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Whole Systems Assessment and Response: HIV/AIDS and STIs

Systemic Impact of ART Scale-up in Kumasi, Ghana
Research Protocol  

1. 
Background  
The last three years have witnessed an unstoppable impetus to accelerate scale-up of programmes to deliver anti-retroviral therapies (ART) for HIV/AIDS in poorer countries where the burden of prevalent infections is high; and where the vast majority of HIV infected individuals live. Several factors have driven this. In 2001 the United Nations General Declaration of Commitment on HIV/AIDS1 was adopted which created the political platform for expanding ART treatment in poorer settings; in 2002 Guideline 6 of the International Guidelines on HIV/AIDS and Human Rights was consequently amended to state that universal access to treatment and care was necessary to respect, protect and fulfil human rights related to health.2 On World AIDS Day in 2003, the WHO and UNAIDS launched the “3 by 5” initiative to provide treatment for 3 million people living with HIV/AIDS in low- and middle-income countries by the end of 2005.3 The implementation of the “3 by 5” goals has been financially supported through a number of other global initiatives including the World Bank Multi Country HIV/AIDS Programme (MAP), the Global Fund to fight AIDS, Tuberculosis and Malaria (GFATM), and the US President’s Emergency Plan for HIV/AIDS Relief (PEPFAR).4 

Since December 2003 the coverage of ART programmes in poorer countries has more than doubled from 400,000 to approximately 1 million people by June 2005; 500,000 of them in Sub-Saharan Africa.5 Funding has been almost exclusively from international sources, and rose from US$2.1 billion in 2001 to US$6.1 billion in 20046; with an estimated US$27 billion available or pledged for the period 2005-2007.5 Traditional approaches to choosing priorities for funding have been based on cost utility ratios for different health interventions. These aggregate gains in quality or disability adjusted life years (QALYs/DALYs) across populations affected by the interventions. Even with currently reduced prices of antiretroviral drugs, the cheapest cost of treatment is about US$280 annually and, since treatment is for life, the cost per DALY cannot therefore be less than this. Thus ART is a less efficient investment than most modalities of HIV prevention including peer education among sex workers (US$1 per DALY),7,8, STI control in the general population (US$13 per DALY),9;10 voluntary counselling and testing services (USD13-17 per DALY),11 as well as many other public health interventions such as immunization and oral rehydration for infant GI infections.12 

A health-economic justification for investment in ART programmes can therefore only be elaborated by extending the way in which utilities and benefits are measured to include long term impact of HIV/AIDS on economic growth, and health system development. Proponents of ART scale-up have identified two additional dimensions to the utilities derived from ART programmes. First, attempts have been made to explore the longer term impacts of economic growth and development through economic modelling.13,14 Findings suggest that HIV may have catastrophic effects on economic development trajectories through decreased labour participation and tax bases, increased household preference for present consumption over saving, and reduced spending on education. 

Second, it has been argued that ART scale up will have positive effects on wider health systems through enhancing physical and technical infrastructure and developing the capacity of health sector personnel.3,5,15 However, in order for this to occur it is acknowledged that focused work will need to be carried out to strengthen planning and management functions and capacity within national ministries of health to promote synergy between ART programmes and the wider health system, and to ensure that ART policies and programmes are designed to go with the grain of primary health care, and the comprehensive national programmes for prevention, treatment, care and impact mitigation of HIV/AIDS. However it is quite feasible that ART scale-up programmes could have negative effects on health systems. ART scale-up is often delivered through “vertical programmes” which de facto build parallel healthcare delivery systems requiring high levels of input and attention from health ministries; further reducing their capacity to deliver coordinated services and coherent policies across the health sector. In addition there are concerns that these vertical programmes will “poach” resources and skilled personnel away from the generic public health system through being able to offer better pay in enterprises which are not subject to macro-economic constraints that limit public spending.16;17 

Although, the argument that ART scale-up will enhance wider health systems has been central to the justification of the 3 by 5 initiative, the framework for monitoring and evaluation of ART scale up put in place by WHO concentrates almost exclusively on monitoring a) the numbers of people receiving ART; b) clinical outcomes and c) development of resistance to ART drugs. There is only one published report which seeks to address health system impact.18 This report from Tanzania found that that new funds for HIV/AIDS have led to a situation where the National HIV/AIDS Care and Treatment Plan (NCTP) overwhelms the country’s total non-HIV/AIDS health budget, and is doing little to drive the development of the overall health system; or to deliver improvements in the country’s fragmented and under-funded HIV prevention programmes. The report points to significant problems in the coordination of the activities of a number of different initiatives as well as the “parachuting in of targets” which cut across nationally developed programmes and targets. 

The extent of both positive and negative impacts of ART scale up on the wider health system is likely to be influenced by the background prevalence of HIV since this will determine the ultimate size of the programme. Ghana represents a context of low HIV prevalence and early stage scale up. The most recent sentinel survey recorded a national prevalence of 3.1%,19 and current ART coverage of 4%, well below the average coverage level of 11% for Sub-Saharan Africa.5 Rapid expansion is planned over the next 4 years. The study here proposed will represent the first systematic attempt within the country to document the effects of ART scale up on the wider health system. 
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2. Purpose, aim and objectives 
2.1. WSAR 
Project purpose 
Whole Systems Assessment and Response (WSAR) seeks to develop, through multi-country studies, a systematic and holistic approach to the assessment of interactions between HIV programmes and the wider environmental context. 
The overall purpose of the WSAR project is two-fold:

i. To understand the epidemiological and health system impacts of ART scale-up 
ii. To field test and further develop the WSAR approach and toolkit


2.2. 






Aims and objectives of the study in Kumasi, Ghana
Aim  

i. To investigate the impact of ART scale up on the health care system 
ii. To identify strategies for implementing scale up in ways that optimise intended positive impacts and mitigate unintended negative impacts on the health system. 
i. 
Objectives

i. To characterize the structures, processes, and resources through which scaled up ART delivery is being implemented 
ii. To identify the impact of scale up of ART on different aspects of the health systems including the level and distribution of financial resources; provision of health services including HIV primary prevention, VCT,  prevention of MTCT etc.;  and human resources for health including capacities, workload, morale and HIV stigma. 
iii. To understand how these impacts occur and how they are linked 
iv. 
v. To propose actions to promote positive impacts and mitigate negative impacts
vi. To use the information generated to facilitate the development of a toolkit useable for similar purposes in resource poor settings
3. Study location 20, 21, 22
The proposed setting for the WSAR study is the ART delivery programme at the Komfo Anokye Teaching Hospital (KATH) in Kumasi, Ghana. The population of Kumasi is 862,000. The largest ethnic group is the Ashanti. Approximately 80% of the population is Christian and 20% Muslim, with a small number of traditionalists. Other health facilities in the city other than KATH are 5 public clinics and 57 private clinics (1992 figures). The Ashanti Region hosts 311 health facilities (district hospitals, health centres and health clinics), 139 (44.7%) of which are government-run while the remainder are mission and private facilities. 

KATH is the second largest hospital in the country and affiliated with School of Medical Sciences, Kwame Nkrumah University of Science and Technology (KNUST) in Kumasi, Ghana's second largest city. The 1000 bed hospital, with about xxx physicians and 660 nurses, serves as a referral centre for the Ashanti Region and large parts of the Eastern, Central, Northern and Western Regions. It has 8 clinical directorates - Medicine, Surgery, Child Health, Obstetrics and Gynaecology, Allied services, Pathology and Diagnosis, Anaesthesia and Intensive Care, and Polyclinic. 
The ART programme began in February 2004 and is managed by the directorate of Medicine. The clinics run twice weekly. About 2000 patients are enrolled on the programme of which about 820 (41%) have started receiving anti-retroviral drugs. The majority of patients are female and most enrolment (88%) takes place through diagnostic testing (DCT). In the 12 month period between February 2004 and 2005, 750 patients were enrolled through DCT compared to 100 through VCT.

4. 







Protocol Overview and Timeline
The project will be conducted in four phases between May 2005 and March 2006.
	Phase
 
	Overview 
	Timeline 

	I
	Compilation and analysis of routine data and documentation describing the epidemiology of HIV and related infections, profile of HIV prevention and treatment initiatives, health system and development programmes (national and locally)

	May – July 2005

	II
	Initial assessment. One week visit by WSAR team to (i) complete system profile, (ii) conduct initial key stakeholder interviews, (iii) develop key hypotheses and field work methods, (iii) define the scale and scope of the study, and (iv) identify local collaborator and fieldwork team

	July 24 – 29, 2005

	III
	Fieldwork. Primary data generation through (a) participant observation, review of existing data and mapping of ART and other health services; (b) compilation of existing institutional and regional-level data on  (i) financing and expenditure; (ii) organisation and delivery of services; and (iii) human resources; (c) qualitative and quantitative interviews and focus groups with primary stakeholders (HIV patients receiving and not receiving ART; other patients; ART and non-ART health professionals); (d) entry of the quantitative data for analysis; and (e) transcribing of recorded interviews, focus group discussions and field notes.  


	December


 2005- 20th February 2006


	IV
	Analysis and reporting. Analysis of routine and field data, participatory development of ART scale up strategies with local stakeholders, report dissemination strategy.
	February 

- March 2006
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Phases 1 and II have been completed as planned and the subsequent sections of this protocol are devoted to phases III and IV.
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5. Phase III: Fieldwork Methods

This is a cross sectional, non-interventional study combining quantitative and qualitative research methodologies with primary and secondary data collection.  
5.1. Study parameters

Within the context of the current scope of the ART programme in Ghana, the dimensions of health systems which may be affected by ART scale-up are:

i. Health financing and expenditure; 
ii. Patterns of health care provision and utilisation; and 
iii. Human resources. 
The parameters to be measured were refined and operationalised during phases I and II. They will be measured at hospital and service delivery levels as appropriate using routine data; and one-to-one and focus group interviews with health professionals and patients.
5.2. Component Studies
There will be five parallel sub-phases of data collection:
i. Compilation and collation of routine hospital-level data
ii. A questionnaire survey among health professionals

iii. Qualitative semi-structured interviews with health professionals 

iv. Questionnaire-based interviews with patients
v. Focus groups with patients

5.2.1. Compilation and collation of routine hospital-level data

There will be two interrelated parts in this study:
i. Description of the current status of the ART service and other health services in KATH; and

ii. Compilation/entry of routine data into a pre-designed electronic data entry form and comparative analysis of routine data to examine changes in health financing; delivery of services and human resources.
5.2.1.1. Description of the ART programme and other health services in KATH
This will be based on compilation of the existing ART and other hospital data, participant observation and mapping of services and will describe
· KATH health services/directorates/units, their key functions, human and other capacities and resources;

· The development of the ART programme in KATH since the start;

· Funding of the ART programme;

· Number of clinics and personnel involved in ART delivery;

· Number of patients enrolled and on ART stratified by age; sex; residence, ethnicity and other socio-economic characteristics (to be agreed between the collaborators);

· Treatment compliance rates;

· Drop-out rates;

· Drug-resistance rates;
· Rates of immune reconstitution syndrome and blood transfusion for drug-induced anaemia;
· Facilitators and barriers to programme delivery.
Deliverable 1 (in relation to Section 5.2.1.1.): 
· A (10 page) report providing a description of the KATH health services and ART programme and including narrative and statistical data in relation to the bullet points above. 
5.2.1.2. Measurement of changes in health care system
The data collected will include the absolute numbers of each indicator from which proportional rates will be calculated. The numerator and denominator for each required proportion will be specified in the data entry form. The data entry form is in Appendix 1. 
(1) 
Measures of changes in health financing and expenditure for three separate periods: (i) January - December 2002; (ii) January - December 2004; (iii) January - December 2005.
· Total hospital budget (THB) 
· Government expenditure share in THB (absolute numbers and as % of THB)
· Private expenditure share in THB (absolute numbers and as % of THB)
· External resources share in THB (absolute numbers and as % of THB)
· Total budget of each hospital directorate (TDB)(absolute numbers and as % of THB)
· Proportional government, private and external expenditure for each directorate  (absolute numbers and as % of TDB)
· 
· Total budget of each clinic (TCB) within the  directorate of Medicine (absolute numbers and as % of total budget of the directorate of Medicine)
· Proportional government, private and external expenditure for each clinic within the directorate of Medicine (absolute numbers and as % of TCB).
 


(2) Measures of change in patterns of health care provision and use for three separate periods: (i) January - December 2002; (ii) January - December 2004; (iii) January - December 2005.



· The number of in-patient clients admitted to each directorate by age, sex and diagnosis;

· The number of in-patient clients  discharged from each directorate by age, sex and diagnosis;

· Average length of stay (ALOS) in each directorate;
· The number of deaths among in-patient clients in each directorate by age, sex and cause of death;

· The number of out-patient clients seen in each directorate by age, sex and diagnosis;

· The number of in-patient clients admitted to each ward within the directorate of Medicine by age, sex and diagnosis;

· The number of in-patients clients  discharged from each ward within the directorate of Medicine by age, sex and diagnosis;

· The number of deaths among in-patient clients  occurred in each ward within the directorate of Medicine by age, sex and diagnosis; 

· The number of out-patient clients seen in each clinic within the directorate of Medicine by age, sex and diagnosis; 

· 
· 
· 
· 
· 
· The number of tests for HIV;

· Number of 
· voluntary (walk-in)  tests among all HIV tests (absolute number and as % of all HIV tests);
· Number of pregnant women tested for HIV (absolute number and as % out of all pregnant women seen in the hospital in a specified period of time);
· Number of HIV+ pregnant women receiving PMTCT (absolute number and as % of all HIV+ women seen in the hospital in a specified period of time);
· Number of HIV+ women who became pregnant after commencing ART (absolute number and as % of all women on ART in a specified period of time);
· Number of HIV+ women 
· requesting pregnancy termination (absolute number and as % of all pregnant women on ART in a specified period of time);
· Number of HIV+ patients tested for TB (absolute number and as % of all HIV+ people enrolled);
· Number of HIV+ patients tested for STIs (absolute number and as % of all HIV+ people enrolled);
· Number of 
· TB patients tested for HIV (absolute number and as % of all TB patients seen in a specified period of time);
· Number of STI patients tested for HIV (absolute number and as % of all STI patients seen in a specified period of time);
· Number of  TB cases found and cured under DOTS;
· Number of women prescribed modern contraceptive methods;

· Proportional distribution of types of contraception prescribed;

· Number of laboratory and radiological tests for G6PD, HBSAg, VDRL, Liver Function Tests, Full Blood Count, Urine, stool and sputum microscopy, and CXR by (a) all directorates; and (b) by clinics/wards of the Directorate of Medicine;  

· .
(3) 
Measures of changes in human resources for three separate periods: (i) January - December 2002; (ii) January - December 2004; (iii) January - December 2005.


· Total number of doctors, nurses and other health professionals in each directorate; 
· Number of doctors, nurses and other health professionals shared with other directorates for each directorate; 
· Total number of doctors, nurses and other health professionals in each clinic of the directorate of Medicine; 
· Number of doctors, nurses and other health professionals in the directorate of Medicine shared with other clinics of the directorate;

· Number of doctors, nurses and other health professionals who received professional training (short-term or long-term courses) by (a) directorates; (b) clinic within the directorate of Medicine in each specified period of time;

· Number of doctors, nurses and other health professionals who received HIV training (short-term or long-term courses) by (a) directorates; (b) clinics within the directorate of Medicine in each specified period of time;
· Staff sickness, absenteeism and turnover rates by (a) directorate; and (b) clinics within the directorate of Medicine in each specified period of time.
Deliverable 2 (in relation to 5.2.1.2.): 
· Electronic spreadsheet(s) with the data entered for each indicator outlined above.

5.2.2. A questionnaire survey among health professionals




The study is a questionnaire survey of at least 140 hospital workers (doctors, nurses, laboratory technicians, pharmacists, health managers and others) designed to measure :


-     Change in health staff working hours;
· Change in health staff workload;
· Change in the number of patients and complexity of cases seen;
· Change in the levels of stress;
· Change in attitudes towards HIV+ patients;

· Change in morale among health personnel; 
· Change in knowledge and skills about HIV and training opportunities;
· Change in remuneration and incentives (financial and non-monetary); and

· Change in working conditions including premises; equipment and resources available for the work;
· Links between ART scale-up and changes in hospital staff workload; working time; working conditions; stigma; morale and health service delivery.

Ascertainment of study data

By self-administered questionnaire. The questionnaire attached in Appendix 2 will be piloted with at least 5 randomly selected health workers who will not participate in the main survey.

Study sample

The total sample size will be one hundred and forty (140) workers. A list of all hospital personnel will be prepared for the whole hospital classified into the following groups : doctors, nurses, nursing assistants, laboratory technicians, pharmacists, health managers and others. In addition the list will indicate whether the worker is directly involved with the ART programme.  From this list samples will be drawn as follows:

1. Doctors,  nurses,  nursing assistants, pharmacists, laboratory assistants and other staff working in the ART programme;
2. Doctors, nurses, nursing assistants, pharmacists, laboratory assistants and other staff not involved in the ART programme. 
3. 
The number of staff selected from each stratum will be decided together with the KATH collaborator prior to the interviews. A list will be maintained of all individuals invited to participate in the survey, and those accepting and declining to participate.

Data management
The data from the questionnaires returned will be coded and entered in the Excel format.  Questionnaires and a complete dataset will be returned to Drs Renton, Tobi and Tkatchenko.  
Deliverable 3 (in relation to 5.2.2.): 

· Electronic spreadsheet(s) with questionnaire data entered
· List of all workers invited to participate with an indication in each case of those who did and did not respond.
· Questionnaires completed by at least 140 hospital workers (hardcopies)
5.2.3.  Semi-structured interviews with health professionals.

This part will include semi-structured qualitative interviews with at least 16 hospital workers identified as key informants in the various hospital directorates. The study will aim to elicit depth information with regard to similar issues to those covered in the staff questionnaire survey. 
Ascertainment of study data 
This will be achieved by semi-structured interviews guided by the topic guide attached in Appendix 3 by interviewer(s) chosen by the KATH collaborator. All interviews will be tape-recorded (with respondent’s agreement). 
Study sample

Two key informants from each directorate will be purposefully selected for the interviews. The informants will be suggested by the KATH collaborator and agreed between KATH and IC collaborators prior to the interviews. A list will be maintained of all individuals invited to participate in the survey, and those accepting and declining to participate.

A list of names of all individuals invited to participate together with an indication of whether they were actually interviewed and job title will be maintained. 
Data Management
Each interview will be recorded on a separate tape and transcribed into a computer word processing file by transcriber(s) recruited by the KATH collaborator. Tapes and transcription word processing files will be returned to Drs Renton, Tobi and Tkatchenko.  
Deliverable 4 (in relation to 5.2.3.):
· Electronic transcripts of interviews with at least 16 health professionals identified 
· 
· Description/characteristics of responders and non-responders 
· Tapes and notes and observations of interviewers (hard copies)



5.2.4. Questionnaire-based interviews with patients

i. 
ii. 
iii. 
This part of the study will examine perceptions of the ART programme by patients; and their views on the impact of the programme on health care services.  Information sought will relate to:

· Change in access to services;

· Change in perception of health status;

· Change in economic productivity and income generation;

· Change in access to and patterns of utilisation of services;

· Change in health expenditures (direct and indirect);

· Change in risk behaviour;

· Change in stigma and relationships with the community and social networks.

Ascertainment of Study Data

By interviewer completed questionnaire. The questionnaire attached in Appendix  4 will be piloted with at least 5 randomly selected patients who will not participate in the main survey.

Study Sample

One hundred and fifty (150) out-patients will be recruited from 3 patient groups

iv. Patients on ART; 
v. Patients enrolled but not on ART; 
vi. TB patients. 
ART patients will be recruited when they come for ART drugs and/or examination; Enrolled (non-ART) patients will be recruited when they come for their routine monitoring visits; TB patients will be recruited when they come for TB treatment. All patients coming to the clinic will be approached and interviewed (subject to their consent) until the required sample size is achieved. Patients will be interviewed at the end of their visit to the hospital. 
A list will be maintained of all individuals invited to participate in the survey, and those accepting and declining to participate with a note of which patient group they belong to.
Data Management
· 
· 
· 
· 
· 
· 
· 
· 
· 
· 
· 
The data from the questionnaires returned will be coded and entered in the format outlined in Appendix 2.  Questionnaires and a complete dataset will be returned to Drs Renton, Tobi and Tkatchenko.  

Deliverables 5 (in relation to 5.2.4.):
· 
· Electronic spreadsheet(s) with data entered
· Description/characteristics of responders and non-responders 
· Questionnaires with at least 150 patients (hardcopy) 

5.2.5. Focus groups with patients






Two separate patient focus groups will be held for HIV positive men and women receiving drug treatment. Each group shall comprise between 8 and 12 participants, a facilitator and recorder. 
Ascertainment of Study Parameters

The format and discussion topics for each group will be similar and follow the guidelines detailed in the focus group discussion guide (Appendix 5). Each focus group will be taped (with the participants’ consent) and the discussion will be transcribed. In addition the recorder will make manual notes of the group discussions.
Selection of Participants 

Only people on ART will participate in this study. The eligibility criteria are (a) receiving ART for at least three months; (b) using KATH as the main facility providing ART drugs. The groups will be divided by gender (1 male group and 1 female group) and will reflect the diversity of ART patients in KATH (age, ethnicity, religion, socio-economic status, place of residence). 
Deliverables 6 (in relation to 5.2.5.):
· Transcripts of the focus group discussions. 

· 
· Description/characteristics of discussants and those who refused to participate.
· Tapes, notes and observations of recorder (hard copies)


Deliverable 7

A brief report (up to 5 pages) describing the work done on all five studies, including study limitations, will be submitted to Drs Renton, Tobi and Tkatchenko at the end of the contract (20th February 2006).




i. 
ii. 
iii. 
a. 
b. 

6. Ethical approval and consent

Ethical approval will be sought locally from the Committee on Human Research, Publications and Ethics, School of Medical Sciences, University of Science & Technology, Kumasi, before commencing the study. A participant information sheet outlining the purpose, process and potential outcomes of the study will be given to each participant and a signed record of consent will be obtained. Where this is not appropriate, oral consent will be taken with a witness signature from the interviewer. 
The inclusion of HIV positive participants and access to patients’ personal and medical details are important ethical issues that arise in this study. To this end, their involvement as participants will be undertaken within a secure environment, namely:
i. The research consent form will contain an undertaking that any information obtained about their medical circumstances including HIV status will not be divulged to a third party without written consent. It will also guarantee the confidentiality of other personal details about them that may be collected in the course of the study 

ii. Focus group discussions for HIV positive participants shall be dedicated; that is they will not include HIV negative participants.
iii. Every effort will be made to ensure that only personnel employed in the ART programme, involved in patient treatment and care, or who otherwise already have access to patients records will be recruited as interviewers and interpreters in the study
iv. Information from participants collected in the process of the study will be stored in password-protected folders. Taped recordings of interviews and focus groups will be stored within the premises of the Department of Primary Care and Social Medicine at Imperial College under the custody of the Unit for International Public Health and Development. Transcriptions of the interviews will be stored in a restricted access folder in the department’s computer system

7. Detailed time-table of Phase III
	N

	Activity
	Time

	1
	The study protocol and contract sent to the KATH collaborator
	07/12/05

	2
	The KATH collaborator reviews the protocol, research instruments and contract
	07/12/05 - 12/12/05 

	3
	Feedback on the protocol, research instruments and contract sent to IC
	12/12/05

	4
	The protocol, research instruments and contract  are revised if necessary and agreed between the KATH and IC collaborators
	14/12/05

	5
	Sampling frame for health professionals survey; semi-structured interviews; and focus groups with patients agreed
	14/12/05

	6
	Work on the Report on KATH health services and ART programme (deliverable 1)
	15/12/05 - 04/01/05

	7
	The report on KATH health services and ART programme (deliverable 1) sent to IC
	05/01/05

	8
	Collecting and collating routine hospital data; entry data to an electronic spreadsheet
	15/12/05 - 04/01/05

	9
	An electronic spreadsheet with hospital routine data for three identified periods (deliverable 2) is sent to IC
	05/01/06

	10
	Questionnaires for patients and focus group topic guide questions are translated into local language(s)
	15/12/05 - 25/12/05

	11
	Ethics approval for the studies involving patients and health professionals obtained
	27/12/05

	12
	Piloting of questionnaire for health professionals
	27/12/05 - 04/01/06

	13
	Piloting of questionnaire for patients
	27/12/05 - 04/01/06

	14
	Feedback on piloting of the questionnaires
	05/01/06

	15
	Revision of the questionnaires if necessary
	06/01/06

	15
	Questionnaire survey among health professionals conducted
	09/01/06 - 20/01/06

	16
	Coding and entry of the health professionals questionnaire data
	21/01/06 - 05/02/06

	17
	Electronic spreadsheets with health professionals survey data; and  Description/characteristics of responders and non-responders are sent to IC (deliverable 3)

	06/02/06

	18
	Semi-structured interviews with health professionals conducted
	23/01/06 - 30/01/06

	19
	Transcription of interviews with health professionals
	31/01/06 - 12/02/06

	20
	Electronic transcripts of interviews with health professionals ; and Description/characteristics of responders and non-responders are sent to IC (deliverable 4)

	13/02/06

	21
	Questionnaire-based survey of patients
	09/01/06 - 20/01/06

	22
	Coding and entry of patients questionnaire data
	21/01/06 - 05/02/06

	23
	Electronic spreadsheets with patients survey data; and  Description/characteristics of responders and non-responders are sent to IC


	06/02/06

	24
	Focus group interviews with patients 
	23/01/06 - 30/01/06

	25
	Transcription of focus group interviews 
	31/01/06 - 12/02/06

	26
	Electronic transcripts of focus group interviews with patients ; notes and observations; and Description/characteristics of discussants and those who refused to participate will be sent to IC
	13/02/06

	27
	Hard copies of completed questionnaires with health professionals; patient questionnaires; notes of semi-structured interviews and focus groups;  and tapes of semi-structured interviews and focus groups are sent to IC
	17/02/06

	28
	Final report on the studies conducted in sent to IC
	20/02/06


8.  Phase IV: Analysis and reporting
Analysis of the data shall be done in three stages:

i. Quantitative data collected through questionnaire/interview-based studies will be anonymised, entered into a computerized database and analysed using descriptive statistics. Hypotheses will be tested with appropriate non-parametric and parametric statistical tests using SAS software.
ii. Qualitative data from the semi-structured interviews and focus groups shall be transcribed and analysed sequentially as the data is being collected.  The data will be preserved in their textual form and indexed (coded) to generate analytical categories. A deductive approach shall be taken whereby the analytical categories are identified prior to the analysis. The analytical process shall be based on a 5-stage framework approach: 
· Familiarisation with the data

· Identification of a thematic framework

· Coding or indexing (while refining the coding frame)

· Charting (by theme or case)

· Interpretation (typologies and associations)

iii. Triangulation and thematic synthesis of the quantitative and qualitative analyses. The qualitative data will be used to interpret and explain the results of the quantitative analysis
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Content





The different components of the HIV prevention response and the programme factors (characteristics). Content may also refers tobe interpreted to meanalso includes programme inputs, outputs and outcomes.





Context


The structural environment in which interventions are implemented. From the perspective of the overall HIV response, the environment is defined at 3 levels: (i) HIV epidemiological factors, (ii) the health system and (iii) development factors such as the political, legislative and socio-economic environment. From the perspective of one specific intervention programme, the other components of HIV response then constitute a 4th level of the environment.





Confluence


The content-context interface which identifies the pathways and mechanisms of interaction between programmes and the environments in which they exist. It describes how contextual factors influence programmes and how programme outcomes in turn alter the contextual environment.
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General macro - environmental factors





Context





The structural environment in which interventions are implemented. It comprisesincludes general structural factors such as the political, legislative and socio-economic and development environment, HIV epidermiologyepidemiology and the components of the health system. From the perspective of the overall HIV response, the environment is defined at 3 levels: epidemiological, system and macro-environmental. From the perspective of a subcomponent of the response, the other parts of the response programme then constitute a 4th level of the environment.











Confluence





The content-/context interface which. This dimension  describesfines the levels and mechanisms of interaction between programmes and the environment in which they operate. 
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