
RESULTS 
The tool can perform a variety of tasks once the user has entered 
all of the appropriate information into the relevant worksheets 
(e.g., client caseloads illustrated in Figure 2 and task-shifting/sharing
illustrated in Figure 3). The aforementioned pilots validated the
tool’s functions outlined in Figure 1.

 
BACKGROUND 
The adoption of the “Test and Start” strategy 
to accelerate the achievement of the 95-
95-95 goals has increased the number of 
people living with HIV receiving antiretroviral 
therapy (ART).  Stable HIV clients often do 
not require the same level of clinical oversight 
and can receive services through alternative 
models, allowing human resources for health 
(HRH) to focus on those clients who require 
regular monitoring.

Service providers have developed 
differentiated service delivery (DSD) models 
of care for clinically stable HIV clients as 
a way to increase efficiency. Identifying 
required and optimizing available HRH in 
high HIV burden countries is critical for 
treatment scale-up. To aid decision-making for 
implementation and resource allocation, the 
HRH2030 program, funded by the U.S. Agency 
for International Development (USAID 
through the U.S. President’s Emergency 
Plan for AIDS Relief (PEPFAR), developed a 
standardized client-focused Excel tool that 
guides users in estimating and optimizing 
HRH needs at both the facility and above-site 
levels. The tool allows for task shifting/sharing, 
which is a key strategy not only for HIV 
services but to close the estimated 18 million 
shortfall in health workers projected by 2030.

 
METHODS 
From August to December 2017, data were 
collected from 20 experienced health facilities 
providing HIV to more than 62,000 clients at 
facility- and/or community-based service points 
in Uganda Data were used to develop benchmark 
contact times for critical tasks performed by service 
providers along the ART service delivery continuum 
for DSD. Key data collected included: projected 
annual HIV client caseload (new and current on 
treatment); client classification (stable, unstable); 
client sub-population (adults, adolescents, children, 
and pregnant and breastfeeding women); DSD 
models implemented at site; and service provider 
types, numbers, task distribution, workload, and level 
of effort for HIV service delivery.  The types of data 
collected are shown in the table below.

Details of Data Collection for Tool Development 

 
METHODS (CONT’D) 
For contact time data, client flows for 395 HIV clients were 
observed for a total of 1,720 critical task observations over a period 
of over 64,000 minutes for four DSD models and standard care. 
Modeling was done where no observational data were available, and 
algorithms were developed to interact with user inputs (such as HIV 
client load and characteristics, HRH availability and variability, ability 
to task-shift/share and move clients across DSD models) to calculate 
full-time equivalent (FTE) HRH needs for various scenarios.

The prototype tool was piloted in both Cameroon and Uganda, and 
several expert stakeholder interactions at national and international 
levels have been utilized for further fine-tuning. It contains several 
worksheets with which the user can interface as described in 
Figure 1 below. 

 

The tool can be used to 
perform the following: 

• Identify FTE gaps or excesses in 
current staffing 

•  Apply task-shifting/sharing for 
critical ART task 

• Redistribute clients across DSD 
models for better staffing 
optimization 

• Provide evidence for decision- 
making (e.g., appropriate staffing mix, 
capacity building needs, or additional 
human resource requests)

CONCLUSIONS 
Country pilots have shown promising value for this tool as the use of DSD models globally is rapidly expanding. Implementation in additional high HIV burden settings will 
demonstrate further utility, accuracy, areas for additional refinement, and options for country-specific contextualization. Task-shifting/sharing will be a key element of 
successful implementation of DSD and may require policy changes at the country level. The tool allows the user to show that the sharing of tasks among cadres may help 
address staffing gaps and helps decision makers plan possible interventions to this end.
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Figure1. Listing of  Worksheets in the Tool

Figure 2. Client Distribution Worksheet

Respondents Data collection method No.
No. of observations of 

critical  ART delivery tasks

Facility Managers Interviews 18

ART Managers Interviews 20

ART Clinic Staff Interviews 130

Individual Timesheets 130

Focus Group Discussions 18

ART Clients Interviews 329

Client flows 395 1,720

DSD Technical Working Group Expert Consultations 40

Number of critical ART delivery task observations 
by differentiated ART service delivery model

Differentiated ART service delivery model name
No. of critical task 

observations

Out-of-facility client-managed group model 508

Out-of-facility individual health care worker managed model 232

Standard care model 477

Health care worker managed facility group model 147

Facility individual fast track model 356

Total 1,720

Figure 3. Illustrative Outputs for Task-shifting/sharing Scenarios
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