For the patients referred to the FP clinic in our samplesre weretwo scenarios:

1. The ART clinic kpt records of the counterreferral in individual patient fileand we could
recover the information about what senashad beerreceived at the FP clinic.

2. The ART clinic @& not keep a record of countereferral, and we needdto find out at the FP
clinic whether the referrahad beercompleted and what servicdgmd beerprovided.

For the second scenario, the data catteon team went to the FP clinic to recover the matching
information and complete the extraction template (note that the FP referral should be internal,
occurring within the same health facility).

2.3.2 Patient exit mterview

For the ART providers that were adfing some level of FP servicen(nselingpr method provision),

we assess the extent to which those FP servigese beingsystematically provided. The patient exit
interview was designei determinewhetherfwhenFPcounselindghad beeroffered as well ago

provide estimates about the percentage of missed opportunities. Trained interviewers (zetieks

exiting from an ART visipecific questions related to the services offered during the visit on that day or
on previous visits tahe ART cinic.

The study team aimed to interviedb patients per sitethe number was chosen based on an interview

time of 25 minutes per patient andame-daydata collection period. Patients were randomly selected on

the day of the site visit and approached towplete the patient exit interview. Systematic samplirag

used, which nvol ves the selection of every 066nthdd case
day, the team randomly selected evesgcondor fourths patient arriving for care, so thahe data

collection team had enough time to finish one interview before the next patient was ready to be

interviewed. The survey was administered to womentd 819 years olélwho agree to the exercise

after havingpbeen readhe consent form and been gim a chance to ask questions; males and

younger/older women are excluded.

Once a womarhadmet the inclusion criterisandgven herinformed consentshe was given a card with
a number between 1 and 15. This studlyiqueidentification number was used tmk the patient exit
interview and the lengtiof-visit assessment (discussed next). After the ART visit, the paased exit
guestionnaire was administered to that patient

5 The exact chosen number depended on the patient flow at that particidar
6 Based on judgment dfiterviewer andthen verifiedduringinformed consent.



2.3.3 Lengthof-visit (time-motion) assessment

The time that providers spend fokRT visits that includé-Pcounselingand/or service provision is
importantin order to assess staff time needs that may arise from integrafidime-motion study
instrument was used to determine how long an average hasied(with andwithout FPcounselig

and/or service provisignunder the integration model in each site. Once a patsglectedfor the exit
interview hadentered the consultation room for her visit, the time (rounded to the nearest minute) was
recorded on thetime-motion sheet; the timeshe exited the room was recorded as well.

2.3.4 Provider useof-time assessment

Determining how busy providers are at different times of the day may help determine howdbest
organize work under integration. For example, information on how buspRT clinic iscansuggest
whether the provision of certain FP methodp ossi bl e in the clinic, or
access taegular ART careso thatit might be better to rely on referralsunless additional staff
resourcescan be madeavailableThes data could also provide insight into possible changes in operating
hours that could improve efficiency. A provider tirnse sheet was developed to capture information

on the flow of patients. The shee¢cordedthe number of ART patients in the waitingea at different

times of the day (early morning, noon, midafternotmeterminewhenthe provider wadikely to be

very busy, reasonably bysy not busy.

2.3.5 Semistructured providerinterviews

At each site, key informants were asked to participate in the study gfteng theiinformed consent.
For each site, the key informants included the responsiffieerin-charge of the ART clinjand a
health worker directly interacting with patients the ART clinic. In total 28taff wereinterviewed.To
mininize work disruption at the clinic, the interviews were held after operating hours or at the
convenience of the interviewee. A standardized guide was used to lead points of discussion. The
interviewers took notesanddigital audio recording was also used.

Information was collected on the following: current integration intervention (how it works, what
training was offered, etc.), the successes of integration, potential barriers to effectivaiimegand
perceived gaps and challenges to coniptgtffective referrals. The results from these interviews were
used to document the integration process, its successrd its challenges from the provider
perspective.

2.3.6 Costingdata

One potential wayof assessing efficiency is to compare the unit cost of each integration model. In order
to calculate the unit cost, information is needed on both the inputs and the outputs of integration. Input
information (quantities of inputs useand priceswasmainy for labor, drugs, and medical supplies.

Input types werdairly consistent across sites and were collected either from the health facility or from
the District Medical Office (both for the ART clinic and FP clinic).
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However, depending on the model of integration, we can have different outputs from the ART clinics:
Number of patiens counset¢d on FP (both models)
Number of patients provided wittan FPmethod poth model3
Number of patients referred tan FRelinic (IR)
Number of patients who completed referrals (IR)

A costing template was developed that captured information on the level of inputs and outputs in each
health facility (health center), with a particular focus on the ART and FP clinics. Thateralsb

collected general information on the health facility (ownership, partners, etc.) and on integration training
provided to the staff. HMIS data were the main source of information on the ovesabfithe health

facility and the ART and FP clini@fie team also reached out to implementing partners (ZPTC Il and
CIDRZ) to obtain the costs related to training and supervision for the integration intervention.

Estimates of unit and total cost of providing each type of servime8RT patients werecakulated for
each site. The cost of services received by ART pati6hRT, FRcounselingFP method provisions
assessed in three steps. First, the volume of services provided is assessed. Second, total cost is
determined using a mixed approach:

A top-down approach is used for labbcost, where the volume of patiesseen in the ART clinic
(compared to the facility as a whole) is used as the allocation ariteri

A top-down approach is used for the training costs. For example, when staff from diffezalh

facilities attended the same FP training session, the corresponding cost to each facility depended on
the number of staff from that facility who participated in the trainifigiining costs were

depreciated over 5 years.

A bottom-up approach is uskefor drugs and medical supplies. In most facilities the drugs and
supplies procurements are centralizeoshd we needed t@onsideronly the part of the costs that
could be allocated to ART and/or FP cagervicedeliverypoints

The third stepis the catulation of unit cost by dividingpe total cost of each type of service by the
volume of patientsThe cost per patient provided witan FRmethod from theFPclinicis calculated
similarly, but only foshort-term methodss

It is important to notethat FP services provided in the ART clinic were not always accurately recorded.
Where the volume of those services was not available from the HMIS to calculate unit cost as described
above the percentagef patients who received those servicams estimtedfrom the exit interview

and HMIS data on the number of patients under ART treatmkméstimating these numbertswas
assumedhat 54 percentof those ART patientsvere thetarget population for FP servicdsecausén
Zambiathat is the estimated portion of adult women(as opposed to men) among those receiving

ART (Republic of Zambia, 2014)

7 Supporting and administrative staff
8 So that we can compare the IR sites to the OSS sitdsch offer short-term methodsonly.
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Table 2 summarizes the data collection processcdbsd above, linking the arraf variables needed
and the different metrics used to assess efficiency.

TABLE 2: STUDY INDIC ATORS, VARIABLES , AND DATA SOURCES

Indicators
Unit cost per ART
patient

Unit cost per ART
patientcounsedd on FP

Unit cost per ART
patient provided with an
FP method

Percentage of missed
opportunities

Input/output ratios

Barriers or enabling
factors to FRPART
integration

* For IRmodelonly.

Variables

Input quantities and prices (labor,
drugs)
Volume of ART patients

Input quantities and prices (labor,
drugs)

Integration training and supervision
costs

Number of ART patientsounseéd
(whether by same provider in OSS
or another provider afterlR)

Input quantities and prices (labor,
drugs)

Integration training and supervision
costs

Number of ART patients provided
with FP (by type)

Missed opportunities determined
through ART patient age, marital
status, sexual activity, current
contraceptive use, fertility intentions
Input quantities and prices (labor,
drugs)

Number of counselingessions
Number of methods provided (by
type)

Number of referrals
made/completet!

Reports ofcommodity, drug, and
test kit stockouts

Availability of necessary materials
and equipment

Provider time use
Training provided
Frequency of supervision

Data sources
Service costing data collectior
Record review data
Lengthof-visitassessment

Service costingata collection
Record review data
Lengthof-visitassessment

Service costing data collectior
Record review data
Lengthof-visitassessment

Client exit interview
Record review

Service costing data collectior
Record review data
Lengthof-visitassessment

Provider time use assessment
Manager interviews
Health worker interviews



Cost data were calculated in Microsoft Excel. &y and patient record dataere analyzed using Stata
12.0 Means and proportions were calculated for the sample population, and a robust standard error
adjusting for clustering at the facility level was used to calculate thpee&®ntconfidence interval when
aggregating averages@ss facilities. For the statistical analysis of the collected data, in addition to
descriptive statistics, a ngmarametricMannWhitney U test is usedto compae quantitative variables
across implementation models. Tests will be considered statistaighficant if the twesided pvalue is
below 0.05.

For semistructured interviews, the more frequently identified obstacles and facilitators to the
integration process are presented and discudseldw.

This study received approviibm the Abt AssociatednstitutionalReview Board and from the ERES
CONVERGE Institutional Review Board in Lusaka, Zambia. Oral informed consent was obtained from
patients as well as from facility manageres and
any interviews took place. All respondents gave oral informed consent before being interviewed and/or
observed. The study was judged to have minimal risk to participantsmost data collected were not
sensitive in nature. Written interview papers didt include the names of the patient or the individual

staff member, and paper interviews were identified with a code for the district and the health facility
where applicable.
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3. HNDINGS

In the first section of tis chaptemwe discuss the process obtainingeach proposed indicator and the
feasibility of collecting the data needed to assess those indicators; no results other than the feasibility of
collecting the data needed for each indicator are discussed. Isgbendsection, results are discussed

and compared across integration models for the indicators that were feasible given the data situation in
the visited clinics. Th&nalsection presents some barriers and facilitators to integratioat were

identified thraugh conversations with providers.

In production terms, healtervicedeliveryprograms combine a fairly standard set of resources in a
production function to produce an output. 8pifically, the inputs include labor, infrastructure, overhead
costs, drugs and supplies, etc. Measurements or indicators based on the production process should
provide information on how different models achieve different resilyshighlighting differees in their
production proces$ Furthermore, analysis of these indicators should indicate bottlenecks in the
production process that prevent programs from maximizing their resaltsl which could lead to
efficiency gains if addressed.

A conceptual frameork was developed to describe how integration might lead to different
opportunities to increase the efficiency with which services are deliveittter by lower costs/inputs
required to deliver a given number of outpubr services delivered (lowering sts), or by increasing

the number of services that can be delivered with a given set if inputs (imoggaeductivity). The
framework also identified which inputs/outputs could be combined into indicators of efficiéhan

the integration program befnexamined in Zambia, three indicators were chosen to compare efficiency
across models ahtegration ofFP into HIV services thahainly concern the direct inputs used in the
FP/ART service production process and the outputs that result from the proéassall however, that
depending on the model of integration, we can have different outputs from the ART clinics:

Number of patiens counset¢d on FP (both models)
Number of patients provided witan FPmethod (OSS)
Number of patients referred tan FRelinic (IR)
Number of patients who completed referrals (IR)

The idea is to minimize inputs and/or maximize outpuirtoreaseefficiency. The ease of influencing
those inputs and outputin the short term should also be considerevhen proposing the indicatoyrs
i.e, we need to prioritize the measurement of inputs and processes that we can actually affect
programmaticallyTherefore, given the programs being studied, fireposed indicators considered in
this analysis are:

9 In this study, the analysis will be cressctional, but the indicators should also be appropriate for monitoring efficiency

over time.



1. Percentage of missed opportunitte &RT cliniChisindicator concerns the maximization of
outputs in order to increase efficiency. Given the level of fixed costs that can arise in the
production of care, the level of potential output is reduced each time an opportunity is missed
in terms of not providing FRounselingnot providingan FRmethod or not referring a patient.
With a given level of inputs, not maximizing output leads to lower efficiency.

2. Nurse/counselor time per ART pattemtseld on FP or provided wathFRnethodThis indicator
measures a direct inpuhat can be changed in the short term: staff time. Assuming that quality
is constant(a strong assumptignvhich must be questioned programmatically but is not
addressedn this study) the additional time spent for Féervices under integration will have a
cost. This cost can be measured in monetary terms if additional staff are hired or ovéstime
paid to existingstaff. The additional time spertould also increasthe waiting time of patients.
Spending more time Wi patients means that the level of resources to serve the same number
of patients is increased (again, assuming quality has not changed), and, hence, efficiency will be
reduced.

3. Unit cost per ART patientinseld on FP or provided vaithFEmethodThis cost measure is an
indicator that combines inputs and outputs, standardizing the measurement of efficiency. For
example, the cost of providing FBunselindo an ART patient can be compared across
models/sites. Assuming a constant quality, the lower tloat is for a site/model the more
efficient it is.

3.1.1 Process and feasibility

The feasibility of these indicators depends oril{@ data needed to calculate the indicator being

available on a regular basis and (ii) the ease of compiling the data. We will analyze each of the above
indicators for feasibility based on those two criteria and using our experience collecting data in the ART
clinics visited.

3.1.1.1 Percentage of missed opportunities at the ART clinic

Process description

All of the chosen sites have integeatFP ino ART care, and the patients are offeratlleastFP
counselingand in OSS sites they are offered FP methods (mehtiyt-term methods)in the ART
clinic A missed opportunity is defined here as not providingcBinseling to an 18 to 49-yearold
woman during an ART visibr not providinganFP method to thatvomen if a need is identifig@dnly
for the OSS sites). The percentage of missed opportunities is then calcbhatidding the number of
missed opportunities found in a sample by the total sample of women considered. This weetric
compiled from two sources: the patient record rewi and the patient exit interview.

The main difficulty in compiling the indicator from the patient record review was the lack of data on FP
counselingn the ART patient recordsAll sites, regardless of the integration model, use a standard
official patnt record templatewhich has a space for mentionindgpether FP information has been given
to the patient. However, in 8percentof records reviewedthe information on FRounselingvas not
present,andso it wasnot possible todetermine whether the lek of informationwas due to a lack of
reporting or whetherthe service was not offered to patients.

10That is, ounselling for recruitment or to discuss satisfaction with current FP method
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The patient exit interview results helped determinéetherthe lack of FRounselinglata in the patient
record review was because the service was noeit or because the staff often failed to record it.
Compared to the results from the record review,raore positive percentage of patienteunsedd on

FP vasfound in each sitewhichsuggestthat rather than not systematically happeningcBénselingn

the ART clinic is not systematically recorded when it happens. This, in turn, suggests a problem with the
information system in the context of integration.

Feasibility of the indicator

From these two separate data collection exersiseis clear thawith the observed level of information
available in the visited clinics, it will be difficult to monitor the percentage of missed opportunities.
However, the indicator is not impossible to compues its componentsanbe directly extracted from

the routine datathat should becaptured in patient files; if this were done, the indicator would not
necessitate a separate recording effort. The patient exit interviews suggest that the problem is a failure
of facility staff to completg record all servicesncluding FP, provided to patients in the ART clinic.
Interventions are necessary to sensitize and motivate health workers to better record the needed
information. In the meantime, surveys directly involving patjexuish as a patient exit interviewan ke
usedoccasionally to monitor progress on data reporting in the context of integration.

3.1.1.2 Nurselcounselor time per ART patientounse¢d on FP or provided with
an FPmethod

Process description

Under integration, FP services are tailored to individual patientsaaadiverduring an ART visit. This

has the potential to increase the time spent with each patiantl the amount oaddedtime spent

depends on what is discussed during tdoeinselingand/or what method is provided. The added time

could i mpact t he entforexampeRtTould potemtiallg rhesan ektendedt i oni ng
working hours for the staffor a change in schedule to accommodate the extra work, longer waiting

times for patients, etc. Furthemore, if staff are pressed for time, the quality of care during&hseling

and method provision may suffer, aadditional workis needed to determine how much time would be
necessary to efficiently provide a quality service andheasuring the quality of Fl®unselingnd

method provision.

For this study, we had no benchmark for eefficient amount of timé,but we wanted to compare the
situation across different models and different sites, which is to say we measure relatiem@ffi The
lengths of the visits were compared for patients confimgan ART visit where they received FP
counselingrersus those where the patient did not receive éRinselingThe assumption was that FP
counselinghould be happening in the same wasoas models, following the guidelines provided to the
clinic staff. The guidelines specify the following steps iRRcounselingession: greet the client in a
respectful mannerask about her needs, concerrand reproductive goalsell the patient abut FP
methods (different available choices, hthey work, effectiveness, potential side effects, e@nswer

any question (e.g., to clarify somethingdnd help the patient reach an informed decision. We assume
these basic steps are followed acrodssi(although we can check this assumption with data collected in
the patient interviews)and, thus, any significant difference in the time of visit could be partially
attributed to efficiency factors related to the individual facility.

Feasibility of the indicator

For this indicator, thdengthof-visitassessment performed alongside each client exit interview was the
main source of information. For FF®unselingt was possible to use the collected data to estimate the
difference in time. However, although peércentof interviewed patients across sites received FP
counselingonly4 out of the 150 patients interviewed were givan FRmethod. Because of that laof
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data, comparinghe amount oftime per visit for ART+FP method provision was not possjlas there
wasnot enough information across different models or sites for different types of FP method.

In terms of feasibility, this indicator cannot be eas#igd on a routine basis because it requiras
additional data collection effort. Moreover, to be able to compdre time it takes formethod
provisionwith the time it takes for counseling onlg larger sample size of women would need to be
interviewedto capture as much diversity as possible in the FP methods provided across OSS sites.
However,as withthe patient exit interview activity, it could be performed occasionally to monitor
integrationand (with some additional observation or mystery cliengpigtions) could be used to
monitor quality Ideally, it should be coupled with the patient exit interview so that information is
obtained on the exact services provided during that visit.

3.1.1.3 Unit cost per ART patientounsedd on FP or provided witlan FP
method

Process description

The previous indicators looked at inputs and outputs in nominal terms that may not reveal structural
differences: for exampld.0 minutes of nursdime for an FReounselingession can have a different cost
in different sites. Thus, an indicator combining input and output in monetary terms can enhance the
nominal comparisons. In this study we first calculated the unit cost per ART patient across sites and
across models. Thignit cost took into accountonly labor and drugsandsupplies used in the

production processinfrastructure and utilities costs were not consideraihce they were reasonably
assumed to be the same within sites

Adding FRounselingo a regular ART visit should increase the cost of the ART yiistould possibly
lengthen the time needed for each visihdhealth workers need to be trained to provide the additional
services. Moreover, depending on the way thecBBnselings provided (with or without visuals aids,
flyers, or other supports)the costs can be further increaseSiimiarly, providing FP methods an OSS
modelwill add costs to the regular ART care. This extra cost depends on the type of FP method
provided. For methd provision the added costs will consisiainlyof training but alsowill include
procurement costsbecause with integration the ART clinic will need to have FP commaodities readily
availableTo the extent that FP provision in the ART clinic is additibiwawhat would have happened in
the absence of integration, the additional costs would also be associated with additional benefits.

In this study, we calculate the total cost@unselingART patients on FP and the cost per patient. As
discussed previolis most of the visited sites had very poor recording of the number of ART patients
counsedd on FP. Thus, we had to estimate the number of patieatsmsetd on FP using results from
the patient exit interview (as explained in the methods section).

Feasibility

Assuming that all the services provided are accurately recorded, all informagicessary for this
indicatorshould be azilable from routineHMIS data, facility managemegstemgpayroll data,
procurement data, etc,)and from implementingartners (training and supervising cosi®)erefore,this
indicator is feasibleas it does not require a primary data collection effort but rathezaanpilingof
existing data from different sourceBherefore, @mpared tosimplyusing data availableutinely from
the HMIS, calculating the costgy requirea higher level of effort

However,unlikewith the previous proposed indicators, collecting and analyzing cost data does require
specific technical skills. For example, the calculations involvedogévwy an allocation processes

because some of the costs are shared among clinics inside the f&oitity staff working in the ART

clinic were also working in other clinigandthis allocationprocesswas necessary to estimate the cost
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of the time they spend in the ART clinioanly. Because of the added complexity of cost indicators, it

might be more suitable for an implementing partner or the MOH to collect and monitor them than for

every site to calculatés own valueln addition, the process coulge simplified by using templates
describing which data are needed and a basic Excel or fiegsed tool to conduct the calculations.

For the interpretation of results unal r
ART patients that are the main focus of FP services provision and data collection for this study.

this objective,

Opatientéd

3.2.1 Percentage of missed opportunities in the ART clinic

We first discuss the measurement missed opportunities from the patient record review, and then
discuss results from the patient exit intervieds previously discussed, data on the FP services provided
to ART patients were missing in many patient files. This was the case for Mahatmai,&Ngungu,
Natuseko, Kasanda, Katondo, and Makuftiinics. A patient was considered to have received FP
counselingdf the counselingvas noted on thep e r s patierd secord during the last year

TABLE 3: LEVELS OF F P SERVICES ASSESSEDFROM THE PATIENT RECORD REVIEW
95% confidence interval

Integration

model Facility

Liloyelo
Limulunga
George

IR Matero
Mahatma
Ngungu
Natuseko
Katondo

0SS Kasanda
Makululu

Table 3 shows zero or very few (less than 5 percent) recordeddihselingessions for patients igix

Patient s
counseled on

FP from

reviewed
records **

38 (42%)
32 (36%)
21 (23%)
35 (39%)
3 (3%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
1(1%)

Percentage of

missed

opportunities

for FP

counseling *2

58%
64%
7%
61%
NA
NA
NA
NA
NA
NA

Lower
bound

47%
54%
67%
51%
NA
NA
NA
NA
NA
NA

Upper
bound

67%
74%
85%
71%
NA
NA
NA
NA
NA
NA

ART sites that are integrating FP services into Aflilics Three of those sites are OSS atidtee are
IR sites; furthemore, with one exception, alf those sites are located in Kabwe district. The remaining
sites, which are alR sites and supported by CIDRZppear to have recordethe information on FP

counselingthe Liloyeloand Limulung&linics in Mongo; theseorgeand MateroClinics in LusakaNone
of the OSS sites reported FP method provisiorihe reviewed recordsAlso, very few referralsappear

to have beemmade: only Liloyelo, Limulunga, George and Mat@ioics reported referrat3 made to

11 Recall that 90 records wereeviewed in each site.

12 Defined only for thefour facilities withgood enough data

13 Out of those counselled on FP

refer ¢



the FP clinic. The record review on 90 patient files fodn@ferral made in each of the 3 first clinics and
2 referrals made in Mater€@linic.

Overall the lack of recorded datan FP services at the patient levilles not seem to be related tthe
model of integration, but rather to other factors that will need to be better explored beyond this study.

Defining the missed opportunities from the patient record review was possitllefor the four sites
that had goodenough data. dble 3shows theresults for the percentage of missed opportunities
calculated as the ratio of patients who did not receoaeinselindgo the sample of patient records. In
the sites where data were available, the percentage of missed opportunities muRBelingvas mae
than 50percentin every site: however, even though data are available, it is still possible that FP
counselingvas undefreported in patient records.

The | ack of data about FP services from the patie
referral or method provision than focounselingFor the sites with data on FEbunselingn the records

(Liloyelo, Limulunga, Georgesd MateroClinics), the records contained information for very few FP

referrals: between 0 and Bercentof the patientscounseéd on FP. If indeed no referrals were made for

those patients that wereounsetd, this could represent a second level of missed opportunities, since

those women might not get the FP services for which theghthave expressed a need during

counseihg

There are at least two potential scenarios explaining the missing data in patient records, each of which
might require a different solution:

FPcounselings offered (systematically or not) in the ART cliricit the health workers fail to
record the counselingn the patient files. If this is the case, in order to collect data on program
implementation, more effort is needed to sensitize staff on the importance of completelydiling
patient records and the importance of the data that can be ctdigthrough those recordsThese
data are not onlymportant for progiam monitoring and evaluation, they aisocritical for
providers delivering catevho needto understand what patients have or have not done over the
course of their last visits to th&RT clinic.

FPcounselinds not being offered (systematically or not) to ART patients as intended by the
integration intervention. This case representtdureof the integration model, and the process of
FP/ART integration should be revisedso,there should be a deeper analysis looking at the reasons
why integration is not happening as planned.

The patient exit interview hepdetermine which one of the above scenarios is more likely the case.
The information that we attempted to collect in thgatient record review relating to FP services
provision was also collected during the patient exit interview. The results are shown in Table 4. Recall
that in each site we interviewed 15 patients; also note that not all patients nesalatselingpn FP.




TABLE 4: LEVELS OF F P SERVICES ASSESSEDFROM THE PATIENT EXI T INTERVIEW

Integration Facility Patient s 95% confidence interval
model counseled on FP Lower bound Upper bound
Liloyelo 7 (47%) 22% 72%
Limulunga 3 (20%) 0% 40%
George 11(73%) 51% 95%
IR Matero 13(87%) 70% 100%
Mahatma 8(53%) 28% 78%
Ngungu 10(67%) 43% 91%
Natuseko 7(47%) 22% 72%
Average 59(56%) 46% 65%
Katondo 8(53%) 28% 78%
0SS Kasanda 9(60%) 35% 85%
Makululu 13(87%) 70% 100%
Average 30(67%) 53% 81%

Based on the results from the exit interview results, ¢geRinselinds happening at all sites, with variation
across sites. However, referrals were reportedly in Mahatma (4 out of the 8ounsekd patients),
Ngungu (1 out of the 1@ounsetd patients) ad Kasanda (3 out of the Bounsedd patients), with no
patients at the other sites reporting having been referred for FP. For method provision, 1 patient in
Katondo, 2 patients in Kasandand 1 patient in Makululu stated having received a method.

We alsouse the patient exit interview to estimate the percentage of missed opportunities. The missed
opportunities analysis considers two different types of patients: those who are not using any FP methods
and those currently usingn FAmethod (not including catoms4). The percentage of missed

opportunities is thus calculated in two different ways: the usual ratio of the number of patients not
counsedd on FP over the sample size for the study period, and a more refined metric calculated as the
ratio of patientswho did not receive FRounselingut of the patients who were identified as needing

FP services based on their characteristicBhe refined estimation method concerosily interviewed

patients wio were not using any FP methad the time of the study. Tae 5 and 6 below show the

results of these calculations for each clinic.

14 Condoms were excluded because they are more likely to be available inRffecknic even without FP services integration.
15 A womanmarried/with a partneror sexually active in the last 3 monthsho did not want a child in the nex2 years and was not currently
using an FP methoslasconsidered as needing FP.



TABLE 5: SAMPLE STAT ISTICS FOR THE FP AN D NON -FP USERS FROM THE EX IT
INTERVIEWS ¢

Non -FP users with

Integration Facility name Non -FP users in identified EP FP users in the
m odel sample . sample
counseling need
Liloyelo 7(47%) 2(29%) 8 (53%)
Limulunga 8(53%) 3(38%) 7(47%)
George 13(87%) 3(23%) 2(13%)
IR Matero 13(87%) 4(31%) 2(13%)
Mahatma 14(93%) 5(36%) 1(7%)
Ngungu 9(60%) 3(33%) 6(40%)
Natuseko 9(60%) 1(11%) 6(40%)
Katondo 8(53%) 2(25%) 7(47%)
0SS Kasanda 11(73%) 7(64%) 4(27%)
Makululu 9(60%) 3(33%) 6(40%)

TABLE 6: PERCENTAGE OF MISSED OPPORTUNIT IES FOR FP COUNSELING FROM THE
PATIENT EXIT INTERVI EW

Integration Facility % of missed % of missed % of missed
m odel opportunities opportunities among opportunities among
among non -FP non-FP users with FP users
users* identified needs
Liloyelo 57% 50% 50%
Limulunga 88% 67% 71%
George 23% 0% 50%
IR Matero 8% 0% 50%
Mahatma 50% 40% 0%
Ngungu 22% 33% 50%
Natuseko 67% 100% 33%
Katondo 38% 0% 57%
0SS Kasanda 36% 43% 50%
Makululu 11% 0% 17%

* ) : .
Confidence intervals were not reported because of the small sample size for each dhtieeseeasures

The results in Table 6 shoa wide range in the percentage missed opportunities across the sites,

with four facilitiescounselingll respondents with identified FP needs, and one facilitcoohselingany

of the respondents with identified FP needs. However, based on the small sample size, it is difficult to
draw overall generalizations about the extent of missed opportunitideer than to say that some

women are being missed at some sites. It is pl®blematic to compargatient interview datalirectly

with the results from the patient records, although it can be noted that some clinics with data in patient
records showed marked differences in the results between the two methods (most notablyg&eod
Matero).

16 Confidence intervalsra not reported because of the small sample sizegfach of theseéhree measures




To compare efficiency across the two models, as measured by the percentage of missed opportunities, a
MannWhitney U test was performedor each of thethree measures of missed opportunities abdve

At a5 percentsignificance level, thaith hypothesis of no difference in the population average was
acceptedmeaninghere was no significant difference betwetbe average percengeof missed
opportunitiesbetweenthe two models, hence no efficiency difference.

Other factorsseem to beinfluencing integration aside from the model used or the partner supporting

the process. Results of the analysis un@djective 3, which looks at the barriers and facilitators for the

i ntegration process usi ng informatienordtieercani@xt of integeatiom i e ws
at the clinic level.

3.2.2 Nurselcounselor time per ART patientounse¢d on FP

In this study we compare the argge time spent on an ART visit wifPcounselingacross modelsas

well as comparing the average time of an ART wgih and withoutcounselingpn FPwithin each

model For ART visit + FP method provision, the data collected across the OSS sites was not enough to
make a comparison among those sites for each type of FP method. As reported ahty4 patient1
eachin Katondo and in Makululu, ardin Kasandeof the 45 interviewed for OSS sites received a

method on that dayand they received different methoéks

The lengthof-visitassessmertiime-motion study was coupled with the patient exit intervieso that
we could get time information on FEounselingrovided during the visits on that day. Table 7 presents
the results for thelengthof-visitassessment.

TABLE 7: AVERAGE VIS IT LENGTH: WITHAND  WITHOUT FP COUNSELING

Average visit 95% Average visit 95% confidence
Model of . time with FP confidence time without .
. . Facility name . . . interval
integration counseling interval FP counseling (minutes)
(minutes) (minutes) (minutes)
Liloyelo 12 806 6 587
Limulunga 11 804 7 608
George 11 10013 10 70613
IR Matero 9 7011 8 5011
Mahatma 16 13018 12 9015
Ngungu 13 1006 12 8017
Natuseko 11 6015 11 6015
Katondo 12 7016 12 8015
0SS Kasanda 14 100817 10 7012
Makululu 13 10015 11 105812

17 For non-FP users, the-palue was 0.43pr non-FP users with needs it wés3;and for FP users it w9, In all cases thp-value is
higher than 0.05, so we fail to reject the null hypothesis
18 Implants, pillsand ijectables.



On average, an ART visit with EBunselindased the longest in Mahatm@linic, with 16 minutes per
visit, and the shortesin Matero Clinic, with 9 minutes per visit. When we look at the average time of
ART with FPcounselingacross models, there isot a significant differené@ However, visits with FP
counselindastlongeron awrage than visits withoutounselingA ManrWhitney U teseo of the
average time across sites for visits with and withoaoitinselingshoweda significant time difference
between those two types ofisits as would be expected’he average difference in rotes was 2
minutes, witha 95percentconfidence interval of 1 td minutes.

To put these findings in contexdome scenario analysis was conducted. A scena®designetb

estimae the additionafull-time equivalent workers that this added time coulepresent.If we take the
upper bound of 4 minutes and consider that a patiertdansedd at least 2 times a year, we will have

an additional time of 8 minutes per patient per year. If we consider a hypothetical number of active ART
patients of 10,0004]l the sites visited hadlawer number of active ART patients; we use 10,000 to
explore a maximal impact in a hypothetical clinge)d suppose that Sgercent(Republic of Zambia,
2014)of those patients are adult women and needdelnselingwe calcudte that 10,000 patients x 54
percentneeding FRounselingx 8 additional minutes per year for Fl®unselinggequals a total of 43,200
minutes per year (720 hours). Given that a-tithe equivalent worker works 240 days per year and 8
hours per day, whit corresponds to 1920 hours per year, the added visit time represeats.37 full

time equivalent staff in a very busy clinic. For the clinics visited in our sample, the average humber of
patients was about 3,900. In these clinics, taking the averagmwfu?es and 18 seconds as the mean
additional time per visit for FEounselingthe results suggest that about 0.fi8ttime equivalendii i.e.,

less than 1percento f o n e p éirisseguiréddor ERiounselingDue to lack of data, we cannot
calculge similar numbers for FP provisioBut this scenario analysis suggests that concerns riegard
staffing availability when integrafiservicesnaybe allayed with some data there may be a (negative)
guality dimension to the estimated additional tine@mnirementghat has not been considered in this
study.

3.2.3 Unit costs for stanehlone ART and FP care

The unit coss per patient for stanealone ART and FP care presented here alieect measurs that
includeonly includdabor, drugsand supplies. ART care is provided from the ART cliand FP
servicesare provided from the FP clinic for the IR model.

The cost per patient receivingh FPmethod consider®nly short-term methods: female condoms,
injectables, pills. Ideally the ceshould have been estimated for each type of methmtause they are
different in terms of costs: a dose of injectable sasibre than a package of contraceptive pills.
However, the activity data in the ART and FP clinics were not disaggregated in termambér of
patients provided with each type of method, but rather grouped into stierin and longterm

methods. This resulting cost should then be interpreted as theameecost of method provisioi.ables
8 and 9 show the total costs of separately painig ART and FP care for all sites.

19 From aMannWhitney U testthe p-value was 0.65Therefore, the difference isot significant at 5%.
20 The pvalue of theManrWhitney U testis 0.03, so at 5% we reject the null hypothesis of no difference in average

¢



TABLE 8: COSTS IN ZMK FOR STAND -ALONE ART SERVICES

Model of Facility ART drugs ART staff ART care Number of Cost Per
integration name costs (ZMK) | costs (ZMK) total costs A.RT ART patient
(ZMK) patients (ZMK)
Liloyelo 3,912,993 219,373 4,132,365 2,536 1,629
Limulunga | 3,786,468 162,079 3,948,548 2,454 1,609
George 5,511,518 380,537 5,892,055 3,572 1,650
IR Matero 6,690,353 345,020 7,035,373 4,336 1,623
Mahatma 9,842,658 298,695 10,141,353 6,379 1,590
Ngungu 3,305,059 257,656 3,562,716 2,142 1,663
Natuseko 3,447,013 227,980 3,674,993 2,234 1,645
Katondo 5,895,720 459,110 6,354,829 3,821 1,663
0SS Kasanda 8,312,023 409,795 8,721,818 5,387 1,619
Makululu 9,294,900 203,161 9,498,062 6,024 1,577

TABLE 9: COSTS IN ZM K FOR STAND -ALONE FP SERVICES

Model of Facility FP drugs FP staff FP care N;g}(s;rtsf (;ost per
integration | name costs costs total costs given patient given
(ZMK) (ZMK) (ZMK) sacmz | SACM (ZMK)

Liloyelo 9,344 31,972 41,315 924 45

Limulunga 15,259 65,946 81,205 1,509 54

George 91,373 320,818 412,191 9,036 46

IR Matero 43,866 189,008 232,874 4,338 54

Mahatma 10,405 32,431 42,836 1,029 42

Ngungu 17,150 46,805 63,955 1,696 38

Natuseko 17,696 43,020 60,716 1,750 35

Katondo 6,068 38,289 55,611 1,713 32

0SS Kasanda 15,523 90,615 115,652 2,476 47

Makululu 17,881 35,704 64,544 2,852 23

For both models and all sites, the level of dragsts dependethrgelyon the number of patients being
treated Saff costs however, do not always increase with the facility activity level (number of patients).

The cost per ART patient per year ranged from 1,577 ZKW (250 UB) Makululu to 1,663 ZKW
(264 USD Ngungu and KatonddCost per patientprovided with a shorterm FPmethod ranged from a
minimum of 23ZKW (3.65 USD) in Makululu to a maximum of 54 ZKW (8.57 USD) in Matero and
LimulungaThere was no significant difference for the average cost per patient acrosslsnod both
ART and FP car(aMannWhitney U testshowed pvaluesof 0.64 and 0.21, respectively)

21 Short acting contraceptives methods (short term methods)
22 Using the average exchange rate for 2014 obtained from the bank of Zambia website: http://www.boz.zm/



Additional unit cost per ART patient  counseled on FP

With the introduction of FP services, the cost per ART patient will likely increase. However, the lowest
increase per patientreated, keeping quality constant, determines the relative efficiency of a model/site
compared with another model/site. That relative efficiency can depend in part on the number of patients
counsedd, where increasing numbers lead potential economies of scale. Costs are reported for a

period of one year.

For FPcounselingn the ART clinicthe training cost for integration is the main additional cost. As seen
earlier, the cost of the added staff time with ARTbunselings minimallikely less than 1@ercentof

one staff ,pneliseobimciBided in gseroalgulationd he trainingcosts are added to the

cost for regular ART care to obtain the current total cost per ART patieounse¢d on FP. Assuming
that this trainiry is renewed every five years, the depreciated yearly cost was considered as the
estimated financial cost of the integration. However, the integration might have other nonmonetary
costs that can results from the neWnger length of visits (with F€bunseihg: for exampleextended

wait time for patients, hence potential productivity loss. These costs weresmatuatedn this study.
Table10 shows the additional unit costs of providingdeRinselingn the ART clinic for all sites.

TABLE 10: COSTS IN Z MK FOR FP COUNSELING IN THE ART CLINIC

Model of Facility Training Number | Additional Current Cost per Percentage
integration | name costs of patients | cost per cost per ART patient | decrease in
(ZMK) counseled patient patient under 90% unit costs
on FP* counseled | counseled counseling
on FP on FP on FP
(ZMK) (ZMK) (ZMK)
Liloyelo 2,635 639 4 1,633 1,631 0.12%
Limulunga 2,635 265 10 1,619 1,611 0.48%
George 7,906 1,415 6 1,656 1,655 0.06%
IR Matero 6,149 2,029 3 1,626 1,626 0.01%
Mahatma 3,514 1,837 2 1,592 1,591 0.05%
Ngungu 3,514 771 5 1,668 1,666 0.07%
Natuseko 8,784 563 16 1,661 1,653 0.45%
Katondo 15,811 1,100 7 1,670 1,667 0.18%
0Sss Kasanda 5,270 1,745 2 1,621 1,620 0.03%
Makululu 15,811 2,819 3 1,580 1,580 0.01%

*Estimated using theroportion of female adults from the total number of ART patients (54%) andcptiteent exit interviewdata.

Addingcounselingn FP to ART care resulted in a maximum increase of 16 ZMK (2.30 USD) per ART
patient counseled on FP per year for NatuseRlnic, but was as low as 2 ZMK (0.29 USD) per ART
patient counseled on FP per year in Mahatbtiaic.

Tablel0 also kowsthat cost depends on how many patients recedpainselingWe looked at the
effect of potential economies of scale if missed opportunities weltee reduced in the ART clinics.
Unit costs were calculated for a scenario where@€rcentof the ART patients wes counsetéd on FP.
In this scenaripthe depreciated cost of trainirig spread out to more patientsso the resulting
additional cost associated with EBunselinds reduced per person per year, producitize envisaged
potential efficiency gains. Howeyghe efficiency gains were under Qé&rcentof the unit costfor all
clinics. This is because the adulital costs of Fleounselingare already small compared to the overall
costs of ARTwith current counselingates (FPcounselingepresens an increase of less thanpkrcent
in the cost per person per year across all cligidshus, increasing theounselindevefi while worth




doingi is more beneficial to the patients in terms of continuity of care thiais to programmatic cost
reduction n terms of reduced unit costs or efficiency gai(®nd it should be noted that if the current
level of trained staff in some clinics is not enough to reaclp&@entcounselingpn FP, more staff
would need to be trainedso training costs would increage.

A Man Whitney U test performed on the cost per ARpatientcounsedd in Table 1&Ghowed that the
hypothesis of no difference among the average unit costs per model could not be rejectestefore
we conclude that the two models of integration do not appear to have different levels of efficiency

Additional unit cost per ART patient provided with a short -term method

The additional cost of providing FP methods in the ART clinic (@8&el) includs training costs for

the staff and costs of FP commodities. Note that the training for providing FP methods is different from
the training for onlycounselingpn FP it requires more time and costmore. The depreciated unit cost

of training plus the avege cost per FP commodity were added to the unit cost of an ART patient
counsetd on FP to obtain the unit cost of an ART patient gieenFRnethod. Table 11 presents the

cost results for FP provision

TABLE 11: COSTS IN Z MK PER ART PATIENT RECEIVING FP METHOD (OSS MODEL)

Additional | Current Cost per
ART
- FP Number of cost per cost per :
. Training . . . . patient Percentage
Model of Facility commodi patients patient patient .
. . costs : . : ; under 90% | decrease in
integration | name (ZMK) ties costs given a given a givena o ol unit costs
(ZMK) method method method on EP 9
(ZMK) (ZMK) (ZMK)
Katondo 7,906 6,068 600 23 1,693 1,685 0.49%
0SS Kasanda 2,635 15,523 1,535 12 1,633 1,631 0.07%
Makululu 7,906 17,881 1,768 15 1,595 1,594 0.02%

MakululuClinic had the highest number of patients givaam FPmethod (1,768) among the three clinics,
resulting in an additional cost per patient givanFPmethod of 15 ZMK (2.15 USD). However, Kasanda
had fewer patients given an FP method (1,535)db&d hada lower additional cost per patieneceiving

an FPmethod than Makululitbecause of lower overall training costs. Following the analysis presented in
Table 10, the unit cost per ART patient provided with a method decreases under a scenario where 90
percentof ART patients would beounsetéd on FP and the current levels of method provision would be
applied to them (63ercentfor Makululu, 55ercentfor Katondo, and 88percentfor Kasanda). fie
potential efficiency gains fromcreasing FP methatkliveryin the ART clinics for the OSS model are
similar to those for FRounselinglone, with unit costs decreasing less thanpkEentacross the

three facilities at higher patient volume compared to current patient volume.

In the IR model, ART patieaget FP counselingn the ART clinicbut if a need is identified they are
referred to the FP clinic in the same facility for method provisibhus, to estimate the unit cost of FP

23 Pvalue equalo 0.73 for costper ART patient counselled on FP

\



method provision in the IR model we aggregate the unit cost of FP method movisim the FP clinic
with the unit cost ofcounselingART patients in the ART clinic. The results are presented in Table 12.

TABLE 12: UNIT COST PER ART PATIENT PROV IDED WITH FP METHOD:
IR VERSUS OSS MODEL

Cost per ART patient Cost per ART patient
Model of integration Facility name given a method for the IR given a method for the
model (ZMK) OSS model (ZMK)
Liloyelo 1,678 NA
Limulunga 1,673 NA
George 1,702 NA
IR Matero 1,680 NA
Mahatma 1,634 NA
Ngungu 1,706 NA
Natuseko 1,696 NA
Katondo NA 1,693
0SS Kasanda NA 1,633
Makululu NA 1,595

The average cost per person per year of providing a method for the OSS model,843 2MK (260
USD) inclusive of ART and FP costs, and for the IR model it &89 ZMK (266 USD). This difference
was notsignificant at percent a Man Whitney U test found prvalueof 0.13. Neither of the models
was foundo be more efficient than the other in terms of unit cost per patient provided with a method.

However, the slightlyower average cost of the OSS modriggests thahis way of providing FP

services to ART patients might not cost more than the traditional referral model. Moreover, if we factor
the nonmonetary benefit that this modeas for patientsincluding continuity of care, confidentiality of
care,decreasd loss of patients due to FP referral not being completed, ¢hen sucha model may
contribute to improving care and treatment for thgeople living with HIVat minimal cost




The study also intended tmlentify potential barriers and facilitator® integration efficiency that can be
tested in future research rather than testimgpriorihypotheses about barriers and enabling factors.

3.3.1 Barriers tointegration

From the ART providers?o

more staffwasneeded to successfuligtegrate FP into the ART clinicThe most basic FP service that
can be made available in the ART clinicaanselingand, from the results of this study, that service is

ntervi ews,
staff. All of the health workers and managers interviewed noted thasthffis overworked and that

t he mai

not always being offered to ART patients. From the perspective of providers, onaratjgn of this

situation is that therds not enough clinical staff on any given day.

n

The provider time assessment results reportedliable13 aimed at providing some insights about the

workload for the ART staff, but the results were not very conclusivassessing the level of provider
workload. The clinic daily staffing leveledmot always align with the percentage of é&Rinselingr the

reported flow of patients.

TABLE 13: FLOW OF PA TIENT ON ATYPICALA RT DAY

Percentage
Model of Facility of patients
integration name counseled
on Fp2
Liloyelo 47%
Limulunga 20%
George 73%
IR Matero 87%
Mahatma 53%
Ngungu 67%
Natuseko 47%
Katondo 53%
0SS Kasanda 60%
Makululu 87%

Number of
clinical staff
working on
a typical
day

2

AN DN DNDNOODMBDDN

Number of
patients at
opening ®

57
36
135
53
47
38
40
35
36
39

Number of
patients 4
hours later

22
17
7
9
21
4
5
5
11
7

Number of
patients at
closing

O O OO0 0O OO0 o onN

In most observed clinic sit all patients are attended to before closing time, and mornamgghe

busiest time of the day. By the middle of the day, the number of ART patients waiting for treatment is

less than half the number of patienitsat were waiting when the clinic openebut in Liloyelo,
Limulungaand Mahatma queue of more than 15 patients were still waiting for seratenidday.

None of the clinics had completely cleared the queue by midday, suggesting that all clinics are seeing

patients throughout the morning.

24 Estimated from the patigrexit interview.

25 This value represents all patientthough we would expect variation from this average on any given day.
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There is little evidence to suggest that long queues cause providedsuoyo or otherwise shorten
patient visits, although our data are far from conclusi¥ata collected during exit interviewshowonly
a weak correlatiorbetween havingnore patients wding at opening timeand spendingess time per
patient (correlation coefficierd0.36, pvalue = 0.3Q)However, the data do suggestat longer patient
visits will resultin somewhatonger wait times for patient#t the same time, the fact thatlmostall
clinics had cleared their patients by the scheduled closingdount suggests thgtrovidersare capable
of incorporating FPcounselingnto ART visits without working overtime. Note, however,that this isin
a situation where theaumberof femalepatientscounsetd on FP ismallin some clinicghigh
percentage of missed opportunities)

At the time of the study, the OSS sites offerpdmarily short-term FP methodsLongterm methods
require more training and more time per visiif those methodsvere to be introduced providers would
suffermore-acutetime constraints In such asituation, referral to the FP clinic for FP methods might be
more efficient, but a strong referral tracking systemuld be neede@nsure that the servicesere
actuallyprovided.

Staffhuman resourcesonstraints werenot the only challenge in integragrserviceghat facility staff
mentioned There also seems to be a health worker education asphetimportance of providing FP
counselingn addition to ART carevasnot always well understood by the clinical staff. As an
interviewed ARTclinic officerin-charge from Lusaka said:

OThe integration intervention igyniie a succesrecause sometimes the clinical staff fail to give the FP
information to the clientds adif they put more importance on the ART care. If you look at the patient files you
can see that.

In contrast, another interviewed health worker from Mongu clearly articulated the bergfitaviding
FPcounselindo ART female patients:

Whenwegi ve them [female ART patients] ,mARtheyrmfeor mati o
healthier, so as health professionals we dealwéhtmarb | e pati ents. 0

Ensuring that all staff fulynderstandshe benefits of FP for ART patients miag one routeto
decreasing the percentage of missed opportunities.

Infrastructure was @other barrier thatthe providersmentioned mainly the onesising arOSSmodeh
for example inacequate leved of privacy in the ART cliniGome providers in the ARTlinic were
trained to provide longerm methods but the integration of those servicdmdnot yet started, because
of infrastructure constraintssuch as the lack of private space in the ART cli@ite OSS clinic
mentioned sock-outs of FP methods askarrier to effective integration.

The referral system also was seen as a challenge in the integration process. Health workers abted th
they haddifficultyin trying to trackthe patients theyhadreferred to the FP clinicowing to the absence

of counter-referral systemsetween the two clinicsin all facilities, the official government generic
referral form is supposed to be usdd refer a patient between clinics. However, as could be seen from
the data collection, that form is not always filled outevhreferring the ART patients to the FP clingr

it is filled out but notincludedin the patient files. A formal referral tracking system was not part of the
integration design and implementation, regardless of the modekhands a potential area fo
improvement. Without a system that can track patients between the ART and FP clinics, it is not
possible to evaluate the true impact of integratiom FP method uptake for ART patients.

¢



A pilot study from the ZPCT Il projec{Kasondegt al. 2014 effedivelyillustratesthe need for a formal
tracking system in the context of integration. Between September and November 2013, ZPCT Il piloted
a new system of tracking referréigrom HIV to FP services in 15 clinics in three provinces, focusing on
guantifying the number of clients referred by type of service (VCT, PMTCT, ART), and tracking the
uptake of FP from such referral®f 8,746 clients seen in HIV services during thienefl tracking

period, 1,702 (19.f¢ercen) were referred for FP. Of those clients referred, 1,453 (8petcen) were

reached and were seen for FP services. Ovep@fcentof those that reached FP services received a
method (1,327 out of 1,453). The pilooncluded that with an enhanced referral and tracking system, it

is feasible to demonstrate very good uptake of FP services by clients accessing HIV services where fully
integrated HIVFP services (OSS model) are not available.

In summary, all of thesénallengeshat providersraisedare also recognized by implementing partners,
as this quote from a ZPCT Il project brishows

0The project does face challenges in ensuring tha
resource constrts, budget limitatipasd pressure to meet aggressive ¢ c i f i ¢ t argets. 0

3.3.2 Facilitators to integration

Upfront engagement on the purpose and process of integration

A key facilitator forthe integration of FP into ART camwas found to be the provisioof enough

upfront information about the procesand adequate staff training. Integration of FP into ART care is a
change in the way the clinic operatesd the process needs to be discussed, understaod owned by
the staff for it to work.Possessingnough orientation and information dpnt about the integration

was identified as one of the necessary elements for sucardsvas mentioned by providers in 7 out of
the 10 sites.

Desire for new skills /ability to provide better service

Providers who eceived training about FP integration, d&Rinselingand/or FP method provision
generally appreciated the new skills they acquieedl stressed the importance of this knowledge in
caring for their ART patients. Depending on implementing partners and other institutions that are
working with the visited sites, the types of training offeredhe staff in the ART clinic differed. For
example, ZPCT #supported trainings for ART providers do not cover all technical aspect®ohseling
clients living with HN\and providing contraception tthem. From the project perspective, time and
budget limitations allowednly a basic overview ohformedchoice contraceptiveounselingmethod
options, dual method promotiorand the importance ofFPfor reducing unintended pregnancies. In
some cases this received training was not judged sufficient by health workers, who woultkdave
more-formd and comprehensiviaining on FP services provision. Another facilitatwat the providers
identifiedwas the number of trained staff inside a typical ART clihie higher thenumbes of trained
staff, the more people arable to provia the integrata service.

26 A referral tracking form was developed and referral procedures revised; providers in HIV and FP services were orighteskgavisions.
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Supervision

The supervision that the providers received from the implementing partners at the visited clinics was
also acknowledged as highly instrumental in the integration process. Bexhlisg FP services to the
ART care constituted an important change in the functioning of the clinic in general, the providers
appreciated the fact that the partners visited regularly to help with some aspect of implementation,
especially monitoring and @wation.A provider interviewed in Lusaka said:

oThe team from CIDRZ comes every qulmggrlook at issues with supplies and siafiittigey also help
us with how to enter the dafaterviewed provider in Lusaka].




4. CONCLUSIOI

The goal of this study was to provide evideduasel decisionmaking tools to the partners and
governmentagencies that armonitoring current integration programs or thinking eftégrating-P into
ART.This study looks at potetial indicators that could be used to asséss relative efficiency of
different models of implementing integration of FP services into ART care. Indicators measuring the
percentage of missed opportunities, the staff time associated with FP servicéiseamdt cost of
providing the services were tested for feasibility in 10 health centers athoss districts in Zambia. It

is hoped that the indicators proposed here will help integrated programs improve their efficiency (for
examplereduce missed oggrtunities, and hence increase output and minimize unit coats] that the
barriers and facilitators to integration identified will help in the design of future programs.

The three chosen districts were from three provinces (Eastern, Westanu LusaKeand the chosen

sites (LO) were all in urban settingso generalization of cost estimates to other parts of the country or

to other countries is not possible. Furtherore, the data in general had important limitations: data were
missing or unavailable some facilities visited (such as missing stock cards in pharmeies,

incomplete patient records). Moreover, especially in the case of utilization data, the quality of the data
can be questioned, which may affect the accuracy calculations and resaltawy extensively
documented the problemrelated to a lack of good and complete data in this repdntthe current

situation the lack of readily available, highality datds the main challenge in compiling any indicator
that would be used to monitor efficiency.

Effciency was compared between Hdimodel andan OSSmodel. The proposed indicators were:
percentage of missed opportunities, average time of ART visits wittolfselingandunit cost per

ART patient provided with FBounselingand withanFP method from the ART clinic. From the data
collection experience and the state of information in the visited clinics, compiling any of those indicators
was challengintpecawse the data were often missing. In theory, most of the needed al@aupposed

to be routinely collected or available on request, and, agio fcollectingthe average time for an ART
with FPservicesvisit, no additional data collection effort should becessary to monitomtegration

using the proposed indicators. However, the reality is that the curtdlS processes farecording
service delivery and counteeferrals at the patient levelre not adequate to calculate most of the
proposed indicatorsand, if the efficiency of integrated services are to be monitored over time, these
processes need to be improved or additional data collection efforts will be needeld time Some of

the indicators we proposdil such as the percentage of missed oppottigsii are critical data needed

for overall program monitoringand are not needed uniquely for measuring efficieAdwrther
exampleone of the major reservations staff reported having about integration of FP into ART services
was the time it took; colleting data on the extent to which integration affects staffing time use would
help to provide concrete evidence from which to base recommendations on how to alleviate this
problem

The study found no significant difference of efficiency betwee®®8andIR method when we
considered percentage of missed opportunities, visit time per ARTcelaRselingunit cost per patient
counsedd on FRand unit cost pepatient provided withan FPmethod.However, the OSS model does
not seem to be more costly thathe IR modeland given its added benefits for the patient, mainly
continuity of care, it constitutes a desirable model for improving the care providgektple living with

\



From this study, the drivers of efficiency seemed to be at the facilig},leot at the implementation

model levellnterestinglyamong clinics supported by the same implementing partners and receiving the
same types of support for integratipwe sawdifferent values for our efficiency indicators. For example
Limulunga and Liloyelo clinics are in the same district and both receive support from CIDRZ for the
integration processHowever, the percentage of missing opportunitiies non- FP userat the clinic in
Limulungavas88% whileat Liloyeloit was 57%Health facility staff reported that the common types of
support received from implementing partners (training, supervision, and resources provision) were very
instrumental in the success of the integration procesgardless of the modelhe reported barriers to

the integration interventiorwere ashortage of clinical staff, nbavingenough upfront information, and
inadequate orientation on the importance of FP for ART patients

Several findings and problems were encountered while collecting and agahezisiata for this project.
Based on these problems and findings, recommendations for future work aiming at improving integration
of FP and HIV services in general are summarized below.

More effort is required to ensure that health workers systematicphigvide FP services in the ART
clinic, as expected under integraticsccuratelyrecord the services they provide at the time of
delivery and make the needetbunter-referrals.

The HMIS system should be adapted to be able to produce readily availaidgcstahat can be
used to monitor integrated services at the facility.

An effective, formal referral system should be part of the integration program desigtrengthen
program monitoring and evaluation and patient record information.

To provide moreaccurate information on the impact of integration on costs in general and on¢ke u
of services, a prpost design would have been more suitable. Howetlgs, was not possible in Zambia
at the time of the studybecauséntegration was already very widespd. HFG is undertaking sueh
pre-post study on efficiency of integration in Tanzaarad the results are expected to better infa us
on the impact of integration.

One main limitation of this study is the small size of the sample hence the postilaititye may not
have had an adequate sample size to accurately capture differences between the two models.
Additionally, the analyses were based on a cissdioral purposive sample, and confounding of the
results due to selection bias or other factors is possifilee size of the sample in our study was small
for the following reasons:

In the study design, we planned to work with implementing partners already priegsZambia.
From the three initial partners we targetg€IDRZ, ZPCT Il, and the Society for Family Health)
only two were ready to participate in the study (CIDRZ and ZPCT II).

Among the sites supported by these two partners, there were only a few O8S @iteally we
would have the same number of OSS and IR sites), and we included all the OSS identified by the
partners in the study.

Even if we had a higher number of facilities, there was still a relatively small number of the
population of interest amuagst the ART patients in our sample (women in reproductive age who are
not pregnant, and hence need FP).

Finally we note that amongst this already small number of eligible patients, it was even harder to
estimate efficiency because very few patients weported to have actually gotten FP (further
reducing the output of integration).This situation was a consequence of the weak referral/tracking
systems, which we were not aware of before starting the study.

Future research in this area should take thesaeassinto account when planning studies and calculating

sample sizes needed.
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ANNEBE>OEAFINITION ORMBY T

For the purpose of this study, the following WHO definition of programtegration is used
(Waddington and Egger, 2008).The management and delivery ef heal"
a continuum of preventive and curative services, according to their needs over time and across different

|l evels of the health system. 6

A referral is the process by which a health professional sends a patient to another health professional
or health serice for further diagnosis and/or treatment that the primary health professional is unable or
unwilling to provide. For the purposes of this study we are interested in referrals between the ART
services and the FP servic@he service that first makes threferral is called the referring service (or

point of initiation of the referral). The service to which the patient is referred is called the receiving
service (or organization that completed the referral).

An internal referral is when the referring andne receiving services are located in the same health
facility. Anexternal referral is when the referring and the receiving services are located at different
sites,i.e.,different health facilities.

A complete referral is defined asne inwhich the pagnt who is referred to a specified service

arrivesat t hat receiving service according to the ref
instructions. A referral that does not meet the above definition for complete referral is defined as an
incompletereferral, i.e, a referral not resulting in a visit to the receiving service.

A counter -referral is defined as a process by which the service provider at the receiving service sends
the patient back to the referring service with adequate information altloetservices provided at the
receiving service.

A one-stop shop is the process by which different kind of serviediagnosis, treatment, etdor
different conditions traditionally provided from different point of service are combined and given at
the sane point of serviceAn exampleis FPcounselingffered during an ART visit in the ART clinic.

A missed opportunity in this studyis defired asaninstancein which afemale HIV patieidt EPneed$’
are not addressed by a provider. For a typical patient, it could be a need for information about FP, a
need forfirst-time use ofamodern FP methogdor a need to change thew o ma cuient FP method.

The opportunity can be misseuy not providing the FRounselinFP method, oty failing to refer the
patient to adequate FP services.

Beforeefficiency can be measured, it must first be clearly defined. One important distinction is
betweenefficiencyandchanges in output§ he literature reviewshows that integrating ART services

with FP services can have oObenefitsédé such as cont
opportunities,andchange in healteeeking behaviorHowever, even with these positive results, such

an interventionmight not necessarily befficient.To achieve efficiency, thesourcessed to obtain

these outputs need to be taken into account as well. Ideally, ART/FP integration will have a positive

impact on efficiency by either a) reducing the level of resouregsired per unit of output obtainedr

b) producing more output per unit of resource used.

27 Sexually active women who used no FP method and did not intend to become pregnant in the next two years






ANNBEXEBFICIENCY CANGEAP T

Step 1: Identify input and input costs

Nurse, doctor, counselor labor

Clerical, administrative, facility etc. labor
Clinical equipment

Medical commaodities and supplies efc.

Facility services such as cleaning, security etc.
Utilities such as water, electricity etc.

Determine quantities
Identify inputs - -

Step 2: Identify outputs

Number of patients counseled on FP
Number of referrals to FP clinics
Number of FP missed opportunities
Number of methods provided

__ Referral __/ pl\ere\:izCi):n

Analytical outcome moving client closer to actual FP use

®




Step 3: Estimate and compare efficiency metrics

across models

‘ A. One stop J B. Internal
shop referral

-

Unit cost per HIV patient
Unit cost per FP counseling
Unit cost per method provided (by type)

% of missed opportunities for
counselling
T — % of missed opportunities for referral

needs

Step 4: Use input/output ratios to identify efficiency
gain pathways

Nurse/coun Commodities/ Overheads/uti Infrastructure/
selor time per supplies per lities per equipment per
method method method method
provided provided provided provided

Less time Minimizing Combining
means the cost of services can
increased supplies lower
productivity means overheads
S0 more Reduced and reduce
output costs '

Shared space
and /or
equipment
can reduce
unit costs

) Increased " .
Decreased Cost EﬁlClency gain

Output




Step 5: Assess other factors that may affect efficiency

Medical Administrative
managers Managers

Successes Challenges







ANNEADDITAOMTIENT EXITEMNW TERNA

Province/ district
Central/Kabwe
Lusaka/Lusaka
Western/Mongu
Total

Age
18325
26035
36040
410650
Total

Sexually active in past 3
months

Yes
No
Unsure
Total
Age of youngest child
086 months
6024 months
205 years
More than 5 years
Total

Currently using an FP
method

Yes
No

Sample Descriptive Statistics

Number
90

30

30

150
Number
30

64

20

36

150

Number

109

40

1

150
Number
4

31

42

62

139

Number

75
75

%
60%
20%
20%

100%

%
20%
43%
13%
24%

100%

%

73%
27%
1%
100%
%
3%
22%
30%
45%
100%

%

50%
50%

Marital status Number

Married 81
Has a partner 28
Doesnot havea partner 41
Total 150
Level of education Number

None 5
Primary 62
Secondary 79
Higher education 4
Total 150
Desire a chygeil?sthe next 2 Number
Yes 40
No 97
Unsure 13
Total 150
Living children Number

0 11

183 89
436 46
7510 4
Total 150
metﬁg(;rgmgrl:sg]r? coind(:rFr)]s Number
Yes 49
No 101

%
54%
19%
27%

100%

%

3%
41%
53%

3%

100%

%

27%
65%
9%
100%
%
7%
59%
31%
3%
100%

%

33%
67%

41



Descriptive statistics for the key variables from the interview data

Variables

Aged between 18 and 35 years

Married or had a partner

Currently has a child less than 2 years old
Sexually active in the last 3 months

Do not desire a child in the next ears
Not using any FP methods (including
condoms)

Not using any FP methods (excluding
condoms)

*95% confidence intervals based on robust standardrs.

Sample
proportion
63%
73%
25%
73%
65%

50%

67%

95% confidence interval*

Lower bound
55%
66%
18%
66%
57%

42%

59%

Upper bound
71%
80%
32%
80%
2%

58%

74%
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