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Glossary  

ANC   antenatal clinic  

ART  antiretroviral therapy (for HIV)  

CAG community ART group  

CCLAD  community client -led ART delivery 

CDDP  community drug -distribution point   

Client flow  the movement of patients at a health facility, from one station (location) to 

/patient flow  another, from entry to exit  

Client segmentation  grouping of clients into subgroups tha t share similar characteristics, face similar 

constraints, or have similar needs 

Confirmed cases  people tested positive for HIV or TB (also ñpositive casesò) 

Decentralization  the process of delegating or transferring significant authority and resources fro m 

the central ministry of health to other institutions or to field offices of the 

ministry at other levels of the health system (provincial, regional, district, sub -

district, primary health -care post, and community) 

Differentiated  service-delivery models that are adapted to address the specific requirements  

 treatment and care  of a subgroup of clients 

DOTS  Directly Observed Treatment, Short-course (TB): a TB control strategy 

recommended by the World Health Organization 1  

DR -TB  drug-resistant TB 

Health faci lities  centers where health services are delivered; they can range from small health 

posts to larger dispensaries or hospitals. In this document, the terms facilities  

and sites are used interchangeably. 

HIS  Health Information System  

HTS  HIV testing and screening 

Index testing  a focused approach in which the household and family members (including 

children) of people diagnosed with HIV are offered HIV testing services; also 

referred to as index case HIV testing  

Integration  the co-location and sharing of services and resources across different disease 

areas. In the context of HIV, this may include the provision of HIV testing, 

prevention, care and treatment services alongside other health services, such as 

TB, sexually transmitted infection or viral  hepatitis services, antenatal care, 

contraceptive and other family -planning services, and screening and care for 

other conditions, including non -communicable diseases 

Key populations  defined groups that, owing to specific higher-ri sk behaviors, are at increased risk 

of HIV irrespective of the epidemic type or local context. These guidelines refer to 

the following groups as key populations: men who have sex with men, people who 

inject drugs, people in prisons and other closed settings, sex workers, and 

transgender people. 



 

iii 

 

Lay community  any person who performs functions related to health -care delivery and has been 

health worker  trained to deliver specific services but has not received a formal professional or  

  paraprofessional certificate or tertiary education degree  

MAC  medicines adherence club 

MSF  Médecins sans Frontières 

MSM  men who have sex with men (aka males who have sex with males) 

OI  opportunistic infection  

OSDV  On-Site Data Verification  

PITC  provider -initiated testing and counseling (HIV)  

PODI  point de distribution communautaire (French) = CDDP (community drug 

distribution point)  

Positive cases  people tested positive for HIV or TB (also ñconfirmed casesò) 

PSG peer support group 

Prevalence  the proportion of a population living with HIV/TB  

QI  quality improvement  

RSQA  Rapid Service Quality Assessment 

SAT  self-administered treatment  

Sites  see ñHealth facilitiesò 

Stable patient (HIV)  (definitions vary from site to site: but would typically invo lve one or more of the 

criteria listed here) a patient receiving ART for at least 6 to 12 months, without 

treatment regimen change for at least three months, with undetectable viral load 

and no disruption in ART adherence.  

Sero -discordant   

couple   a couple in which one partner is HIV -positive and one is HIV-negative 

Task -shifting  a process of delegation in which tasks are conducted, where appropriate, by less 

specialized health workers 

TASO  The AIDS Support Organization, an HIV service organization working alongside 

the Ministry of Health in Uganda  

VMMC  voluntary medical male circumcision  
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I. Introduction 

 

1 What is the context of this toolkit? 

National programs supported by the Global Fund and partners are making a significant impact in the fight 

against HIV, TB and malaria. The Global Fund 2015 Results Report shows that 17 million lives have been 

saved and there has been a decline of one-third in the number of people dying from HIV, TB and malaria 

since 2002, in countries where the Global Fund invests.2  

Despite growing success, lifesaving services are not yet available to everyone who needs them. As UNAIDS 

points out, global and regional data help to provide a snapshot of the HIV epidemic but they hide the 

national, subnational and local diversities of the AIDS epidemic and the affected populations within the 

local epidemics.3 The same applies to TB, where the Stop TB Partnership is calling for the TB community to 

find new ways of reaching the most vulnerable and marginalized populations. PEPFAR has also developed 

a revised approach to operational planning and decision-making along the same lines.i,4,5 

Variations in health outcomes exist across different sites ii  in many countries and are further affected by a 

range of geographic, economic, demographic and social factors. Previous clinic-based models of care have 

often provided undifferentiated care that does not match peopleôs individual needs and has not taken these 

factors sufficiently into account.  6 However, some sites have developed promising approaches to 

maximizing delivery of services and matching them to client needs and constraints. 

As illustrated by case examples throughout the toolkit, the use of these approaches has contributed to 

better outcomes for clients, improved coverage and supported improved quality of services while using 

resources more efficiently. 

Three inter-related categories of successful approaches have been observed and documented from these 

sites: 

- differentiated care in service delivery, 

- improved management  of the facility, and  

- better utilization of site data  to identify potential improvements.  

This toolkit is concerned primarily with differentiated care  (see box below), although the care options 

discussed are closely linked with and often require improved facility management and effective data 

utilization for their success.  

                                                        
i The UNAIDS Strategy 2016-2021 outlines its revised approach: Fast-Track to end AIDS  (see Reference 15). The Stop TB Partnership 
is developing with the TB community a ñGlobal Plan to Stop TB, 2016-2020ò, calling for a paradigm shift in how countries, regions 
and the world can work to end TB by 2035.  
ii  Sites are defined as centers where health services are delivered; they can range from small health posts to larger dispensaries or 
hospitals. In this document, the terms facilit y and site are used interchangeably 

Differentiated care is used here in its broadest overall sense, including all services aimed at 

identifying, diagnosing, treating and supporting people in need of HIV and/or TB services. This is 

also sometimes called tiered care, patient-centered care or patient-tailored care. 

Differentiated care approaches at site level depend on: 

-  Understanding specific needs and constraints of site client groups; 

-  Understanding site client views on barriers to screening, testing and treatment; 

-  Understanding health service provider views on barriers to screening, testing and 

treatment; 

-  Adaptation and improvement of service delivery for screening and testing, treatment 

and care, and delivery of drugs, based on information gained from clients and providers 

about needs, constraints and barriers. 
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Successful implementation of differentiated service delivery has the potential to realize site -level cost 

efficiencies of up to 20 percent while maintaining or improving patient health outcomes.  iii  The 

approaches also empower service users to be more engaged in their treatment and care , leading, for 

example, to improved attendance rates and adherence to treatment. Service providers can also benefit from 

more effective and efficient working methods and the satisfaction of observing their clientsô improved 

outcomes. 

Importantly, in most cases the approaches do not require policy changes or significant 

additional resources , since they are adaptations of what is already being implemented at the site level. 

Some initial investment may be necessary to support professional development and quality improvement, 

but the intention is not to implement new programs or processes requiring extra resources. 

If these approaches are brought to scale the potential impact is significant. As yet, their implementation is 

limited, b ut shifting from a coverage approach to a resource-maximization approach should make it 

possible for countries and facilities to achieve better outcomes and ultimately reach more people 

with the same resources.  

Planning for differentiated care also needs to be supported by evidence from validated and up -to -

date data . The data will be used to monitor and track progress and improve understanding about specific 

situations. It will help to identify strengths and key areas for improvement, and to define and impl ement 

quality -improvement activities.  

2 Who is this toolkit for and what is its aim? 

This document is meant for managers of health facilities/sites in low-resource settings (site managers, 

clinicians, nurses and other health workers) who are seeking to improve efficiencies in health service 

delivery. Varying degrees of policy flexibility  are allowed to facility managers, but the approaches identified 

in this document will normally fit within these flexibilities.  

The toolkit shares documentation of good practices and provides information and practical steps on how 

sites can develop differentiated approaches. The aim is to encourage greater use of differentiated care in 

increased numbers of facilities and to achieve the same or better results with the same or less resources, 

and without policy changes or additional resources.  

Site managers can use this toolkit to learn about approaches and practices that achieve greater efficiencies 

in health service delivery. Each of the three differentiated care modules is designed so that it can be used 

without reference to the other modules. However, it is important to read through all three modules to gain 

a comprehensive understanding of differentiated care approaches before selecting which approaches will 

be relevant to a specific context. 

Program managers and national health programs can refer to this toolkit for information on the options 

available to develop differentiated care, as observed in different settings. They can support and encourage 

the use of relevant practices through national guidelines and policies, referring site managers to this toolkit 

for further information on how to implement the identified pract ices. 

It is hoped that the principles of differentiated care in the toolkit will also be used or adapted for other 

diseases or settings, for example other long-term infections and chronic non -communicable diseases. 

  

                                                        
iii  For community HIV drug dispensing and ART refill, this 20  percent figure is based on published research and direct observations of 
TASO in Uganda. For community -based DOTS, it is based on two published papers. 
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3 How was this toolkit developed? 

The toolkit draws on in -country observation of management and organizational practices at 45 high-

performing sites iv in Kenya, Uganda, and Senegal; over 50 interviews with global experts; and review of 

more than 200 case studies and existing literature. The two main criteria for the approaches described in 

this toolkit included:  

¶ Those that have, in most cases, been implemented and observed in a number of countries. Their 

replication would generally not require policy changes and would depend primarily on site -level 

planning and decisions; 

¶ Those that may include a reorganization of service delivery or reallocation of resources, but would 

not require extra investments, although some initial investment in set -up and training would usually 

be required. 

The toolkit is  presented as a work in progress. Currently (2015) there are many gaps in documentation 

although the literature is being added to constantly. This first edition of the toolkit describes examples 

from sub-Saharan Africa that focus mainly on HIV, with a smal ler number on TB. It is intended that 

further documentation on scaling up differentiated approaches for TB (especially multidrug -resistant TB) 

and malaria care, as well as HIV, will be available for inclusion in further revisions of the toolkit.  

4 What does this toolkit contain? 

The toolkit starts with a section on transforming  data into information, emphasizing the key 

importance of supporting differentiated care with accurate data collection and analysis for planning and 

modifying approaches.  

The toolkit continues with three inter -related modules covering differentiated approaches for: screening 

and testing , treatment and care , and drug delivery . 

Each differentiated care module contains brief operational guidance, aimed at helping site managers to: 

- Determine  if the approach is relevant to a facilityôs context and/or challenges (see: "Identifying 

differentiated care opportunities ");  

- Understand options and examples of the approach ï what it means and what it looks like (see: 

"What are the options?");  

- Define  how to adapt the practice(s) (see: "How do I start?").  

Following the modules, the toolkit offers a selection of tools and further resources for developing 

differentiated approaches. Glossary and References sections are included at the end of the document. 

                                                        
iv High -performing sites were identified by Country Coordinating Mechanisms, Principal Recipients, Local Fund Agents and Global 
Fund Grant Management Department colleagues. Verification of performance was determined by comparing health outcomes of 
identified sites with national averages. 

Three complementary modules  



 

 Page 4  

  



 

 Page 5  

II. Transforming Data into Information for Differentiated 
Care  

 

 

Plans for differentiated care need to be supported by evidence. This is best done with data collected at the 

facility level. Rigorous and regular data collection and analysis processes help to:  

i. understand the specific situation at a given level (e.g., service, sub-national or program level),  

ii.  identify strengths on which to build and key areas for improvement, and  

iii.  define and implement concrete quality improvement activities.  

 

At the service level, data can be generated through routine patient monitoring and case reporting, with 

additional information from, for example, surveillance and health facility assessments (including quality of 

services and vital registration when available). These enable health-care providers to: 

¶ ensure regular/rigorous  clinical patient management  (with a focus on quality) , 

¶ monitor loss to follow -up and drug resistance, 

¶ establish accountability for quality improvement initiatives , and 

¶ improve facility management by identifying efficiencies and areas for improvement .  

 

Global Fund assessment of program and data quality 7:  
 
As part of its program quality strategy, the Global Fund is strengthening its support of program and data 

quality assessment, based on a differentiated and customized approach, with a focus on working with 

country processes, and utilizing globally accepted tools.  The Global Fund is supporting regular health 

facility assessments using tools from the WHO-led joint stakeholder process to harmonize health facility 

assessments, Data Quality Reviews utilizing the WHO Data Quality Review Toolkit, and a menu of 

programmatic and/or targeted quality assessment activities, such as specific programmatic spot checks.  

The strategy for assessing program and data quality is targeted to not only  meet the Global Fundôs internal 

reporting and risk assurance needs but to also ensure high-quality programs for impact . 

 

 

At the program level, strategic information forms the evidence base for programming disease-specific 

responses: routine indicator reporting; surveillance/sentinel data; program reviews; evaluations; 

operational/implementation research and modeling. These d ata are only of strategic value if they are 

analyzed, synthesized and transformed into information that is accessible and understandable to 

managers, planners and other stakeholders (Fig 1).8 

Section at a glance 

Aim 

To highlight the importance of utilizing data as resources for analysis and 

planning of differentiated approaches 

 

Key points 

Å Facilities benefit from using routine data, plus data from additional sources, 

to help with decision-making, adapt ways of working and support 

improvements in quality of care 

Å Data collection and use should be included as early as possible in planning 

processes 
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Findings from five country case studies9 revealed that most facilities were not using the data that they 

collect to improve the quality of their services. There were also gaps in feedback from the regional level to 

the facilities on the  data they reported. This highlights the need to include data collection and use as early 

as possible in relevant planning processes. 

However, there are other countries that have embarked on innovative strategies in using data. The example 

from Uganda below illustrates TASOôs approach to data collection, analysis and usage, including frequent 

monitoring meetings, regular performance review, and action planning and implementation . This is 

recommended as a best-practice example for replication or adaptation i n other settings and countries. 

  

Figure 1: Transforming data into information and evidence for  decision -makers  
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Example 1:  Data analysis and usage - TASO, Uganda v  

 

Context : TASO Masaka and TASO Jinja provide a range of HIV services from urban centers located close 

to district hospitals with large catchment areas. Both centers are experiencing high demand for all HIV 

services, including ART.  

 

What TASO did : TASO implemented a systematic process for data analysis and review on patient-

centered indicators in the Masaka and Jinja H IV centers.  

 
 

1. Analysis of the indicators: Every indicator was analyzed by the quality improvement team from one of 

three perspectives: 

ï comparison with a target value set by the facility manager,  

ï benchmarking with other sites, or  

ï evolution of the indicator over time.  

 

The quality improvement  team then identified indicators with poor performance as areas for improvement 

and drafted action plans to discuss in performance reviews with the facility staff.  

 

2. Performance review: Quarterly performance review meetings were structured in three steps: 

i. General review to summarize positive progress and key improvement areas 

ii. Specific discussions for each area of improvement. The quality improvement team compiled a list of 

possible actions compiled based on discussions with the management and facility staff, with the facility 

manager taking decisions on which actions should be taken forward  

iii. Impact review of action plans launched in previous performance reviews. This sometimes requi res 

temporary monitoring and analysis of specific indicators for specific action plans.  

 

3. Implementation of action plans: The quality improvement  teams monitored each action within the 

action plans decided in the performance reviews, defined in terms of: 

Å Objective: the specific aim of the plan, e.g. to reduce waiting time from 4 to 3 hours within six months 

Å Description  of the activities: Clear measures to be deployed to realize the objective 

Å Roles and responsibilities : person-in-charge for each action to be identified and on-boarded in the 

project  

Å Monitoring process : includes quantitative assessment, feedback from staff and/or patients, monitoring 

of specific indicators and defining the frequency of reviews.  

 

Key messages:  

Several benefits of this approach have been observed at both of the TASO centers:  

¶ Helps to make decisions and take actions: Management of the facilities emphasized that the indicators 

analysis was useful to help them make decisions at the facility level.  

¶ Change in ways of working: The facilities saw more engagement from staff to implement actions and 

improve services when it was based on data-driven decisions and they were able to see the impact of 

the changes over time. 

¶ Easy to implement: Both facilities implemented the new process with existing resources, with the 

assistance of the monitoring and evaluation and quality improvement  teams. TASO was already 

conducting client exit interviews and compiling patient data that  were used for the data analysis.  

¶ Implementation in other faci lities may require workarounds and/or more monitoring and evaluation  

and quality improvement  expert input  since TASO Masaka and Jinja have more resources than most 

other centers. 

 

                                                        
v Global Fund 2014ï2015 field visits and follow-up 
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Module 1 at a glance 

Aim 

Identify ways for sites to improve the efficiency of screening and testing 

strategies to increase the number of confirmed cases found within and outside 

facilities 

 

Key points 

Differentiated screening and testing can improve the cost-efficiency of existing 

approaches by: 

Å Focusing attention on those in need, based on available data; 

Å Adapting service delivery to the needs and preferences of patient groups 

and the constraints of services providers; 

Å Providing service options and ensuring linkage to treatment and prevention 

services. 

III. Module 1:  
Differentiated Screening and Testing Approaches 

 

Summary of Module   

1 Introduction  10 

2 Identifying differentiated screening and testing opportunities  11 

3 What are the options? 13 

3.1 Focused out-of-facility screening and testing 13 

3.2  Integrated out -of-facility screening and testing 15 

3.3 Integrated facility -based provider-initia ted screening and testing 18 

4 How do I start?  20 

4.1  Defining the plan  20 

4.2  Focusing on specific population groups 20 

4.3  Infants and children ï priority populations  21 

4.4  Assessing additional resource needs: 22 

4.5  Establishing optimal approaches for screening and testing 22 

4.6  Monitoring implementation  23 
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1 Introduction 

HIV prevention  activities, including testing and counseling, account for ~19 percent10 of total domestic and 

international spending on HIV; for TB, spending on diagnosis accounts for ~14  percent11 of total domestic 

and international spending. The benefits of these investments could be maximized if measures were 

implemented to increase the number of positive cases found through HIV or TB screening and testing, 

which will help both disease areas to reach their ambitious goals, namely:  

¶ 90 percent of people living with HIV knowing their status, 90 percent of people who know 

their status to access HIV treatment and 90 percent of people on HIV treatment to achieve 

viral suppression by 2020; (in 2015: onl y ~50 percent of people with HIV knew their status in 

sub-Saharan Africa12) 

¶ 90 percent decrease in new TB cases between 2015 and 203513, finding at least 90 percent of 

all TB cases in the population and reaching at least 90 percent of the most vulnerable, 

underserved or at-risk people with treatment by 2025 14  

(2015: estimated ~3 million people with TB ñmissedò every year15).  

 

This module aims to help facility managers identify how to improve the efficiency and costs of their existin g 

testing approaches within the flexibilities they are allowed, through influencing site service delivery models 

and targets. Program managers will also find this module relevant, for example, to inform discussion of 

how to prioritize areas or population s egments for out-of-facility testing.  

Optimizing the use of resources at the site level should aim to increase the number of confirmed cases 

found and/or decrease the cost of testing and will depend on a number of site-level factors. WHO guidance 

on how to improve strategic program planning for HIV testing services provides support to inform 

decision-making in this area.  16 

It is important to recognize that there may be higher costs for some testing services for underserved groups 

(e.g. displaced persons) who may have greater barriers to access. Costs will also vary depending on which 

diagnostic tools are routinely available in any given setting, both for HIV testing and for TB screening and 

testing. 

Differentiated screening and testing approaches  are based on the preferences of targeted groups; 

the cost of service delivery; and the expected testing efficiency.  

In line with the renewed emphasis on targeting locations, populations and interventions that deliver the 

greatest impact,17 WHO recommends that countr ies consider a strategic mix of testing services for 

HIV 18 to facilitate early diagnosis of as many people as possible, aiming to maximize yield, efficiency, cost-

effectiveness and equity. This mix includes:  

¶ integration  of HIV testing and screening with ot her health services, 

¶ decentralization  of HIV testing and screening to primary  health care facilities and outside of 

the health system, and  

¶ task-shifting.  

This toolkit provides examples of:  

¶ Focused out-of-facility screening and testing : testing campaigns for specific populations to 

maximize the number of confirmed cases found,  

¶ Integrated out -of-facility screening and testing : providing screening and testing along with 

other services in outreach activities (e.g. immunization campaigns) to decrease unit costs of 

services,  

¶ Integrated provider -initiated screening and testing : providing screening and testing along 

with other services in facilities, (e.g. HIV screening and testing in TB clinics, or antenatal and 

child health clinics, or TB screening and testing in HIV clinics).  

 



 

 Page 11  

2 Identifying differentiated screening and testing opportunities 

Facilities utilize a range of approaches for screening and testing ï these can generally be categorized as: 

- On-site:  services offered within health facilities such as primary care clinics, inpatient wards, 

outpatient clinics including TB and HIV clinics;  

- Out-of-facility:  testing or screening offered in community settings, for example home-based 

index testing, door-to-door outreach, or service provision in schools, workplaces and other 

community venues.  

 

Managers can use the following questions to identify opportunities to adapt differentiated screening and 

testing approaches to their context: 

- What is the testing effici ency and cost of the different testing options?  

- How can I improve the testing and cost -efficiency?  

- How can I improve the siteôs mix of testing approaches? 

 

All testing approaches must be accompanied with proper linkages to care and treatment, and referrals to 

other services19.  

What is the testing efficiency and cost of the different testing approaches?  
A comparison of the number of positive cases found from out-of-facility approaches with the number found 

from on -site approaches, along with data on the resources and costs for each approach will, as shown in 

Figure 2, enable calculation of: 

¶ the testing efficiency (i.e. confirmed cases as a ratio of total numbers tested), and  

¶ the costs of each approach, per person and overall. 

 

 

 

Figure 2: Calculation of te sting efficiency and costs of a testing approach  
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Example 2:  CDC testing strategy design ï Mozambique 20   

 

Context : CDC supports Mozambiqueôs Ministry of Health to deliver HIV services and strengthen health 

system capacity. It provides clinical support for seven provinces with 75 percent of the countryôs people 

living with HIV. An estimated 11.5 percent of adults (age 15ï49) in the country live with HIV. In 2011, 17  

percent of adult women and 9 percent of adult men received HIV testing.  

 

What CDC did : In 2011, CDC conducted a review of its HIV testing and counseling approaches, 

considering cost, testing efficiency and alignment with overall programmatic priorities such as prevention 

of mother -to-child transmission and voluntary medical male circumcis ion. Testing activities had focused 

on gross numbers of people tested, without considering population group characteristics and constraints, 

and the costs and health service ability to ensure linkages to care. CDC changed its testing strategy to focus 

on finding more confirmed HIV -positive cases with the same effort and ensuring that all people testing 

positive for HIV initiate d treatment. Key populations and areas with higher prevalence were targeted. 

Trained local community counselors now provide HIV counseling and testing in the community and refer 

people who are HIV-positive to health units, also screening for TB and educating residents on 

hypertension, malaria and diarrheal diseases.21 

 

Performance : In 2012, a review of the revised strategyôs implementation showed that the testing 

efficiency of the approaches had increased by 27 percent, while the overall volume of testing had decreased 

by 6 percent; the proportion of outreach activities compared to overall testing activities had fallen from 59  

percent to 32 percent.  

 

Key messages:  

¶ The change of focus reduced out-of-facility efforts and increased their efficiency by targeting at-risk 

populations or areas with higher prevalence. 

¶ Successful partnership with nongovernmental organizations  reached more people through community 

testing and referral expanded the health workforce and increased access for rural communities. 

 

 

How can I improve the testing - and cost efficiency of testing approaches?  

 

Three approaches can assist in maximizing efficiency of testing approaches:  

¶ Integration  ï offering testing and screening together with other care services (e.g. primary 

care, antenatal care, immunization), thereby decreasing the unit cost of testing per client; this 

would generally be more relevant in high-burden settings; 

¶ Focus on specific population groups  ï increasing the number of positive cases found per 

number of people tested by focusing services on groups with a higher HIV or TB prevalence or 

on vulnerable groups with unknown prevalence;  

¶ Geographical targeting of people most at risk ï identifying loca tions within the facility 

catchment area where people are underserved or there is higher risk and specific localized 

epidemics (so-called ñhotspotsò), for example. mines and factories with high levels of air 

pollution (TB risk), fishing encampments, truck stops and areas of poverty or overcrowding 

where there is the greatest need for HIV and/or TB treatment and prevention. 22 

  



 

 Page 13  

How can I improve the mix of testing approaches?  

 

Awareness of the efficiency and cost of their testing approaches will 

enable sites to determine the best combination of in -facility vs. out -of-

facility approaches. They may need to reduce inputs with lower testing 

efficiency or higher cost and redirect resources towards approaches with 

higher efficiencies and/or lower costs.  

 

 

3 What are the options? 

3.1 Focused out -of -facility screening and testing  

Out-of-facility screening and testing approaches are very diverse. In most 

cases their aim is to bring services away from the facility, closer to 

potential clients. Focused out-of-facility screening and testing aims to 

reach specific under-served groups or prioritize implementation in 

specific geographical areas or clinical settings, according to epidemiology 

and current levels of testing coverage.  

Prioritization should be based on knowledge gathered from existing data 

relevant to the location and on engaging communities and health 

providers in discussion, needs analysis and planning processes to identify 

which specific groups to target and how. 

 

Typical populations that benefit from focused out -of-facility screening and testing:  

¶ Key populations  with a higher disease burden due to higher vulnerabilities (based on local 

epidemiological data) such as truckers, sex workers, and men who have sex with men to 

address their access barriers to testing, it may be worth offering screening and testing at their 

workplace or places of gathering at times that are more convenient and confidential for them 

(e.g. moonlight clinics); vi 

¶ Family members of people with TB or HIV : offering index testing vii  can help address barriers 

to testing for at -risk people who may not attend the facility;  

¶ Populations living in specific areas : for example, offering out -of-facility services where people 

with high vulnerability to HIV or TB can be found, e.g. at transport hubs, border crossings or 

specific places where people most at risk reside or work (e.g. mines); 

¶ People with restricted access to treatment services, who may choose to avoid testing if 

treatment is not available to them or confidentiality is not protected (e.g. adolescents, 

stigmatized minorities).   

  

                                                        
vi Moonlight clinics are open from 6pm onwards until  as late as 3 or 4am in high-risk settings e.g. transport hubs, LGBT areas, and 
targeting truck drivers, MSM, sex workers, etc. who would not wish to be tested during the day due to stigma attached to their work 
and lif estyles. 
vii  Index testing (index case testing) is a focused approach in which the household and family members (including children) of people 
diagnosed with HIV or TB are offered screening and testing services. 

Further reading 

Å WHO consolidated 
guidelines on HIV testing 
services  

Å WHO recommendations for 
investigating contacts of 
persons with infectious 
tuberculosis in low- and 
middle-income countries  
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Various out-of-facility models exist, with different costs; for 
instance: 

¶ Temporary activities, renting space for service 

delivery;  

¶ Mobile outreach with trucks or vans;  

¶ Door-to-door outreach; 

¶ Using community facilities or drop -in centers. 

 

Costs should be assessed when designing the strategy to ensure that focused out-of-facility approaches are 

cost-effective. WHO provides an assessment of typical cost-per-person-tested for different types of focused 

out-of-facility activities in low - to upper-middle -income countr ies for HIV 23. 

 

Example 3:  Focused outreach to key populations ï TASO Uganda viii   

 

Context : TASO sought to reach populations with higher-than-average HIV prevalence; prevalence among 

sex workers is ~35 percent, for instance.ix Specifically, TASO identified key populations around its sites that 

had higher prevalence than local/regional averages. 

 

What TASO did : Each TASO site targeted different key populations according to its location (e.g. fisher 

folk and plantation workers at  TASO Entebbe, truckers at TASO Jinja).  

 

Service-delivery models were adapted to reach out to those populations. For instance, HIV testing and 

counseling was brought to the farms to reach plantation workers. ñMoonlight clinicsò were set up at points 

close to where sex workers or truckers gather, with adjusted schedules (counselors and lab technicians 

worked from 6 pm to 1 am instead of daytime hours). 

 

TASO also engaged community members to facilitate outreach and build trust with clients. Community 

members were recruited as volunteers, and were integrated into workforce planning. They facilitated 

outreach by helping sites target the right places (e.g. clubs, bars, neighborhoods) and the best times to 

access those needing services.  

 

Performance : While the positivity rate varies from population to population, at the TASO Mbarara site, 

the rate of HIV -positive individuals identified through testing was 14.5  percent when testing sex workers 

and 6.3 percent when testing truckers. In contrast, the overall HIV pr evalence in Mbarara district is 6.1 

percent, with only 40  percent of HIV -positive people knowing their status correctly (2011 AIDS indicator 

survey).  

 

Key messages  

¶ Targeting people most-at-risk with testing and counseling efforts increased the efficiency of those 

efforts;  

¶ Targeting also helps to provide more accurate estimates of HIV prevalence in key populations and 

high-risk occupations. 

 

 

  

                                                        
viii  Global Fund 2014ï2015 field visits and follow-up  
ix 2011 figure ï http://www.avert.org/hiv -aids-uganda.htm  

http://www.avert.org/hiv-aids-uganda.htm
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Example 4:  Focused prison outreach - TB REACH Zambia 24  

 

Context : Prison living conditions constitute risks for TB transmission (e.g. overcrowded closed settings) 

as well as HIV. In Zambia, there is no systematic screening for TB in prisons. Infected inmates cannot 

access treatment easily, and inmates and staff lack TB awareness.  

 

What TB REACH did : TB REACH targeted six prisons (with a total of 7,700 inmates and 30 percent of 

Zambiaôs total prisoners) to implement systematic TB screening along with HIV testing. Prisoners 

underwent TB screening when they entered and exited the prison as well as once during incarceration as 

part of a massive inmates-testing campaign. To facilitate access to inmates, peers were trained for 

screening. Peer inmates acted as community health workers conducting daily routine checks. Staff and 

their families were also tested in view of their exposure to patients.  

 

Collected sputum was sent either to labs within the prison or to mobile lab units. Inmates testing positive 

were then sent to nearby treatment facilities administered by the Ministry  of Health.  

 

Performance : TB prevalence across the six prisons registered 5.4 percent, vs. 0.3 percent at the national 

level.x TB REACHôs focused outreach in the six Zambian prisons increased the TB case notification for all 

forms by 132 percent. Overall prevalence of HIV was 22.9 percent but 37 percent among individuals testing 

positive for TB. In the targeted prisons and encampments, prevalence of TB was 18 times higher than the 

Zambian national estimate.  

 

Key messages:  

¶ Focused outreach has the capacity to identify much greater numbers of TB - and HIV -positive 

individuals in prison environments, and periodic mass screening may be highly beneficial where 

resources for routine screening are lacking; 

¶ Rapid, accurate point-of-care diagnostic tools will greatly facilitate the effectiveness of mass and 

routine screening in prisons;  

¶ The involvement of inmate peer educators proved advantageous for screening and testing, referrals and 

follow -up. 

 

 

3.2  Integrated out -of -facility screening and testing  

Many health centers provide out-of-facility services to reach people who have 

difficulties in accessing facilities. Such initiatives can include door -to-door 

primary  care (such as testing blood pressure, providing basic health checks 

or de-worming) or a full campaign of immunization, for instance. HIV 

testing or TB screening are often combined with these services in areas or 

settings with high HIV and/or TB burdens.  

This approach can be combined with other out-of-facility initiatives to 

provide HIV or TB testing in remote areas, or to reach specific populations. 

Nurses or community health workers conduct testing or collect samples for 

the laboratory where a dedicated laboratory technician analyzes the results.  

Integrated out -of-facility screening and testing can make it possible to test more people at a marginal cost. 

WHO also now recommends HIV testing by trained lay providers working in the community as a task -

sharing measure to increase effectiveness and efficiency of services.25   

 

 

                                                        
x WHO, 2013 figures 

Further reading 

Å TB REACH collection of 

case studies ñImproving 

Tuberculosis Case 

Detectionò 
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Typical population groups that benefit from integrated out -of-facility testing include:  

¶ TB patients who are potentially co -infected with HIV : Integration of HIV testing into 

sputum-collection campaigns; 

¶ Infants and children : Targeting through immunization campaigns  

¶ Pregnant women, new mothers and infants : Testing for HIV and screening for TB during 

mother and child health outreach;  

¶ Rural communities living in remote areas : Testing for HIV and screening for TB alongside 

other primary care services; 

¶ Injecting drug users : integrating HIV testing with harm reduction outreach services; 

integration of HIV testing with opioid substitution treatment outreach for same population;  

¶ Men: o ffering HIV testing  during community health campaigns, at weekends or in locations 

such as markets or bars where men are more likely to attend.26 
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Example 5:  Reaching rural communities ï TB REACH, Ethiopia 27  

 

Context : Sidama is a rural area of Ethiopia with an estimated 7.4 million inhabitants, of which ~70  

percent live more than ten kilometers (six miles) away from health facilities. TB transmission is sustained 

by difficulty in accessing health services along with a lack of awareness of TB risks and transmission.  

 

What TB REACH did : TB REACH worked with health extension workers (HEWs) already conducting 

routine door -to-door visits in remote communities. TB REACH contributed to covering their salaries and 

training to enable them to integrate TB testing and awareness-raising into routine activities. Patients 

thought to have TB infection (e.g. coughing for two or more weeks) were asked to provide a sputum sample 

which was then analyzed at the nearest lab with coordination and support from project supervisors. Smear-

positive patients were initiated on treatment by supervisors in the same community, without the oversight 

of a presiding clinician; they also screened household contacts of diagnosed patients and initiated isoniazid 

preventive therapy for asymptomatic children. HEWs a lso provided treatment support; conducting follow -

up visits, collecting sputum specimens to monitor treatment and reporting drug side effects and treatment 

outcomes. 

 

Performance : The number of people identified and treated for TB more than doubled, increa sing by 

110.8 percent over historical trends. Since health extension workers are female, that helped boost the 

number of confirmed cases found among women. Major costs included personnel-related expenses (e.g. 

salary, training, phone credit) and sputum ana lyses by the labs. 

 

 

Figure 3: Evolution of smear -positive (SS+)/bacteriological -positive (Bac+) TB patients xi 

treated following the start of TB REACH outreach vs. business as usual  

 

 

Key messages:  

¶ Other interventions were needed to support this approach: community advocacy and awareness 

raising; a specimen transport system; engagement of key stakeholders. 

¶ Integration of HIV testing with TB testing in this setting could be a worthwhile development of this 

approach 

 

  

                                                        
xi SS+: sputum smear-positive patients; Bac+: bacteriologically-positive patients 
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3.3  Integrated facility -based provider -initiated screening and testing  

WHO recommendations for HIV testing and screening are as follows:  

¶ in generalized epidemics, provider -initiated testing and counseling ( PITC) should be offered to 

all clients and in all services;  

¶ in concentrated HIV epidemics, PITC should be offered to clients in clinical settings who 

present with symptoms or are at risk of HIV infection (e.g. key populations) , including 

presumed and confirmed TB cases. 

 

In non -integrated settings, PITC often requires the client to move from one clinic room or station to 

another for testing. For instance, a pregnant woman at antenatal clinic would have to move to a laboratory 

or testing center and wait in line with other clients for testing.  

In -facility integration consists of offering  and providing testing at multiple stations on -site. This can 

include HIV testing in TB care settings and screening for TB in HIV care settings to identify co -infected 

clients. Integration is especially relevant for sites that offer many types of health services and have a high 

volume of clients (particularly critical in settings of high prevalence).  

Typical groups that benefit from in -facility integrated testing (as recommended by WHO for HIV) 28 

include:  

¶ Clients in areas with high burden of HIV and TB : HIV testing offered in TB clinics, and TB 

screening offered in HIV clinics 29  

¶ Pregnant women : Testing offered in antenatal clinics. The service should also be made 

available to partners of women attending the clinics  

¶ Infants and children : Screening and testing integrated into child health programs  

¶ Male adolescents and adult men: Screening and testing integrated with VMMC in countries 

where this is offered 

¶ Inpatients : Screening and testing integrated with inpatient services, especially in nutrition 

wards. 
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Examp le 6:  Integrated HIV testing ï Mukono Health Centre IV, Uganda xii   

 

Site context : Mukono Health Centre IV is situated in a peri -urban area in the vicinity of Kampala, 

Uganda. Administered by the Ministry of Health, it employs 110 health workers, supported by  17 volunteers 

serving ~500 clients a day. Overall adult HIV prevalence in Uganda is 7.2 percent. 

 

What Mukono IV did : Mukono provided services for HIV, TB, antenatal care, and maternity. As part of 

its HIV services, Mukono dedicated a testing clinic that clients attend on a voluntary basis. Realizing that 

clients for other services were likely to be HIV-positive yet still not get tested, the site management decided 

to integrate testing across the various clinics. 

 

HIV testing was therefore made available at clinics for voluntary medical male circumcision, TB treatment 

(focusing on clients potentially co -infected with HIV), antenatal care and maternity.  

 

Mukono trained its nurses and clinicians to run HIV tests and to channel HIV -positive clients to pre-

treatment counseling. In addition, it equipped all stations with testing kits, a cooler for conservation of 

sputum samples, and a flow chart on every table. 

 

Figure 4: Mukono Health Centre IV facility map  

 
Performance: With integrated HIV testing at all stat ions, Mukono has tested ~100 additional clients 

every day and initiated treatment for HIV -positive individuals.  

 

Key messages:  

¶ A relatively simple change in the way HIV testing is offered can significantly increase uptake and 

ensure that people testing positive are referred quickly for treatment and care  

¶ Availability of testing across the facilityôs clinics supports messaging on HIV prevention. 

¶ Health workers in all clinics are more aware of, and able to follow-up on, patients with HIV.  

  

                                                        
xii  Global Fund 2014ï2015 field visits and follow-up 
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4 How do I start?  

4.1  Defining the plan  

Prioritization of approaches should be based on knowledge gathered from 

existing data and on engaging communities and health providers in 

discussion, needs analysis and planning processes.  

Key elements of the implementation plan would include:  

- Identificat ion of a lead person in charge of conducting the 

analysis, proposing the approach, and reporting on progress 

- Devising of a clear plan and schedule for the processes of 

implementation and monitoring, with key milestones  

- Planning for communication to staff a nd clients. 

 

Analyses to be conducted before starting include: 

- Assessment of which approaches are relevant to the site among the options, based on: current 

testing approaches, populations with increased risk of HIV infection and specific needs (such 

as key populations; infants, children and adolescents) , accessibility of services and 

demographics of clients  

- Assessment of current barriers to service delivery and the resources available 

- Prioritization of which relevant approaches should be implemented. It is  safer to implement 

new approaches one at a time, so that staff can more easily manage disruption, and sites can 

learn from the experiment.  

 

Tool 1: Example of a client preferences and needs survey  

Tool 2: Example of a template to measure client waiting times and satisfaction  

 

4.2  Focusing on specific population groups  

Outreach for key populations and populations with specific 

needs:  

Optimal service delivery should be defined according to population needs 

and can include: outreach (key populations), integrated services (priority 

populations such as children, infants) or specific clinic hours (e.g. 

adolescents needing adolescent-friendl y health services, specific hours 

etc)  

Managers will need to prioritize locations for out -of-facility initiatives and 

maximize the efficiency of outreach activities. Two key factors for these 

processes are: 

¶ Data analysis : Using existing data relevant to the site 

concerning people with increased risk of HIV infection such 

as key populations (sex workers, MSM and other sexual 

minorities, people who inject drugs) or other populations with specific needs (e.g. 

adolescents). 

¶ Community engagement : Sites can engage with community members to increase their 

understanding of the needs of specific groups, and determine the best places (e.g. hotels, 

clubs, markets) and specific times to reach them. Community volunteers can be integrated 

into workforce planning for outr each activities. 

Checklist before 

implementation 

Clearly defined: 

Å Lead person 

Å Priorities 

Å Workplan 

Å Monitoring plan 

Å Communication plan 

Further reading 

Å HIV/AIDS Alliance 
participatory tools for 
community 
engagement 

Å WHO guidelines on: 
systematic screening 
for active tuberculosis 

Å WHO consolidated 
guidelines on HIV 
Testing & Screening 
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Different populations will need to be reached through a range of approaches. This will depend on their 

specific needs and preferences but could include: outreach visits, integrated services and/or dedicated 

clinic hours for defined groups.  

 

Example 7:  HIV vulnerability -mapping ï USAID/FHI360, Senegal 30  

 

Context and objective : The USAID/FHI360 health program in Senegal designed a methodology to map 

population group vulnerabilities. xiii  The aim was to provide data to inform planning for targeted outreach.  

 

What they did : Four medical regions were mapped. Mapping incorporated general socioeconomic 

information (e.g. unemployment rates) and epidemiological information (e.g. HIV prevalence).  The main 

vulnerability factors were outlined, such as poverty, illiteracy or certain type of economic activities (e.g. 

mining). Hotspots of high vulnerability were highlighted ranging through entire neighborhoods, 

settlements, or even individual bars or t rain stations. Service providers were given access to the 

vulnerability profile of each area, with a high level of detail.  

 

What it involved : The mapping required three months of work. Extensive data research and analyses 

were conducted with the support of statisticians. Sociologists engaged with informants from local 

communities who provided insights both on the local social fabric and on the barriers to HIV service 

delivery. In addition, focus groups with people from vulnerable communities were organized  to refine the 

understanding of how to improve service delivery.  

 

Key messages:  

¶ Vulnerability mapping provides key data to prioritize highly vulnerable populations and areas where 

targeted outreach could be beneficial 

¶ These data also provide a basis for targeting specific groups and communities for recruitment of 

volunteers to sensitize communities and to support and deliver health system interventions.  

 

 

4.3  Infants and children ï priority populations  

All infants of mothers who have received PMTCT services should be followed up and routinely offered early 

infant diagnosis (EID). Those diagnosed with HIV should be started on ART. However, some infants are 

lost to follow -up, and some mothers with HIV may not have received PMTCT services.  

Prioritizing additional pediatric case finding is important. This can be achieved through integrated HIV 

testing, depending on the epidemiological situation. In high -burden settings HIV testing should be 

routinely availab le through a variety of services that are accessed by the mothers with their 

infants/children. Also, scaling up EID can be facilitated by task sharing with lay providers.  

In low prevalence settings immunization and under -5 clinics should test HIV -exposed infants who were not 

tested for HIV as part of PMTCT services. HIV testing for children and other family members of anyone 

known to be living with HIV should be prioritized in all settings 31.  

  

                                                        
xiii  Vulnerabilities are defined by UNAIDS as óunequal opportunities, social exclusion, unemployment or precarious employment and 
other social, cultural, political, and economic factors that make a person more susceptible to HIV and to developing AIDS.ô UNAIDS 
Terminology Guidelines, 2011  
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Example 8 : Integrated pediatric HIV testing ï The Lighthouse, Malawi 32  

 

Context : Kamuzu Central Hospital (KCH), in the capital Lilongwe, is the main provider of adult and 

pediatric HIV services in the central region. The Lighthouse at KCH offers opt -in HIV testing and 

counseling (HTC) for adults and children. In June 2004, Lighthouse  was the first clinic to provide free 

antiretroviral treatment (ART) in the public sector, but few children accessed the services.  

 

What KCH/Lighthouse did : In Q4 2004, PITC and an ART clinic were introduced at the KCH pediatric 

department. Counselors in conducted daily sensitization sessions on HIV-related topics, highlighting the 

need for HTC, for caregivers of children admitted to the three wards and under-5 clinic. During ward -

rounds, if clinicians and nurses thought HTC for the child was needed, the caregiver was referred to the 

HTC room. Here, the caregivers and older children received pre-test counseling, using a checklist. The 

caregiver then had the choice to opt-in for HIV testing for the child in question.  

 

Performance : Over 95 percent of caregivers gave consent for testing. Between the two comparison 

periods (Q1 2003ïQ3 2004 and Q4 2004ïQ4 2006) the median proportion per quarter of tested child 

clients rose from 3.8 percent to 9.6 percent and the proportion of child ART starters rose from 6.9  percent 

to 21.1 percent. The proportion of registered children starting ART each quarter increased from 26  percent 

to 53 percent.  

 

Key messages:  

¶ The uptake of HIV pre-test counseling, opt-in testing and ART for children increased dramatically with 

their integration into pediatric services  

¶ This approach offers high potential to maximize EID of HIV and support significantly increase 

pediatric ART uptake 

¶ Similar approaches could be utilized for infant and child TB screening  

 

 

4.4  Assessing additional resour ce needs  

Sites need to assess resource requirements and costs before starting.xiv Upfront investments may be 

required xv for training additional staff on screening, testing and counseling, and possibly some basic 

equipment (for example, coolers for diagnostic tests or sputum samples). Data collection and recording 

tools (registers, computers etc) may also need to be upgraded.  

4.5  Establishing optimal approaches for screening and testing  

Sites can start to establish which approaches to prioritize with a list of all the screening and testing 

approaches (in- or out-of-facility) conducted in a year. For each approach, they can then use the method 

outlined at the beginning of this module (see Figure 2) to calculate the testing and cost-efficiency of the 

approach. They can also calculate the estimated costs of each approach, including human resources, testing 

supplies and equipment, and other expenses such as travel costs.  

Sites will then be able to compare different approaches in combination with the data collected on client 

needs and preferences and information about the locations and populations most in need. This will support 

informed decision -making about the optimal approaches to be planned and implemented by a facility. 

 

 

                                                        
xiv Human resource requirements may include additional staff , reallocation of tasks, training for new tasks/processes/tools; additional 
equipment may include equipment for  different testing stations , financial resources to fund human resources and equipment needs 
xv  This depends on previous approaches (e.g. if there have been no community -based or out-of-facility testing approaches, additional 
investments would be needed for transport, manpower and testing kits)  
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4.6  Monitoring implementation  

Sites can use productivity indicators to monitor the effectiveness of implementation, for example by using 

simple ratios such as:  

- number of clients tested per health worker, and 

- outcome indicators focusing on specific health outcomes and client satisfaction with services.  

 

In both cases, sites will need to collect data on baseline values (before implementation of differentiated 

approaches) so that they can compare them with the actual values when the approach has been used for a 

defined amount of time; the difference between the two sets of values will help with assessing the effects of 

differentiated care.  

It is important to use existing indicators, to avoid adding new ones as far as possible, and to make full use 

of data that is already being collected at sites for reporting to national level. Extra indicators may be needed 

to help in monitoring progress at site level - three types of indicators that will be needed for monitorin g 

testing and screening include the following:  

- Cost-effectiveness:  

o Unit cost per person tested:  total cost of the testing approach over total number of patients 

tested;  

o Share of testing cost vs. total site expenditures (to be compared with guidelines provided 

by the national program and used for adjusting the type of differentiated approaches 

implemented);  

- Testing efficiency: Number of confirmed persons with HIV found over number of people 

tested; 

- Linkage to care  looking at the treatment initiation rate:  this is the number of patients tested 

positive initiating treatment in the next month over number of confirmed cases found.  

 

Tool 2: Example of a template to measure client waiting times and satisfaction  

Tool 3: Examples of tables to monitor differentiated care  

 

  



 

 Page 24  

 

 

  



 

 Page 25  

IV. Module 2:  
Differentiated Treatment and Care Approaches 

 

Summary of Module  

1 Introduction  26 

2 Identifying differentiated treatment and care opportunities  27 

3 What are the options? 28 

3.1  Differentiated schedules 28 

3.2  Differentiated clinics  30 

3.3  Differentiated client flows on site  31 

4 How do I start?  34 

4.1  Defining the plan  34 

4.2  Assessing resource needs 34 

4.3  Understanding client group needs and barriers  35 

4.4  Initiating implementation  36 

4.5  Monitoring implementation  38 

 
 

  

Module 2 at a glance 

Aims 

Å Identify ways to improve the cost-efficiency, client-centredness and 

acceptability of treatment services/ 

Å Explain how to leverage site- and community level data to inform 

decisions/ 

Å Discuss differentiated options for patients to access services. 

 
Key outcomes 

Differentiated treatment and care approaches can improve the outcomes, 
quality and cost-efficiency of treatment by: 

Å Leveraging available data to define service-delivery models; 

Å Adapting service delivery to clientsô needs and preferences , 

improving treatment adherence and success; 

Å Enabling simpler approaches and processes for service-delivery; 

Å Increasing clinic capacity in ways that reduce loss-to-follow-up, 

support better adherence and enable more efficient use of human 

resources. 
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1 Introduction 

This module focuses on successful approaches to differentiated treatment and care for HIV and TB. Its 

purpose is to support site managers in the design and implementation of service-delivery models that 

address clientsô needs and providersô constraints. Each approach aims to improve the efficiency of services 

by addressing clientsô specific needs and lowering barriers to care. 

Sites can implement either one or a combination of the following approaches:  

- Differentiated schedules : adapting or dedicating hours, or clinic days, for specific client 

groups (e.g. adolescents, sero-discordant couples); 

- Differentiated locations : providing services to certain groups of clients (e.g. TB/HIV co -

infected clients, children) in a dedicated area of the site (e.g. room, tent), or at separate sites; 

- Differentiated client flows : adapting the client pathway at the facility for specific client groups 

(e.g. new clients, sick clients). 

 

Differentiated treatment and care approaches are most applicable to facilities that have a high volume of 

patients and provide all health services. The approaches should increase cost-efficiency by optimizing staff 

workload. They should further improve  health outcomes for patients through higher adherence to 

treatment and retention in care through the combined effects of targeted counseling, peer support, reduced 

waiting times and reduced congestion at the facility.  

Design of approaches can start from what is known about client perspectives on existing arrangements for 

services and the proposed new models of service delivery. Managers will be assisted in their work if they 

actively seek suggestions from clients on how best to adapt and use these models to their benefit. 

Community and client engagement is vital to bring meaningful improvements in services.  

The first part of this module focuses on identifying the opportunity to adapt differentiated treatment and 

care approaches according to the context. The second provides examples of successful practices observed 

at sites. The third provides guidance on how to start implementing the practices.  

Differentiated drug delivery approaches are discussed in detail in Module 3 of this toolkit. Although drug 

delivery is a key element of treatment and care, it also offers specific and cost-effective opportunities to 

innovate that are best described in a separate module. Approaches detailed in Module 3 can be used in 

conjunction with those in Module 2; in most cases i t could be beneficial to implement both together.  
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2 Identifying differentiated treatment and care opportunities 

The following four questions will help managers use available data to identify opportunities to adapt 

differentiated treatment and care approaches to their context: 

a) What are the different client groups using the facility and what are their specific needs 

and constraints?  

 

This information may come from available data on clientsô 

characteristics. However, more detailed and up-to-date information 

can be obtained from clients and community representatives, and 

they should be invited to contribute their experiences and 

suggestions. Some examples include:  

- Demographics:  children, adolescents, men, women, 

marginalized or minority groups such as 

undocumented migrants, ethnic and sexual minorities 

etc; 

- Health conditions:  those with TB-HIV co-infection; 

pregnant women; people with drug -resistance, or with 

chronic conditions;  

- Physical constraints: for example, people who have 

disabilities, live or work far from facilities, or have 

little or no financial means;  

- Increased vulnerability : such as injecting drug users, 

sex workers. 

 

b) What barriers are clients and service providers facing?  

 

Client perspective ï examples may include:33  

- Access difficulties, such as distance from facilities, constraining work hours, travel costs;  

- Clinic difficulties  such as crowded spaces, lack of privacy, lack of confidentiality or respect 

from service providers, long waiting times, repeated visits for checks before starting 

treatment;  

- Stigmatization  by community members, service providers, or other clients at the s ite 

(actual/enacted or perceived/feared by the client).  

 

Service-provider perspective  ï examples may include: 

- Insufficient resources  (e.g. lack of trained workers, space or infrastructure, financial means, 

equipment, drug shortages);  

- Unclear/insufficient guidance e.g. on care and stigma reduction for different client groups, 

management of facilities and supplies, monitoring requirements and making use of data for 

service improvement.  

 

c) What are the opportunities to adjust the current service -delivery mod el?  

 

Service-delivery models are a combination of: 

- Who provides the service (opportunities for task -shifting) ï 

doctors, nurses, lay community health worker s, peer patients or 

clients;  

- Where the service is provided ï at various points in the health 

centers (regional and district hospitals, health centers, 

dispensaries, etc) vs. distribution points in communities or at 

home;  

Further reading 

Å WHO guidelines and 
recommendations 
on task-shifting  

Å WHO operational 
guidelines 

Use available data for planning 
 

Å On average, how many clients visit 
my site per day? 

Å Are there enough health workers to 
treat all clients? 

Å For HIV-positive clients: how does the 
clientsô retention rate compare to 
national / regional averages? 

Å For TB-positive clients: how high is 
the treatment success rate for all new 
cases? 

Å Are there some disparities in retention 
rates / treatment-success rates 
between different client groups?  

Å Are my clients complaining (for 
instance, about waiting times, or the 
number of visits required before 
starting treatment)? 
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- How often  the service is provided ï for clinical consultations and for drug refills (depending 

on maximum duration of refill that may be given).  

 

Various combinations of approaches are possible based on site analysis of the above categories. Client 

feedback will help managers to find combinations that best serve client needs and constraints and help 

them to work around their own constraints as service providers. Sites often offer several options to their 

clients to meet different needs. 

d) How large are the client groups?  

 

If clients from a specific group were all to attend on the same day or at the same place, would there be 

enough clients for a dedicated service (i.e. is there a ñcritical massò) or conversely would there be too many 

in relation to the available h uman and other resources?  

If there are not enough clients for a site to implement a dedicated service, they should be integrated in the 

general clinic routine, as well as clients who are unable to benefit or do not want to use the differentiated 

services. If there would be too many for a single day or place, it would be necessary to plan, for example, for 

multiple clinic days for that client group.  

Differentiated treatment and care approaches are particularly relevant at sites with a high volume of 

clients. In high -volume settings, client sub-groups are likely to be large enough to justify dedicated services. 

However, adaptations of these approaches can still be considered for implementation by smaller sites ï for 

example, less frequent clinic days for smaller client numbers - as this could still benefit some client groups. 

The relevance of a combination of approaches depends on the sitesô setting (e.g., rural, peri-urban, urban), 

the volume of clients and clientsô expressed preferences.  

 

3 What are the options? 

3.1  Differentiated schedules  

What this means: Sites can dedicate specific clinic days to specific groups of clients. This has the added 

advantage that it facilitates group counseling sessions as well as targeted health talks. 

Frequent barriers:  Many health centers provide services to all types of clients within the same opening 

hours, irrespective of client preferences and needs. This situation can create barriers to quality services for 

clients and for the site.  

- Client perspective ï For some client groups, such as working adults, the need to visit the site 

during daytime opening hours could mean that they may not be able to attend work and 

therefore risk loss of income, worsened by extended waiting times. For others, attending 

facilities at the same time as the general population can risk exposing them to stigma (e.g. 

pregnant women, adolescents, sex workers, sexual minorities);  

- Site-management perspective ï Lack of staff is often an issue; e.g there need to be sufficient 

counselors or nurses to provide counseling or health talks. There may also be a lack of space 

for these activities and for infection control related to people with active TB. Differentiated 

approaches may help sites be more efficient, for example by reducing congestion, providing 

opportunities for group counseling sessions. 

 

Description of the approach:  Typical clinic days could include:  

- Clinic day for pregnant women/adolescents/couples (including sero -discordant couples):  

helps to maintain privacy and avoid stigma 34, and improve quality of care through group -

counseling and health talks to address each client groupôs specific needs (for example, 

pregnancy management, nutrition advice, prevention practices); 35  
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- Clinic day for co -infected clients:  providing integrated TB/HIV services enables clients to 

receive both treatments in the same setting instead of attending two different facilities, and 

to receive targeted group -counseling sessions. Facilities should invest in effective infection 

control m easures such as separation of TB infected clients from uninfected HIV clients and 

ventilation in waiting areas;  

- Late or early opening hours and/or Saturday clinics:  providing flexibility for people who 

work long hours and avoiding the stigma and potential  cost of taking time off during 

daytime hours to attend the site. This may be particularly useful for drug refills. This 

approach may require some rearrangement of staff schedules, additional staff and/or 

financial incentives;  

- Special clinic days or hours for TB patients 36: assists with infection control and facilitates 

group health talks and defaulter follow -ups; 

- Separate clinic days for patients in different phases of treatment  (e.g. intensive phase vs. 

continuation phase for TB): simplifies delivery of gr oup health talks and defaulter follow -up;  

- Drug -resistant (MDR or XDR) TB clinics or clinic days : reduces transmission risks and 

differentiates TB patients to provide specialized care to drug resistant patients.  

 

How many clinic days should be dedicated to a specific group?  

 

This depends on the size of the target client group. Health workers should aim to see at least as many 

patients during the dedicated schedule as are seen in the regular schedule. Then sites can decide how many 

clinic days should be dedicated ranging from one day a month to several days per week.  

 

Example 9 : Differentiated schedules for children ï Riruta, Kenya xvi   

 

Site context : Riruta Health Centre is situated on the outskirts of Nairobi and provides HIV, TB and 

parent/child health care. In 2014, 42 staff (including 11 volunteer community health workers) served ~120 

clients per day. 

 

What Riruta Health Centre did : Of ~5,000 clients active on ART at Riruta Health Centre, ~200 were 

children. Initially, children followed a similar pathway through services to t hat for adults. Health talks were 

targeted at adults and children together. In 2011, Riruta started to implement differentiated schedules, with 

the last Thursday of each month dedicated to children. Health workers delivered child -focused health talks 

on issues specific to them (e.g. stigma in school) or health talks for their parents to explain specific aspects 

of childcare. 

 

Site performance : Retention of children on ART has improved at Riruta. Before 2011, the average loss-to-

follow -up after 12 months was 26 percent. Since 2011, this figure has reduced to 19 percent (i.e. a 28 percent 

decrease). CD4 counts increased significantly among children, improving fourfold over the period (from 

11 percent on average before 2011 to 46 percent after 2011).xvii   

 

Key mes sages:  

¶ The differentiated schedule for children on ART allowed focused and increased support to both children 

and their parents;  

¶ Retention in care and ART outcomes for children have improved dramatically.  

 

 

                                                        
xvi Global Fund 2014ï2015 field visits and follow-up 
xvii  Patients as of March 30, 2015 who have been on ART for more than 12 months 
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3.2  Differentiated clinics  

What this means: Sites can dedicate waiting areas or clinic space to specific client groups. 

Frequent barriers:  Often, all clients are seen by health providers in the same clinic space and wait in the 

same area. This can lead to overcrowding and sometimes to stigmatization (for instance, between 

adolescents and adults),37 38 and providers can only offer general health talks and individual counseling 

sessions that are limited by staff capacity and space.  

By integrating services (for example, providing HIV care in maternal and child health clinics, TB services in 

HIV settings or HIV services in TB settings), 39,40,41 or by dedicating clinics to specific client groups, it is 

possible to reduce stigmatization and improve the efficiency of service provision.  

Description of the approach:  Typical examples of dedicated spaces include: 

- Childrenôs clinic: Staff can progressively specialize to care for children; talks and counseling 

sessions can be grouped and targeted in a child-friendly environment (for example, space to 

play while waiting);  

- Adolescent clinic: Adolescents can have their own dedicated area with access to targeted 

communication on prevention and to specialized counselors.42 Adolescents with HIV generally 

prefer to interact with their peers to share experiences. They value support from peer groups, 

teen clubs and providers trained to discuss adolescent-specific issues;43 

- Antenatal clinic : TB or HIV services can be provided within antenatal clinics 44,45 so that 

pregnant women do not have to go to several places within the health facility, thus reducing 

their waiting time and time away from home;  

- TB-HIV co-infected patientsô area: services for both HIV and TB delivered either at the TB 

clinic or  at the HIV clinic, so that clients do not have to go to more than one clinic or facility. 46. 

Effective TB infection control measures would be essential in both HIV and TB settings; 

- TB clinics for drug -resistant patients : separate space or clinic for drug-resistant TB clients for 

infection control and to serve their specific needs.  

 

Implementation when space at the facility is limited:  

 

Some sites have enough space to dedicate separate rooms to specific client groups. Sites with limited space 

have found different ways to dedicate locations to specific groups. Examples include: 

- waiting or service areas in outdoor spaces or temporary structures (such as tents), 

- combining this approach with differentiated schedules  as previously described,  

- providing dedicated space to specific groups on specific days or times of day. 

 

Implementation when the target group is small:  

 

The above suggestions may not be workable if the target group is small. In this case, clients who would 

benefit from this approach could be referred to another nearby facility that has sufficient patients and is 

able to offer dedicated spaces and times for different types of client. This will require appropriate referral 

systems that allow the service provider to follow-up the referral to ensure that t he patient is receiving 

treatment at the referred facility.  
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Example 10 : Integrated TB & HIV clinic ï Kericho, Kenya 47  

 

Context : In Kenya, TB patients and HIV patients generally receive their treatment in two separate clinics 

linked by a referral mechanism. This system increases the waiting time for co-infected patients who have to 

access both sites and wait twice for treatment. 

  

What Kericho District Hospital did : Aiming to serve co-infected patients better, it initiated integrated 

services in 2005 that provide both TB and HIV treatment at the same delivery point:  

¶ TB-treatment facilities were expanded to include HIV -treatment facilities;  

¶ TB staff were trained for ART delivery and HIV counseling;  

¶ HIV patients without TB were treated in a separate clinic, situated a few yards away for infection 

control purposes, to which TB patients were channeled once cured. 

 

Performance : In 2010, co-infected patients had a TB treatment success rate of 75 percent, compared to 

40 percent in 2005 before services were integrated. Further, the loss-to-follow -up in ART reduced from 35 

percent in 2005 to 13 percent in 2010.  

 

Key messages:  

¶ Integration of HIV care into the TB care setting reduced waiting times for patients and was followed by 

significant improveme nts in TB success rates and reduction in losses to ART follow-up; 

¶ Integration required upgrading of TB clinics to include HIV services and additional HIV training for 

existing TB staff; 

¶ Infection control for non -TB HIV patients was easily achieved by physical separation within the same 

site. 

 

 

3.3  Differentiated client flows on site  

What this means: Sites can designate specific pathways through services for specific groups of patients. 

Frequent barriers:  In many settings, clients follow the same steps of the patient-management process 

whatever the purpose of their visit. For example, new patient files have to be created for new clients visiting 

the site; yet returning clients often have to follow the same route as new clients, causing frustration and 

delay (which can discourage clinic attendance). Similarly, returning clients looking only for drug refills, or 

clients coming only for laboratory tests may have to go through all the consultation steps required for new 

clients.  

Description of the approach:  Client groups that would be eligible for differentiated patient flows need 

to be identified (e.g. new patients vs. returning patients, stable vs. non-stable). Once identified, sites need 

to define specific criteria and different clinic flows for each group.  

Examples of these criteria as observed at sites include:  

- New clients ï e.g. clients on their first visit to the facility;  

- Returning new clients ï e.g. less than 2 months on ART or less than three clinic visits for HIV; 

less than 1 month on TB treatment;  

- Returning clients with a good adherence record ï e.g. less than two missed appointments in 

one year of ART for HIV clients; 100% adherence during intensive treatment phase for TB 

clients;  

- Stable clients ï e.g. undetectable viral load, no opportunistic infections;  

- Special needs ï e.g. pregnant women, children, adolescents, people with HIV/TB co-infection.  



 

 Page 32  

Client flows (pathways) through the site can be varied depending on the purpose of the visit and their 

eligibility to be ñfast-trackedòxviii  and omit some steps of the flow. Different client flows would require 

processes and tools to ensure patient records are updated promptly and accurately (e.g. laboratory or 

pharmacy tracking tools for fast -track patients). xix  

Examples of differentiated client flows could include the following:  

- New clients for ART : enrolment, triaging, consultation, pre -ART counseling and adherence 

counseling sessions, pharmacy, and other services if required (e.g. nutritionist, social worker);  

- Returning ART clients due for CD4 or viral load tests : go directly to the laboratory, see clinicians 

to get their results, and then go to the pharmacy; 

- Returning stable clients  with good adherence records and coming only for drug refill can go 

directly to the pharmacy. xx 

 

Differentiated client flows increase patient satisfaction by reducing waiting times while providing all 

required health services. This approach allows health workers to focus on clients who need the most 

attention (e.g. new or unstable clients).48 From the site perspective, this represents efficiency gains in terms 

of reduced cost of treatment and increased productivity of workers. 

 

 

 

  

                                                        
xviii  Fast-tracked refers to when a patient can skip unnecessary steps of the complete consultation process 
xix Fast track at the site can include: skipping a step ï such as registration or consultation or counseling ï and proceeding directly 
either to testing for CD4 count or sputum or to drug dispensing at the pharmacy  
xx There are several differentiated care possibilities for managing stable clients; this is the subject of forthcoming WHO guidelines  
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Example 11:  Differentiated client flows ï TASO Jinja, Uganda xxi  

 

Site context : TASO Jinja is a peri-urban center providing ART. In 2014, 26 health workers, half of them 

volunteers, served ~120 clients a day.  

 

What TASO Jinja did : At first, all clients had to go through every step of the client pathway at the site, 

regardless of the purpose of their visit. This system led to long waiting times for clients. To address this, 

TASO Jinja decided to triage clients as they entered the site based on the purpose of their visit.  

 

New clients follow a defined pathway through pre - and post-test counseling, HIV testing and CD4 count. 

Pathways for returning clients are determined by their patient record. A patient attending late for a CD4 

count proceeded directly to the laboratory. Stable clients coming only for drug refills accessed the 

pharmacy directly, skipping the clinical consultation.  

 

Performance : ~40  percent of clients complete their visit by 10:30 am, compared with ~25 percent at 

other sites such as TASO Mulago.  

 

TASO Jinja is now considering specific appointment times (morning vs. afternoon) instead of all clients 

attending in the morning. This aims to reduce waiting times and maintain staff productivity throughout 

morning and af ternoon. Morning appointments will be dedicated to clients requiring laboratory work (a 

lengthy process); clients needing only drug refills or consultations may be given afternoon appointments.  

 

Figure 5: Differentiated client flows at TASO Jinja, and comp arison of waiting times 

between TASO Jinja and TASO Mulago     

 
Key messages  

¶ This approach benefits both clients and staff through reduction of waiting times and congestion;  

¶ Splitting appointments between mornings and afternoons for different types of clients could further 

increase these advantages.  

 

  

                                                        
xxi Global Fund 2014ï2015 field visits and follow-up 
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4 How do I start?  

4.1  Defining the plan  

Key elements of the implementation plan include:  

¶ Identification of a lead person in charge of conducting the 

analysis, proposing the approach, and reporting on progress; 

¶ Devising of a clear schedule for implementation, with key 

milestones; 

¶ Planning for communication to the staff and to the clients.  

 

Analyses to be conducted before starting include: 

¶ Assessment of which approach is relevant to the site among 

the options, based on: treatment approaches currently in use, 

populations with incr eased risk of HIV infection and specific needs (such as key populations; 

infants, children and adolescents), service accessibility and client demographics; 

¶ Prioritization of which relevant approaches should be implemented. It is safer to implement 

new approaches one at a time, so that staff can more easily manage disruption, and sites can 

learn from the experiment;  

¶ Assessment of current barriers to service delivery and the resources available. 

 

4.2  Assessing resource needs  

The approaches described in this document do not require additional resources in the run phase. However, 

they will require upfront investments. Sites need to have a clear understanding of resource requirements 

before starting. Resources may include: human resources, extra materials/equipment, and financial 

support. xxii   

Resource needs for differentiated treatment approaches require mainly some re-allocation of resources or a 

minimal upfront investment in training and/or additional materials, including:  

- Training, forming, supervising and moni toring the approaches:  sites need to ensure that 

these tasks are clearly defined and assigned to specific staff in the facilities;  

- Training staff  to conduct group-counseling sessions and targeted health talks;  

- Ensuring adequate communication  to staff and clients about differentiated service-delivery 

models ï via signboards, leaflets, or wall posters for instance; 

- Needs assessments on questions such as whether the site will implement longer working 

hours or weekend services, and whether additional financial compensation to existing staff or 

hiring additional staff is needed;  

- Upfront investment  in extra equipment, TB infection control measures.  

 

Tool 4: Example of a poster on ART adherence clubs   

  

                                                        
xxii  Human resources: requirements may include extra staff, reallocation of tasks, training for new tasks/ processes/tools; additional 
resources: may include extra equipment for  different testing stations , financial resources for human resources/equipment needs 

Checklist before 

implementation 

Clearly defined: 

Å Lead person 

Å Priorities 

Å Workplan 

Å Communication 
plan 
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4.3  Understanding client group needs and barriers  

Sites can rely on clientsô and healthcare workersô knowledge to:  

- pre-identify client groups;  

- understand specific needs and constraints for each client 

group; 

- identify the siteôs barriers in delivering services to specific 

groups;  

- test the choice of service-delivery model prior to 

implementation.  

 

Information about needs and barriers relevant to the facility can be 

obtained through methods such as: 

¶ Informal discussions : informal discussions during staff 

meetings; discussions with clients during exit i nterviews or while waiting for treatment. These 

provide insights into patientsô preferences and barriers to treatment. Findings need to be 

synthesized and shared with managers; 

¶ Focus group interviews : conducted with health workers (doctors, nurses, volunteers) or with 

specific client groups. Site managers should identify relevant clients for these groups - a 

typical focus group would include 5-15 people interviewed for 1-2 hours. Group facilitation 

should be either by an external person or a staff member who is experienced in steering group 

discussions; 

¶ Surveys: a confidential list of questions is distributed to staff or clients waiting at the site, and 

the results are collected and analyzed. Anonymous surveys allow respondents to answer freely 

and can reach a large number of clients. 

Data from client feedback should be analyzed in relation to the facilityôs current services to provide a basis 

for selecting relevant treatment and care options.  

 

Tool 1: Example of a client preferences and needs survey  

Tool 2: Example of a template to measure client waiting times and satisfaction  

Tool 5: Examples of focus group activities  

  

Further reading 

Å HIV/AIDS Alliance 
participatory tools for 
community engagement 

Å WHO guidelines on: 
systematic screening for 
active tuberculosis 

Å  WHO consolidated 
guidelines on HIV Testing 
& Screening 
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Example 12:  Group interviews - TASO Jinja, Uganda xxiii  

(see Tool 2 for examples of activities conducted during these sessions) 

 

Description : TASO Jinja is a dedicated urban HIV center in eastern Uganda. In 2014, 26 health workers, 

half of them volunteers, served ~120 clients per day. 

 

What  TASO did:  TASO Jinja organized four  focus groups to establish what was important to clients and 

identify barriers they faced. Each focus group lasted ~1.5 hours and included a clinician or counselor, the 

monitoring and evaluation officer, and six to eight people from a single client group. The groups included 

pregnant women, children, adolescents, and working adults. Discussions aimed to come up with four to 

five key actions that could improve the service user experience. 

 

Learnings : The focus groups enabled TASO to identify the root causes of low adherence and the drivers of 

high adherence. The main behaviors highlighted by clients were:  

- missing one or several appointments,  

- interrupting treatment for a couple of days, and  

- not completing a full visit on -site owing to long waiting times.  

 

These behaviors were dependent on perceived convenience of appointments and quality of service 

provision (relationship with health workers, health talks).  

 

Key messages  

¶ Focus groups provided key information for optimizing ART care and support;  

¶ The focus groups could also be used to get client feedback to see if selected approaches suit their needs 

or should be adapted in a different way to serve them better;  

¶ Varying membership of focus groups can add fresh perspectives ï for example, service users with a 

community leader as facilitator and no facility staff in attendance can offer different perspectives from 

a group with perceived ñauthority figuresò.  

 

 

4.4  Initiating implementation   

Defining eligibility criteria and referral procedures  

Sites need to define clear criteria that establish which clients can participate in the selected differentiated 

approaches. For example, the criteria for fast-track drug refills will need adjustment t o the local context, 

but will likely include:  

- How long the client has been on ART ï preferably more than 6-12 months; 

- How long the client has been on the current treatment regimen  ï preferably at least three 

months;  

- Demographics  ï older than 18 and not pregnant; 

- Response to ART ï undetectable viral load, if testing is routinely available; alternatively, 

demonstrated adherence using an objective measure (e.g. pharmacy dispensing record); 

- Overall health  ï no current illness, stable weight/nutritional assessment. 

 

 

 

                                                        
xxiii  Global Fund 2015 field visit 
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Note that even when clients fulfill all the criteria they should make the final decision to participate and 

should be free to choose whichever differentiated model they prefer, depending on their clinical care 

requirements. They may need to be referred back to the health facility for closer monitoring if any health 

issues arise. Any client can opt to go back to regular ART care within the facility at any point, but in 

addition, there can be specific procedures for referring clients to the cli nician/facility immediately for 

closer follow-up. Such clients include:  

¶ Clients newly diagnosed with TB or other active opportunistic infections;  

¶ Clients with a change in viral load to above 1,000 copies/ml or with other evidence of clinical 

or immunologi cal failure (e.g. reducing CD4 count); 

¶ Clients with evidence of medication-related toxicity (e.g. anemia). 
 
Familiarization and training of providers  

 

Health workers and other service providers in direct contact with clients need to be familiar with the 

models, be trained to implement the selected approach, and trained to enter data and maintain records 

that will help in future analysis of results. Regular training sessions should be offered to all new staff. 

Specifically: 

¶ Clinicians / nurses / counselors : should become advocates for the selected approach, and 

need to be able to communicate the different options to the clients and encourage eligible 

clients to enroll in them; they should also know how to transfer or refer out clients when 

relevant; 

¶ Community / primary health workers/expert clients : need to understand how the model 

works and how to use tools to assess and monitor the health status of clients. Before 

implementation, training should be provided and any concerns should be addressed. 

 

Pro moting different models among clients  

 

Existing communication channels should be utilized, to help 

clients make an informed decision on which option they 

prefer for treatment and drug delivery. Channels include 

health talks in waiting areas, support group s, home visits by 

community health workers, and discussion during clinical 

consultations.  

The information should also be incorporated into adherence 

counseling sessions, both during ART preparation and in 

the first few months on ART so that patients know what options are available from the onset. Posters and 

leaflets at the facility can be used to reinforce information and messages.  

The main items of information to communicate are:  

¶ What the available options are; 

¶ How these models work; 

¶ Who is eligible to participate;  

¶ Who to contact. 

 
Tool 4: Example of a poster on ARV adherence clubs   
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4.5  Monitoring implementation  

Both program and site managers should monitor key indicators to ensure the effectiveness of 

implementati on. Sites can monitor productivity indicators by using simple ratios such as:  

- the number of clients receiving care compared with the number of health workers, and 

- outcome indicators focusing on clientsô satisfaction and health outcomes.  

 

In both cases, sites need to compare the baseline value (before implementation of differentiated 

approaches) with the actual value when the approach has been used for a defined amount of time: the 

difference between the two sets of values will help with assessing the effects of differentiated care.  

Sites should also track the outcomes and costs of delivering differentiated services. Very often, these 

indicators are already part of routine data collection systems.  

Useful indicators that can be tracked to monitor progress include  

- Number of clients seen by heath workers per day; 

- Average waiting time at the site per client;  

- % of clients ñsatisfiedò or ñvery satisfiedò with service delivery at the site; 

- % appointments missed in target client groups over a certain period of time;  

- % of target client group currently receiving ART for 6 months or more;  

- Retention of target HIV client group over 12 months;  

- % of HIV client group virally suppressed or, where viral load testing is not available, 

demonstrated to be adherent; 

- TB treatment success rate for all new cases in client group. 

 

Tool 2: Example of a template to measure client waiting times and satisfaction  
 

Tool 3: Examples of tables to monitor differentiated care  

 

Tool 6: Example of an ART monitoring tool   
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Module 3 at a glance 

Aim 

Improve the efficiency, acceptability and uptake of drug delivery services by 

developing differentiated options based on client needs and preferences 

 

Key outcomes 

Differentiated drug delivery approaches can improve the outcomes, quality and 

cost-efficiency of treatment by:  

Å Improving the quality of service by rationalizing drug refill times and 

adapting drug delivery to the needs and preferences of patient groups, 

with improved treatment adherence and success 

Å Allowing service providers to focus resources on those in need 

Å Decreasing costs of drug delivery where possible 

V. Module 3:  
Differentiated Drug Delivery 

 
Summary of Module   

1 Introduction  40 

2 Identifying differentiated drug delivery opportunities  41 

3 What are the options? 42 

3.1  Appointment spacing  42 

3.2  Facility -based drug delivery 46 

3.3  Decentralized drug delivery 47 

4 How do I start?  53 

4.1  Defining the plan  53 

4.2  Assessing resource needs 54 

4.3  Understanding client groups needs and barriers 54 

4.4  Initiating implementation:  55 

4.5  Planning for drug supply and operations management 56 

4.6  Monitoring implementation  56 
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1 Introduction 

This module focuses on differentiated drug delivery approaches. Delivery includes providing (dispensing) 

drugs to patients as well as ensuring continuous, reliable and quality supplies of drugs and other 

commodities for treatment and care.  

Differentiated drug delivery approaches offer specific and cost-effective opportunities to innovate. They can 

differ to match the needs and preferences of specific client groups. Service providers have considerable 

flexibility for designing options based on: service location, frequency of visits, and type of provider. xxiv xxv 

Specific examples include:  

¶ Facility -based drug delivery , such as: 

- Fast-track drug refill: clients have direct access to the pharmacy for drug refills (useful 

for facility -based and community-based models); 

- Facility -based distribution groups: peer counselors distribute drugs  to groups members 

(also possible for community -based adherence clubs); 

- Decentralized drug delivery at peripheral / lower -level health facilities;  

- Decentralized drug delivery by health-facility staff in communities;  

¶ Community -based drug delivery  through client groups or lay providers;  

¶ Appointment spacing : supplying drugs for longer periods, allowing reduction of clinical 

consultation frequency (for facility - and community -based models). 

 

Figure 6: Summary ï approaches for differentiated drug delivery xxvi  

 

 

                                                        
xxiv WHO Operational Guidelines 
xxv An International AIDS Society project on Differentiated Models of ART Delivery  is currently in progress and a report on the 
findings should be available in mid -2016 
xxvi Modified summary of approaches from MSF report - Reaching closer to home. Médecins Sans Frontières Dec. 2013, with cost 
efficiency estimations from footnote xxxvi and references 65, 67 
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2 Identifying differentiated drug delivery opportunities  

The following questions will help managers to use available data to identify opportunities to adapt 

differentiated drug delivery approaches  to their context:  

 

a) What is the profile of clients in my facility? To address this question, one can look at factors 

such as:  

¶ Patient composition  ï for example, stable clients who have been on treatment for a long time 

vs. numbers of new clients; 

¶ Personal constraints  ï for example, number of clients located in remote communities with 

long travel time, distance or high travel costs to the facility.  

 

b) What barriers are clients or service providers facing?  

 

Substantial loss-to-follow -up is frequently a feature of HIV and TB treatment. 49, 50 51. This is influenced by a 

range of barriers that affect both clients and service providers: 

¶ Client perspective ï Examples of typical barriers52 for access and adherence to treatment 

include:  

- Physical barriers to access (distance to the facility, difficult travel conditions, poor 

availability of drugs);  

- Time and cost constraints  (e.g. remote location, constraining work hours, travel cost, 

loss of income while accessing health services, long waiting times); 

- Stigma  from community, family or service provider (e.g. lack of privacy, confidentiality 

or respect);  

- Lack of treatment support  from peers, community or family.  

¶ Service-provider perspective  ï Barriers may include:  

- High volume of clients  at the facility, leading to congestion and lengthy waiting times 

for clinical appointments and at the pharmacy;  

- Supply chain difficulties  such as national or local shortages, logistics problems, 

problems with quantification, ordering and inventory management;  

- Inadequate tools and space for dispensary record-keeping, storage and security against 

theft of drugs;  

- Lack of human resources for pharmacy management and dispensing. 

 

c) What are the opportunities to adjust the current service -delivery model?  

 

Sites need to develop approaches that best address clientsô needs and constraints, while working around 

the constraints of service providers, potentially offering several combination options to clients. Any service -

delivery model is a combination of three factors, each of which has potential for adjustment:  

- Who provides the service ï e.g. doctors, nurses, lay community health workers, clients; 

- Where the service is provided ï at various points in the health centers (regional and district 

hospitals, health centers, dispensaries, etc) vs. distribution points in communities or at home;  

- How often  the service is provided ï e.g. every three months for drug refills (depending on 

maximum duration of refill that may be given).  
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Facilities can vary the frequency of visits, type of service provider, or service location to improve client 

satisfaction. These should improve retention in care and are observed to be more cost-effective in most 

instances. Improving drug management systems such as stock control, theft prevention and maintaining 

effective relationships with suppliers will also support cost -effectiveness, help to maintain consistent 

service quality and influence retention in care.  

d) Which site contexts are most relevant for implementing these approaches?  

 

Differentiated drug delivery approaches  should be considered by all sites, based on client feedback and 

interest in uptake of these models, and assessment of available data. However, they are particularly 

suitable for sites with a high volume of clients or clients traveling from remote areas.  

High-volume sites with long waiting times will benefit from innovations that reduce congestion and the 

time that clients spend at the facility. For clients from remote areas, a differentiated approach could be 

utilized to bring treatment closer to them and reduce or eliminate their transport costs/times.  

The community context should also be taken into account, for example what levels of stigmatization are 

there, what peer networks are available? Staff will need to work with clients to understand these factors 

and help to minimize stigmatization and make optimum use of peer support for adherence and follow -up. 

 

 

3 What are the options? 

3.1  Appointment spacing  

Description of the approach:  Appointment spacing is an approach that can be applied across 

community - and facility -based approaches. In facilities, frequent clinic visits and follow -ups are often 

required for all clients, regardless of how long they have been on treatment; sometimes several visits for 

check-ups are required even before treatment is started.  

Treatment for new HIV clients is monitored closely e.g. at weekly or bi -weekly appointments. Established 

and stable clients usually get the maximum duration of drug refill possible ( three months in most settings). 

TB treatment is monitored weekly durin g the intensive phase, then every two weeks for the continuation 

phase.  
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Based on WHO criteria, sites can offer different appointment frequencies on the basis of the clientôs profile. 

For example, they can offer separate appointments for clinical consultat ions (once every three or six 

months) and for drug refills. Frequency of clinical consultations could reduce to once per year for stable 

HIV clients who have been on treatment for more than 12 months and are virally suppressed and have good 

adherence; they can be allowed drug refills for extended periods (e.g. re-supply every three months) 53  

For TB patients, the duration of drug refill can be varied, based on the model of treatment. For example, if 

the client comes to the facility for DOTS, then the drugs are given on a daily basis. If the client chooses to 

have a family member or community health worker facilitate DOTS, drugs can be provided for one or two 

weeks (or more during the continuation phase if the patient is stable).  

 

Figure 7: Potential cost sav ings from appointment spacing, TASO Uganda  
 

 
 

Methodology: Calculation of potential cost savings from appointment spacing TASO, 

Uganda xxvii   

 

Step 1: Identify drivers of treatment cost for patients  

¶ Staff costs ï personnel providing direct services and assistance to ART clients; 

¶ Operational costs  ï clinic equipment and furniture, land and clinic rental, car and related costs, utilities 

such as electricity, water, phone, etc; 

¶ Drug costs ï pharmacy services, drugs including ARVs, opportunistic infections, vitamins, nutritional 

support;  

¶ Laboratory costs  ï lab services and supplies; 

¶ Training costs  ï workshops, training activities, supervision and support costs.  

 

Step 2: Compute baseline cost per client visit  

Average cost per TASO client visit based on 2012 cost analysis = US$38.86 per visit.  

 

Step 3: Estimate annual cost of treatment based on frequency of drug refills  

¶ two-month refill based on six visits per patient per year = US$233;  

¶ three-month refill assumes reducing visits per patient from six to four  per year with 33 percent savings 

in staff and operational costs (based on breakdown from Step 1) = US$189; 

¶ six-month refill assumes reducing visits per patient from four  to two per year with 50 percent savings in 

staff and operational costs (based on breakdown from Step 1) = US$146. 

  

                                                        
xxvii  Based on research on patient treatment cost in TASO, Uganda from Retrospective review of task -shifting community -based 

programs supporting ART treatment and retention in Uganda . Okoboi S (unpublished) 
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Example 13: Appointment spacing ï Riruta, Kenya xxviii   

 

Site context: Riruta Health Centre is situated on the outskirts of Nairobi and provides HIV, TB and 

parent/c hild health care. In 2014, 42 staff (including 11 volunteer community health workers) served ~120 

clients per day  

 

What Riruta Health Centre did : With large numbers of HIV clients each day, the center realized an 

opportunity to reduce the frequency of drug refills for their more stable clients who had been on treatment 

for more than 12 months.  

 

Performance : As of February 2015, 50 percent of ART clients had drug-refill durations longer than three 

months. The percentage of clients lost-to-follow -up on three- and four -month drug refills was 10 percent 

and 4 percent, respectively, compared to the overall loss-to-follow -up of 26 percent for the facili ty. While 

there is a bias in the selection of more stable clients with good adherence history, it suggests that 

appointment spacing does not increase the likelihood of loss-to-follow -up. 

 

Key messages:  

¶ Drug supply planning ï long-term drug forecasting was needed to ensure adequate drug supplies. The 

facility realized that although they submit monthly drug requests to the procurement agency, they had 

to do quarterly forecasting of their needs to cater to clients receiving three to four months of drug 

refills ; 

¶ Regular viral load monitoring is needed to track client health outcomes such as adherence to ensure no 

deterioration in health despite less-frequent clinical interactions.  

 

  

                                                        
xxviii  Global Fund field visits in 2014ï2015 and follow-ups 
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Example 14 : Fast track refills and appointment spacing ï Homa Bay, Kenya xxix  

 

Sit e context : Homa Bay County Referral Hospital (HBCRH) is a regional Level 5 hospital, providing ART 

since 2004, with ~8 ,000 clients currently on ART. In 2014, 156 health providers and 60 community health 

workers served ~150 clients per day. 

 

What HBCRH did : The clinic identified a high proportion of stable ART clients. In November 2014 they 

started to offer six-month clinical appointments and fast -track drug refills every three months for stable 

clients.  

Figure 8: Decision -making criteria for appointment spacing in HBCRH:  

 
 

Performance : As of May 2015, ~1,839 clients were enrolled in the six-month appointment -spacing pilot 

in Homa Bay, with encouraging preliminary results in the attendance of expected patients. Eighty-three 

percent of clients on three-month refills and 86  percent of clients on six-month refills attended their 

appointments on time. xxx.   

 

Key messages:  

¶ Clinicians took some time to buy into the new approachï initially, they were either uncomfortable 

giving six-month appointments or did not spend enough time sensitizing the clients to it, and uptake 

was low. When clinicians understood the benefits of the model for the clients and the facility, they 

became vocal advocates for it; 

¶ Regular reporting in customized templates to track the success and progress of the six-month 

appointments was important, to track the number of appointments given by clinicians (which 

highlighted the initial low up -take) and patient attendance. 

 

 

Observed efficiency:  Data from other sites illustrates some potential cost efficiencies: 

- Preliminary cost analysis from TASO in Uganda shows that up to 20 percent cost-efficiency 

can be achieved by reducing the operational and staff costs of treatment per patient through 

three-month or six -month drug refills;  

- Similar results from the Infectious Diseases Institutes in Kampala showed that cost per person 

per year fell by nearly 20 percent when stable individuals had three-monthly consultations 

with a nurse, six-monthly consultations with a physician, and monthly pharmacy -only ART 

refills, although individual outcomes were similar between patient groups. 54 

 

                                                        
xxix  Global Fund field visits in 2014ï2015 and follow-ups 
xxx Preliminary results compiled by Homa Bay county and Médecins Sans Frontières 
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3.2  Facility -based drug delivery  

Fast -track drug refill  

 

Sites can adapt the clientsô pathways, based on the purpose of their visit and eligibility to skip a few steps of 

the process. For example, stable ARV clients with a good adherence record could be ñfast-trackedò and 

access the pharmacy directly for refills; they would see the clinician at longer intervals depending on their 

condition and treatment protocols.  

By adapting client flows to the purpose of clientsô visits, average client time at the facility and service 

bottlenecks can be reduced.55 Patient satisfaction is likely to rise and adherence to treatment should 

improve. 56  

Facility -based drug delivery groups  

 

This involv es group distribution of drugs for stable clients attending adherence clubs at the facility. Clubs 

are facilitated by peer educators or expert clients, with referrals to nurses and/or doctors when required. 

They also function as peer-support groups. They have been piloted and implemented by MSF in several 

contexts, as well as by other organizations.  

The evidence is that clients receiving their drugs through such groups have similar health outcomes to 

those receiving facility-based treatment; the clubs receive positive feedback from clients and service 

providers alike.  xxxi,57 They typically consist of groups of up to 30 clients who meet every few months 

(according to maximum drug refill available) for less than an hour.  

Participation is offered to all adults w ho have been on ART for at least 12 months and are considered 

clinically stable with an undetectable viral load (where available). Essential tasks such as weighing and 

symptom-based health assessments are provided by a trained peer educator or expert client58 who acts as 

the club facilitator. Assessments are captured in patient records and monitored by clinic staff via a 

reporting linkage between the club facilitator and the clinic.  

Any client reporting symptoms is referred back to the main ART clinic for p rioritized assessment by a 

nurse. All members of the club see a nurse twice a year ï once for blood tests and then two months later for 

their annual clinical check -up. The club facilitator is also responsible for completing the club register.  

Observed effi ciency:  Other data illustrate potential cost efficiencies from on -site clubs: 

- A cost-effectiveness study in South Africa showed that the cost per patient year was 45 percent 

lower in the adherence-club model compared to the mainstream model of care; 

- The adherence-club model poses fewer barriers to ongoing access to care: with shorter waiting 

times, higher acceptability of services, and fewer missed clinic appointments.59  

 

Adherence clubs decongest facilities by shifting consultations and drug collections for stable clients to non-

clinical staff (e.g. peer educators). xxxii  The clubs reduce the time clients spend at the clinic, and provide peer 

support and more flexibility (e.g. meetings on Saturday morning for working adults). For the facility, task -

shifting hel ps to reduce the cost of treatment and the workload. 

  

                                                        
xxxi Qualitative feedback from club members and service providers in 2015 from medication adherence clubs in Kibera, Kenya 
xxxii  Qualitative feedback from club members and service providers in 2015 from medication adherence clubs in Kibera, Kenya 
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Example 15 : Medication Adherence Clubs (MACs) ï Kibera, Kenya 60  

 

Context : In Kibera, Nairobi, the health clinic provides primary healthcare, HIV care and treatment 

(5,000+ active patients), non-communicable diseases (2,000+ patients), TB services (~30 currently active 

patients), and maternity services.  

  

What happened in Kibera : In 2013, MSF and the Kenyan Ministry of Health introduced MACs as an 

alternative to standard care for stable HIV, diabetic and hypertension patients in Kibera, Nairobi. MACs 

enable groups of up to 30 HIV/NCD patients to collect medication refills every three months on Saturday 

mornings.  

 

Performance : Of 5,028 HIV/NCD patients at Kibera, 44  percent were eligible and 1,432 (64 percent) 

then enrolled in MACs. A total of 43 (2  percent) were referred back to clinical care. A total of 109 MAC 

meetings were held, representing 2,208 individual refills. From patient feedback, MACs are seen as 

acceptable, timesaving, and a source of disease information and peer support. 

 

Key messages:  

¶ Successful integration of care for NCDs and HIV is feasible and beneficial, based on this; 

¶ These MACs were organized in an high-density population area of urban Nairobi; different settings 

such as rural areas where clients have to travel further to clinics might require an adapted approach;  

¶ Clearly defined health outcomes were used to measure client progress and ensure adherence to 

treatment, with entry of data into the MAC register that  was validated by facility staff before entering 

into the patient files.  

 

 

3.3  Decentralized drug delivery  

Two possible options are utilized for drug delivery outside the facility and closer to the community but still 

under the supervision of medical staff. These are: delivery at existing peripheral health facilities, and 

community drug distribution points.  

Decentralized drug delivery at peripheral health facilities   

 

Facilities can decentralize treatment and care to peripheral facilities (e.g. health posts in Senegal or Level 2 

dispensaries in Kenya). These facilities refer clients to the higher-level facility  in the event of any 

complications. The health outcomes of patients at primary health clinics is typically as good as, or better 

than, the outcomes at a hospital-based clinic and the cost of treatment per patient is lower.61   

Additional logistics and train ing are needed, so decentralization of drug delivery only makes sense if it 

serves a specified minimum volume of patients. For instance, a group of 10-15 patients was cost-effective 

for health posts to provide treatment and care in Senegal. This number will vary depending on context and 

prevalence and sites should conduct an analysis prior to planning decentralization.  

Decentralized drug delivery in communities by health -facility staff  

 

Facilities can bring drug delivery closer to clients through community  drug distribution points  (CDDPs). 

Clients visit the distribution point every two or three months for drug refill and report to the facility every 

six months or annually for clinical tests. The tests could also be facilitated by collecting the blood samples 

at the distribution point and transporting them to the laboratory in the facility for processing.  

 



 

 

Page 48  

Example 16:  Decentralized health facility ART delivery ï Ziguinchor, Senegal xxxiii   

 

Context : In Senegal, each of the 76 districts typically has one main health center providing all HIV care 

and treatment, including drug delivery.  

 

What happened in Bignona District, Ziguinchor : In 2013, the Ministry of Health decentralized HIV 

services, in particular drug delivery, to health -post level in 16 districts. Districts were selected on the basis 

of prevalence; health posts were selected on the basis of coverage area, distance to the main health center, 

and local availability of a lab. Patients collect their drugs at the health post, but go to the health center for 

consultations and care in some cases (and less frequently). 

 

Performance : Decentralization of drug delivery is effective in eight out of thirty health posts in the 

district of Bignona. There was promising impact on the loss-to-follow -up at the health posts vs. the health 

center ï it is 17 percent at the health center, and just 1 percent at the health posts. 

 

Key messages:  

¶ Staff training was required to raise the awareness of doctors and about the decentralization to get their 

buy-in and full support and  reduce their fears of an increase in supervision load; 

¶ Health posts had to reorganize to provide a separate area for client consultation (to maintain 

confidentiality) and adequate space for drugs and files storage. 

 

 

 

Observed efficiency: CDDPs are a means of reaching clients in 

their own communities and reducing treatment costs for the facility. 

Preliminary analysis shows that CDDP models have a lower cost of 

service delivery (~20 percent reduction in cost per patient per year) 

while achieving similar or better health outcomes (Figure 9).  

MSF launched similar CDDPs (PODIs) in Kinshasa, Democratic 

Republic of Congo.xxxiv Three CDDPs were opened throughout the city, 

enabling 2,500 HIV patients to access ARTs in their community. 

Preliminary research indicates that the cost at the CDDPs is just 40 

percent of the cost at a public health center62 (mainly attributed to 

lower human-resources expenditures in response to task-shifting). 

From the patientôs perspective, travel costs were estimated to be three 

times higher when attending health centers than when attending 

CDDPs; average waiting time was 85 minutes at the health centers 

compared with just 12 minutes at CDDPs.  

  

                                                        
xxxiii  Global Fund field visits in 2014ï2015 and follow-ups 
xxxiv In French, CDDPs are referred to as PODIs ï Points de Distribution Communautaires  

Further reading 

Å MSF toolkits:  

-  Reaching closer to 
home,  

-  Community ART 
Group toolkit,  

-  Community 
engagement for 
antiretroviral 
treatment, etc. 
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Example 17:  Decentralized community drug delivery ï TASO, Uganda xxxv 
 

What TASO does : Stable HIV clients on ART receive their drugs and CD4 test in their own community 

from a professional health worker every two to three months at a CDDP. Expert clients are in charge of 

supporting adherence and reminding clients of appointments.  

 

Performa nce : ~Sixty percent of TASO clients on ART receive community-based care. This has 

contributed to reduced congestion and waiting time for consultations for clients at the clinic.  

 

Figure 9: TASOôs split of clients between facility and community-based approaches  

 
Further, outcomes from the CDDP model are better or equivalent to those from facility -based models: better 

CD4 evolution, fewer appointments missed, and higher 12-month retention.  

 

Figure 10: Impact of TASOôs CDDP model on outcomesxxxvi  

 

 
 

Key messages:  

¶ Clearly defined eligibility and exclusion criteria were set by for the community models: having been on 

ART for more than ten weeks; clinically stable with CD4 count above 350; adherence record above 95 

percent; and client consent; 

¶ The CDDP model has produced results that are at least as good, and often better than, clinic-based drug 

delivery for stable clients. 

  

                                                        
xxxv Global Fund field visits in 2014ï2015 and follow-ups 
xxxvi 1. Data from Jinja TASO site and Mulago TASO site databases (Dec 2012ïSept. 2014) : 
2. Including only patients with at least two CD4 counts in the period and with first count >350  
3. Patients in CDDP before Dec 2012  
4. Data from TASO Entebbe; retention data for the 12-month cohort as of end of September 2014 (started ART in JulyïSeptember 
2013) 






















































