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ABSTRACT

East Africa and Southern Africa are the two regions most affected by the HIV/AIDS epidemic worldwide.
East Africa alone is home to more than six million people living with HIV/RE2Ble whose occupations
require travebuch as truckers and fisherfatka priority population with heightened risk for HiNany of

the people whimhabit areaegularly visited by mobile populations are also part of this priority papulation

The CrosBorder Health Integrated Partnership ProjectHIE®) worked from 20452019 to extendigh

quality integrated health servioasossborder and mobile populatidnsstrategic border areas and

waterways in East Africa. gtakeholders consider a transition pla@BaIPP project activitieshe United

States Agency ftrternational Development (USAIBast AfricaMissioncontracted witMEASURE
Evaluation, which is funded by USADhd t he United States Pres,todent ds
conducta performance evaluation of-BBPP andio assess the cost of €BPP programmatic scale.

The performancevaluation gathered information about each componentpof tlee g IStanaa@dsPackage

of activitiesand thecost assessment develop@dodel to projethe price of/arious scalep scenarios.

Results indicate that the-BIB°P model worked well to extend servicesossborder and mobile

populatios. Stakeholders were satisfied with the program and expressed interest in extending the reach and
scope of the activity. The estimated cost ofigagiithe program to six to ten additional sites ranges from
$1.32.6 million per year. Costs vary based on the number of sites and type of implementing partner selected.
At a dissemination meeting in February,Z2Keholders discussed recommenda¢igasimg the following
topics:several operational modifications to the program, programmatic expansiorfpstippadntinued
development of the interoperable digital HMIS and portable insurance scheme, and work with dtakeholders
build consensus aomho will lead policy advocacy moving forward.



Cross-Border Health
Integrated Partnership Project

Performance and Costing Evaluation

Milissa Markiewicz, MPH
Emily Weaver, PhD (team leader)
Lauren Morris, PhD

Khou Xiong, MPH

March 2020

MEASURE Evaluation

University of North Carolina at Chapel Hill
123 West Franklin Street, Suite 330
Chapel Hill, North Carolina 27516 USA
Phone : +1-919-445-9359
measure@unc.edu
www.measureevaluation.org

This publication was produced with the support of the United States Agency

for International Development (USAID) under the terms of MEASURE Evaluation
cooperative agreement AID-OAAL-14-00004. MEASURE Evaluation is
implemented by the Carolina Population Center, University of North Carolina at
Chapel Hill in partnership with ICF International; John Snow, Inc.; Management
Sciences for Health; Palladium; and Tulane University. Views expressed are not
necessarily those of USAID or the United States government. This report was
prepared independently by Milissa Markiewicz, Emily Weaver (team leader),
Lauren Morris, and Khou Xiong, MEASURE Evaluation. TRE-20-27

ISBN: 978-1-64232-239-2

USAID PEPFXR MEASU{E

FROM THE AMERICAN PEOPLE Evaluation



ACKNOWLEDGMENTS

MEASURE Evaluatidn a project funded lire United States Agency for International Development

(USAIDDand the United States Pr e sfiwhddikeGogharivmiemmugency Pl
Gakuqg at USAID/East Africafor hersupportandtechnicatlirectionof this studyWe are grateful for the

technical expertise and logistical assistance ptoyibedothy MurokiBoniface KitunguluandPeter

Ngangaof FHI360, implementing partner for the CiBesder Health Integrated Partnership Prdjiet.

would also like to thank our local consultant, Alice Onsarigo, for her tremendous support organizing

interviews in Kenya, Tanzania, and Ug&@wlasincere thanks toore than 108takeholders that

participated in interviewsnd thanks tathe MEASURE Evaluation knowledge managementtiased at

the University of North CarolimaChapel Hilfor editorial design, and production services.

Cover

A ferry crossing Lake Victoria . Photo: Emily Weaver, MEASURE Evaluation

Suggested citation

Markiewicz, M., Weaver, E., Morris, L., & Xiong, K. (2020). Cross -Border Health Integrated Partnership Project
Performance and Costing Evaluation. Chapel Hill, NC, USA: MEASURE Evaluation, University of North Carolina

4 CB-HIPP Performance and Costing Evaluation



CONTENTS

F N o] o=V =Y (o] o PP T PPPPPR 8...
EXECULIVE SUMIMAIY. .. 0uuuiiiiiiiiieiis e e eesses s aee s sessanaesaaeaaaeaaaaasessennnnenssssssssseseeseessnmmmnnnns 9.
T 0T 18 Tod 1o ) o 12
BaACKGIOUN......eeiiieiei et r ettt eeeereen e e e e e s b e e e e e e neeeeee e e aannes 12
CrossBorder Health Integrated Partnership Project..........cccccooeeeeee i 12
CB-HIPP Performance and Costing Evaluatian..................cooeeeeiiiiiiieiieeeeeee e 14
Y11 0T PP RPR SRR 15
Performance EValUALION.............couii e seesmm e e 15
COSHNG STUAY. ....eeeieeee et eemmme et e e et mme e e et e e e e e e s bbb et e mmreneeeeeeesasbbnr e e e e e snnnneneeann 16
Data SYNTNESIS.......eeiiiiiiiiit e mmee et e et e e e e e e et e e e s eeeeenaaeeeas 18
T3 71 €= LA L3S 18
Results: Time trends for EBPP performance indiCators............uuuviiiiimceeeeeeeeeieeeeeeeeeeeeeeeen 19
Results: Performance EVAlUALION. ...........c.uuiieeeeiiiie et meeneee e e seeeeee e s e enne 23
Functional Coordination and Collaboration System..............ccceeeeeeieiiieiniee e, 23
Functional Direct Service Delivery and Referral System.............veccceriiiieeeeiiiiiiiiicees 24
Interoperable Digital Health Managenhefarmation SyStem.............ccvvvvvieemmmeeeeeiiiiineee, 28.
Portable Heath Care Financing OPLiONS............uuiiiiemmreereeiiiiiii e sreeeee e 29,
Capacity Strengthening on Migration Health.................coooeiie e, 30.
Learning and Knowledge Managemen................oocceeeeuuiiiiiiiiiiiniiis e e e e e e e e e eeseesseneeas 31
Policy and ReguIatory SUPPOLL........coiviiiiii e e e e e e e e e e e e e e e s e e s eeeeeeeeeeeees 32
RESUIS: COSNG STUAY.......eeeeiiieeiiii ettt e e eemee e e e e e e s b emmmme et e e e e e e e s anneeseemnnne 34
SUMMArY aNd DISCUSSION........ueiiieiiiitaeeaametieeeeeee e e e st eeamme e e et e e e e aassnbssmmnneneeeeeeeeaannnennes 38..
Coordination and Collaboration SYSIEIM.........ooiuuiiiacceeriiie e eereee e 38.
Direct Service Digkery and Referral SYSteML........covvviiiiii e 38.
Capacity Strengthening on Migration Health.................cooooii s 39.
Learning and Knowledge Management..............ooocceeeeeiuiiiiiiiiiiiiiiis e e e e e e e e e e e e ee s eeeeas 39
Policy and ReguIatory SUPPOLL.........ovviiiiiis et e e e e e e e e e e e e e e e s e e s eeneeneeeeeeees 39
Interoperable Digital Health Management Information System............cccceeeeeeeeeeeeeenn.n. 40.
Portable Heath Care Financing OpLionS............c..uvviermeeeeeeiiiiiiiiiieeeeeeeneeeeeeesnivnneeeee e . A0,
Costing Implications for Scép of CBHIPP.........ccooi e 40
[T ote] 401 1T 0o F= 11T 4 L= 42
RETEIBNCES. ... e et e e e e e e e e e e e eeeens 43.

CB-HIPP Performance and Costing Evaluation



Appendix A. Performance Evaluation INtErVIEWEES...........uuurirceeeeeeeeeeeei e e e e e eee s eeeeeeeeeeeeeeeeas 44

Appendix B. Evaluation Scope of WOrK..........cccviiiieeceeeeei i ssieeeeeeeceeeeeeeeee e eenn A7
Appendix C. Data ColleCtion TOOIS.........uuiiiiiiiieeeeee e ermme e mmmnee s 62
Appendix D. Conflict of Interest StatemeEntS.............vvviiccmree e erreeee e 95..

6 CB-HIPP Performance and Costing Evaluation



HGURES

Figure 1. CBIIPP implementation SIES.........ccciiiiiiiccereeeeeeeeeeee e e e e s e e s s seeesesseeeeeeeeeeeeeeee s smmmmmm e annnnes 13
Figure 2. Percentage of Hpdsitive crosborder populations linked to care byHIBP......................... 22..
Figure 3. Cost breakdown by program component and CategOry...........ciereeeeeeririrrrreeeeessieeeeeeaes 36
TABLES

Table 1. Number gfeoplewho received HIVestingandcounseling services and

received their tESt reSUILS, BIPDALO. ... ....ccuv i e eeeree e et e et e et e semm—eeatee et setensessnsamm—eareeraeeesnnes 19..
Table 2Number ofpeoplefrom priority populations who completed a standardizegbkfvéntion
intervention including th@ecified minimum components during the reporting period§2. .......... 20

Table 3Number of key populations reached with individuamalgrouplevel HIV preventive
interventions that are based on evidence and/or meet the minimum standards regd2@t0.2016....21

Table 4Number of additiond).S. governmeiatssisted community health workers providing family

planningnformation and/or services during the year,IH................coooiiiimeeeeeniiriiieee e 21
Table 5Number ofcounsehg visits for family planning/reproductive health as a re&ls of
governmenassistance, 2@ LO...........uuuuiiiiiiiitceeeeee e e e e e es e s ie s sreeeeeee e e et e e e e teaaaaeeeeannnaanttr—r————————————.. 22.
Table 6Cost breakdown by program COMPONENLS........ccevviiiii et e e e e e e e e e e e e e e e e e eeas 34
Table 7. Annual cost Of SEBIBESCENANIQS..........ccooii i eeeeeee e e e 37
Table Al. List of interviewees for performance evaluation by organizatian............cccceeeeeeee...... 44,

CB-HIPP Performance and Costing Evaluation 7



ABBREVIATIONS

ART
C/DHMT
CBHIPP
CBHU
CBPE
DHIS2
EAC
EMR
FEAFFA
FP
FSW
HCW
HMIS
HTC
M&E
MOH
MSM
PE
PEPFAR
SOP
STI

B
USAID

antiretroviral therapy

county/district health management team
CrossBorder Health Integrated Partnership Project
crossborder health unit

crossborder peer educator

District Health Information@tware version 2

East African Community

electronic medical record

Federation of East African Freight Forwarders Associations

family planning

female sex worker

healthcare worker

health managemeanformationsystem
HIV testing and couer$ing
monitoring and evaluation

ministry of health

men who have sex with men

peer educator

Uni ted States Presidentds
standard of practice

sexually transmitted infection
tuberculosis

United StateAgency for International Development

8 CB-HIPP Performance and Costing Evaluation

Emergency

Pl an

f

(O



EXECUTIVE SUMMARY

East Africa and Southern Africa are the two regions most affected by the HIV/AIDS epidemic worldwide.
East Africa alone is home to more than six million people living with HIV/AIDS. plgmiletionssuch as
truckers and fisherfolkpmposea priority ppulation with heightened risk for HRbpulations that inhabit
areagrequented bynobile populationalso face increased KiBkvayo, 1994; DelaijoretlweBello,

Kinross, Oliff, Chersich, Kleinschmidt, & R2844Kissling, et gl200%Mbugual199% Opio, Muyonga, &
Mulumba2013andRamjee & Gouw2002.

Meeting the needs afossborder and mobile populat®requireboth collaboration among stakeholders

from different countrieandregional policy and programming approadesEast Africa Crodorder

Integrated Health Study (MEASURE Evaluation, 20079 that loss to followp plagued care and

treatment programs at crdssder health facilitieBurther, across all programameixed in the studyHIV,
antenatal caranmunizationgrevention of motheio-child transmissigrandtuberculosisTB) treatmerti

health facilities could not easily distinguish loss to-fgilénem silent transfers to another health facility,
particuldy if the health facility was on the other side of an international bteakincare worke{’CWs)

at the facilities included in the study reported that the main barrier to developing a systebofdecross
collaboration and patient referral wadattie of a mechanism to support such a system, which they believed
could improve both retention in care and continuity of care.

The Cros$Border Health Integrated Partnership ProjectHIE®)was implemented from 2014 to 2019
Burundi, Kenya, Rwandanzanigand Ugandwith the goal of extendimigh-quality integrated health
services in strategic border areas and waterways in EakirAirissborder and mobile populat®CB-
HIPP adopted an implementation science approach and serves ag talearatiory for testing and
disseminating evidergased models for crasgrder health programming. Over thelIBP project, a
Standard Package of activities was developed as a modelrfdoth&s crosdorder programming efforts.
The Standard Peagecompriseseven key components:

A functional coordination and collaboration system

A functional direct service delivery and referral system

An interoperabldigital health management information sy@#iS)
Portablenealthcarénancing options

Capacity strengthening on migration health

Learning and knowledge management

N o ok~ DR

Policy and regulatory support

As stakeholders consider a transition plan fédI€B project activities, the United States Agency for
InternationaDevelopment (USAID) East Africa Mission enlisted MEASURE Evaluation, which is funded by
USAI D and the United States P(PERFAR)tecondickca Emer gency
performance evaluation of EBPP and assess the cost ofiIBP programmtic scalaip. The

performance evaluation gadtgnformation about each component of @@HIPP Standard Packafyem

stakeholders at each crbssder site involved in the activitheTcoskvaluation assessed the cb&B-

HIPP programmatic scale,including the development of a model to project variousipcatenarios.

CB-HIPP Performance and Costing Evaluation 9



For each of the seven components of the Standard Package, the performance evaluat{tth aimed to
determine what worked well and what did not work sq2yd#termine satisftion of key stakeholders; and
(3) examine contextual factors that facilitated or hindered the success of the component.

The performance evaluation conducted document revieemaistructuredstakeholder interviews at each
crossborder siteandwith localand national stakeholders. Over 100 interviews were conducted. Trends in
performance monitoring data were also analyzed. The costing evaluation component used tools to collect
retrospective cost data from the implementing partner and another locaitrmegpnetation to estimate the

costs of implementing the €BPP project by component in the Standard Package. -Asoabelel was

then constructed to estimate the project costs of expanding the number of project sites using an international
or local imfementing partner.

Results indicate that the-BIB°P model worked well to extend servicesdssborder and mobile
populatios. Stakeholders were satisfied with the program and expressed interest in extending the reach and
scope of the activity. Key ults are presented below by component of the Standard Package:

Coordination and collaboration systemCBHIPP made a concerted effort to include stakeholders at all
levels in decisiemaking processes from assessment through implementation and reptiigihttraased
stakeholder satisfaction, fmyand ownership. National and-Eteel stakeholders expressed appreciation for
the consultative process. At the site level, stakeholders were enthusiastic dimydeciassrdination and
collaboration.

Direct service delivery and referral systen@rossborder health unit€¢BHUS have been shown to be a

viable service delivery model to suppe&(#D and other service delivery goals. They demonstrate local level
commitment to crodsorder health and the belief that healthcare should be accessibtetthallsuccess of
theseunits demonstratéise ability and willingness€Wsand managers to effectively coordinate and

collaborate across borders. Although achievement of performance monitoring indicators was highly variable by
site and country, two border sites in Ugandamest productive in terms of HIV and family plangkifg

performance indicators.

Capacity strengthening on migration healthMost of the capacity strengthening abogsborder and

mobile populaticdhad been provided in the early years of tHdIEB program, and although most

stakeholders indicated it was important, few of them recalled the content of the training, suggesting that the
requestedefresher trainings may be needed. Stakeholders also strongly recommended that more (or even all)
HCWs be tained to reduce stigma and improve service provisngeaoorder and mobile populatin

Learning and knowledge managementOn the ground, learning and knowledge management activities

provide important information for CBHU programming and capaeitgtstening for migration health.

Stakeholders strongly recommended that the knowledge gained from the assessments and program activities be
used to inform regional and national policies.

Policy and regulatory supportStakeholdemmphatically expressed theliethat national and regional

policy is the key to sustaining the ebasder work initiated by GBIPP. There is widespread recognition

that the Standard Package must be mainstreamed into national and regional policies if it is to betsustained, wit
awareness of varying levels of decentralization among countries. Stakeholders further recognize that
coordination, collaboration, and policy engagement require a dedicated lead and funding to move the
consultative process forward.

10 CB-HIPP Performance and Costing Evaluation



Interoperable digital HMIS . Althoughstakeholders recognize that an interoperable HMIS and a portable
healthcare option are important components of the Standard Package, they acknowledge that it will likely take
years for these components to be realized.

Portable heath care fiancing options.A lot of resources have been dedicated to studying the possible
options for developing portalilealthcaré i nanci ng. However, stakehol ders
dodé bef orhealthewargptiom darabkdoree a reality.

The etimated cost of scaling up the program to six to ten additional sites range4&mihion per
year. Costs vary based on the number of sites and type of implementing partner selected.

Recommendationgere discussed durindissemination workshaeyth stakeholdeia February 2020.
Workshop patrticipants discussed the following options:

1 Continue to investigate options and dewvetwpssborder HMISandportable healthcare financing,
dissemin&CB-HIPP results, and budget for these acti@ld®ugh they are not considered in the
scalaup analys)s

1 Continue to engage at all lgvalksgional, nationautnational, and sfieto implement new sites and
continue collaboration at existing sites.

1 Identify a feasible solution to increase accessibility and facilitate-goblitgauch asocating an
office in each country

9 Evaluate the need for local supervisianonitoring and evaluatiod&E) staff at more remote
locations instead of relyingtoansportation from headquarters.

1 Consider the menu of opportunities availlprogrammatic expansiand prioritize any additions
to the existing scope

9 Identify the organization or actor that ®avea strongM&E role during development of the
interoperable digital HMIS

1 Work with stakeholders to identify a willing parsetge aa regional championthe East African
CommunityEAC) to take ownership diie development of portable healthcare financing options
andmove this component forward

1 Gain consensus on who will Ipaticy advocacy effoitts capitalize on the political will that has
been developed and maintain momentum

CB-HIPP Performance and Costing Evaluation 11



INTRODUCTION

Background

East Africa and Southern Africa are the two regions most affected by the HIV/AIDS epidemic worldwide.
East Africa alone is home to more than six million people living with HIV/RH2Ble whose occupations
require travel, such as truckers and fisheafellg priority population with heightenedaisicquiringdIV.

Many of the people who inhabit areas regularly visited bygnmigisare also part of this priority
populationFisherfolk in lowand middléencome countries worldwide constitute thedsiglisk group for
HIV/AIDS (Kisslinget al, 2005) Recent data from studies around lakes in the region indicate higher HIV
prevalence among fisherfolk compared to the general popatataimongother groups generally

considered at high riskaxquiringdIV (Opio, et al, 2013) Studies havasodocumented high rates of HIV
among truck drivers in East, Central, and Southern Africa ranging from a Ipercéritd a high of 56
percen{Ramjee & Gouwg002; Delanivoretiwe, et al2014; Kissling, et, &005; Bwayo, 1994; Mbugua
1995)

Highrisk sexual behavior, includingjfrent unprotected sex widmalesex workere~SWs)alcohol abuse,
gendetbased violence, and anal intercourse with both women and men make thesadnmaps likely

to acquire HIMMorris & Fergusqr2007)Paid sex contributes to the current HIV epidemic in EastAfrica
specifically in hot spot communities along major transport routes. An estipeateenibf new HIV
infections in Kenya an@® percenin Uganda are associated with sex (ferkya National AIDS Contro
Counci) 2009 Uganda AIDS Commission Secret229) Women and vulnerable girls aretherpriority
population particularly affected by HIV. In several East, Central, and Southern African countries, HIV
prevalence among young women is up térfes higher than among men in the same age cohort.

Meeting the needs afossborder and mobile populati&in crosshorder areagquiresollaboration among
stakeholders from different countaesiregional policy and prognarimgapproaches. The East Africa

CrossBorder Integrated Health Study (MEASURE Evaluation, 2017) found that lossiapfpllagued

care and treatment programs essorder health facilities. Further, across all programs examined in the

studyi HIV, antenatal carammunizationgrevention of motheio-child transmissigmnd TB treatmeifit

health facilities could not easily distinguish loss to-fgilénom silentransfers t@nothethealth facility,

particularly if the health facility was on the other side of an international border. Healthcare workers at the
facilities included in the study reported that the main barrier to developing a systerbdod@ross

colaboration and patient referral was the lack of a mechanism to support such a system, which they believed
could improve both retention in care and continuity of care.

Cross-Border Health Integrated Partnership Project

The CBHIPP, led by FHI360 and suppest by USAID, commenced operations on September w14

the goal of extending quality integrated health services in strategic border areas and waterways in East Africa.
CB-HIPP adopted an implementation science approach and serves as a leatingflattesting and

disseminating eviderAsased models for crelsarder health programmifithe CBHIPP has three main

objectives

1. Increase access to and uptake of integrated health and HIV/AIDS services at strabegibecross
sites and select raggdly recognized HIV transmission symdts along East Africa transport corridors

2. Identify, implement, and test alternative héalihcing models to strengthen the lwmm
sustainability of health and HIV/AIDS service delivery

12 CB-HIPP Performance and Costing Evaluation



3. Strengthen the leadershipl governance of intergovernmental institutions so they can assist in
improving the health of mobile and vulnerable populations

CB-HIPP is a learning project with mandate to define, implement, document, and disseminate lessons learned
on sustainable mdddor crosdorder health service delivery to meet the unique needssbbrder and

mobile populatiagliving and traveling along major ctossder regions of Easfrica.Crossborder and

mobile populations comprise both key and priority populafloa$ollowing are the primargykpopulations

affected by the HIV epidemito live in crosborder areaBSWs men who have sex with men (MSM), and

people who inject drugs. Priority populat@ekngdistance truck drivers, fisherfolk, cozsler traders,

clearing and forwarding ageattborder posts/ulnerable women and young girls, and other mobile group

Together witiEAC regional stakeholdessxland and wet crofrdersites were selected for implementation
(Figure 1). The projeateda phased implementation approach fotesitd activities given continuous
partnerstate engagement and valicatibsites after initial site selection.

Figure 1. CB-HIPP implementation sites
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Over the life of the project, HBPP developednd refinec Standard Package for Gi®seler Health
Programmingrhe Standard Packdgesseven components:

1. A functional coordination and collaboration system
2. A functional direct service delivery and referral system

CB-HIPP Performance and Costing Evaluation 13



An interoperabldigitalHMIS

Portable hdtincare financing options
Capacity strengthening on migration health
Learning an&nowledge management

N o g~ w

Policy and regulatory support

Implementatiof CB-HIPP peaked in 2017 when the CBHU model was introdnodexiarted to decline in

20182019 atheproject prepared for closeolihe CBHU modedlevelopedy CHHIPPi s o0 an i nnovat
model for crosdorder health direct service delivery and referral across the HIV and other treatment cascade
The model is a platform that brings together health facilitiedyandespeer educatdEBPEY, and

community health workers forcrimsde heal t h ser vi USAID,RDB). very and ref

Regional stakeholders are currently conducting consultations to build consensus on the transition process for
the Standard Package developed biAIE®. Consultations will determine and clarify maratadesles and
responsibilities of key local, national, and regional stakelaldtakeholders consider a transition plan for
CB-HIPP project activitie®) SAID/EastAfricainitiateda performance evaluation of-GBPP and

assesnent ofthe cost of CBHIPP programmatic scale.

CB-HIPP Performance and Costing Evaluation

MEASURE Evaluation conductegexformance evaluationgathelinformation aboutach componeiaif
the Standard Packalykethods for the performance evaluation indlueidew of CBHIPP documerg
gualitative key informant intervieamglsmall group interviewdth site(county/district) national, and
regional stakeholdeesd timdarend analysisf select CBHIPP performance indicators

Objectives of the Performance Evaluation
The performance evaluatived the following aims for each component of the Standard Package

1. Determine what worked well and what did not work so well
2. Determinesatisfaction of key stakeholders
3. Examine contextual factors that facilitated or hindered the success of the component

In addition, the evaluation team genétates trends for relevant ¢BPP performance indicators for each
of CBH | P P Gnspleraentatio sites (Busia, éhyd) gandaMalaba, KnydJ gandaSio Port/Port

Victoria, Kenyaand Majaniji, §andaMuhuru Bay, BEnyaand Kirongwe, dnzaniaTaveta, knyaand Holili,
Tanzanigand KatundJ)ganda These time trendegere integrated with t a k e hiews dnehethed and/
how CB-HPP contributed to changes in these indicatordimesandwhether antitow CBHIPP added
value to nation&ealth interventions.

Objectives of the Costing Study

The cating studwnalyzed historic project expenditures on each of the seven program compdekts and
downthese expenditures by category.cbseof CBHIPP programmatic scale was then assessaula
modelwas developdd projectthe followingscaleup scenariascaleup under an international implementing
partnera local organizatipandan international implementing partmerking with local service delivery
partners

14 CB-HIPP Performance and Costing Evaluation



METHODS

Performance Evaluation

Document Review

The MEASURE team reviewexdnyCB-HIPP project documents in preparation for the performance
evaluationannual progress reports (ZP8.9), CBHIPPS gerformance monitoring plan, meeting reports

(EAC inception meeting, Partner State entry meetings and data validationandstiefgssel entry

meetings anddocuments and PowerPoint presentations describing lessons learned and the components of
the Standard Package. The goal of the document review was to develop a thorough understanding of CB
HIPP& implementation process and thadstal Package to infothredevelopment of key informant

interview guides for the performance evalu&i#lIPP also provided data on several performance

indicators foreachof @1 PPds si x si ©20X. for the years 2015

Stakeholder Interviews

MEASUREEvaluationvorked with CBHIPP staff toidentifystakeholders to intervialout eaclstandard
Packageomponent and level (site, national, and regMfetijreda local consultatd schedulenterviews
andmanage fiellbgistics.

We developedterview guide® gather background informatiomn each component of the Standard
Packagand collecs t a k e Iperdpetteresrs() what worked we(R) programmatic (i.e., internal to- CB
HIPP) challenge$3) contextual factors that facilitatettiodered the success of each comppardi4)
stakeholder recommendations for future program#iggneral sectiaf eachguideprompted interviewers
to askhow CBHIPP contributed to improvement in various HIV, TB,ERdhdicators of interest.

Theguidesveresemistructuredand questions were selected for each stakeholder based on their involvement
with CBHIPP and the various componertseam of three MEASURE Evaluation staff conducted

interviewsn October 2019rhrough mmeroudollow-up quesbns and prolksgwe sought tensure that

each questionasfully answere@dnd extensive notes were taken during all interviews.

Over 100 stakeholders participated in interviegbgding neregional stakeholdaightnational

stakeholders in KenyadddgandaB83 sitdevel stakeholdeagross the six implementation sites, a@Bil

HIPP and CBEHIPP implementing partner stdif general, national level stakeholders mainly discussed
coordination and collaboration, learning and knowiealgggement, interoperable HMIS, and policy. Site
level stakeholdersfatilitieamainly discussed service delivery and referrals as well as capacity building for
migration health. Sitevel stakeholders at the management level addressed serviandeliferyals,
coordination and collaboration, interoperable HMIS, and paitgblehealthcareptions were addressed

by two stakeholderBhe full list respondengsd their rolesan be found in Appendix A.

Analysis

For each componeant the Standad Package matrixwas createi organize responses by topic area, noting
level of respondent (site, national, regional) and location of respondent (site, country, regional).

The interview teamentifiedrelevant themes and patterns of responsexfoc@aponent of the Standard
Packagd-or four components (functional coordination and collaboration system, functional service delivery
and referral system, capacity strengthening for migration health, and learning and knowledge management),

CB-HIPP Performance and Costing Evaluation 15



analysis fo@ed on what worked well, programmatic challenges, contextual factors that hindered or facilitated
implementation, stakeholder recommendations, and stakeholder satisfaction. For the remaining three
components, which are works in progress (interoperable ptivteblehealthcareptions, and policy and

regulatory support), analysis focused on identifying next steps, challenges, and stakeholder recommendations.

Time trends for the relevant €BPP performance indicatosgregenerated for each study site and
integrated into the final report.

Costing Study

Data Collection

We developetbols to collect cost data from -E€lPP to inform the costing analysis and sgalaodel.

These cost data includedirect costsalaries/level of effort, and other directoBte tools were
completed via #person meetings and email follgpwvith implementer®e used the data collection tools to
obtain e@tailed information on the structure and function eHE®, including the breakdown of the seven
standard package compatsWe extractetklevant information from writtgmojectdocumentation and
recordssupplemented by interviews. This information irddthe mapping of costs to the seven
components andelped usinderstand the cost of the various processes iniroB&HIPP.

We collectedetrospective cost data from multiple sources, including expenditure summaries,
accounting/financial accounts, and budgets to calculate apel thieadpsts of CBIPP. These data include
both economic and financial costshef various activities performed over the project tinrelqugrent costs
of projectimplementation and delivery (staff and office aasitsansportation), and capital costs of those
itemswith a useful life thapansgnultiple periods (vehicles andipment) We usedraingredients approach
to understand the resources needed to implemgttpaivities under scalp scenarios.

We collectedost data from the central level andductednterviews with staff to contextualizestromst
data.Theinterview responsegpportedur analysis of expenditure datlped usssign cosb categories
andinformedthe scaleip analysi$Ve conducteahterviews witlthe chief of party, dinanceofficer, and an
M&E officer.The evaluation teaworked closly with thespeopleio access costing data and reports,
organize costing data, and allocate costejaxtcomponents.

First, we interviewed tfi@anceand M&Eofficersto gain an understanding of the timeline, components, and

cost structure of thegjectand thdypes of financial data availafle. r evi ewe dnnuallamd pr oj ect
guarterly reportanddetailed expenditure d&tathe period September 2014 to August 2019. The project did

not track expenses psojectcomponents, and the comporstifitemselves were not finalized until 2017. The
evaluation team worked with project staffiépproject activitiegnd the resources used to execute these
activitiesto the seven pjectcomponents.

We also collecteshmple budgets for activities such as meetings, workshops, and Tirzesegsidgets
included activities all levels of program operation, from trainings at the sit®lesgbnal coordination
meetings, monthly monitoring and technical suppimtias and activities of service delivery parthiées.
also collecteaports on costhare commitments that represent economic costs not included in the
expenditure reports.
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Data Analysis

Cost Allocation

The projecFinane (fficer helpedus analyzdetailed expenditure détam the entire project peri@hd
break them down hifie seveprojectcomponentsNe used atepdown costing approath associate
expenditures with tharious intervention activitig®ey fundedWe assigned each activityrie of the
categories of project inpartd associated these inputs with a project compdéfreensedhe following
categdes of input

1 Meetings, workshops, and training

91 Personnel, including central office staff, hhsed support, and consulting fees

1 Transport and travel, including vehicle expenses, regional travel, and travel outside the region for
conferences and HQ supervision

1 Office expenses, including recurrent office expenses and office supplies

1 Sulawards t@roject partnerérhough we did not collearoplete data on these expendituves
noted he major activities conducted under these awards.

We allocatedaff time to prgectcomponents based on eack r sjab fuiickon We allocated eting
workshopand trainingosts tgorojectcomponents based on the purpose oétleamt Meeting costs thate
could not allocat® a specifiprojectcomponentvereassigned to the components based on percentages
estimated by tH@éanceofficer. For each other caiary of expenses, tRmance Officeprovided percentage
estimates of the costs that should be allocated tprepticomponent.

Scale -up

We constructedstaleup modeto estimatehe cost of expanding the numbeipobjectsitesusing an
internatbnal or localmplementing partneBased on interviews with-EIEPP staff, scalap requiresupport
at multiple levelsregional (EAC), nationahdsite and facility. The project providecentudgets for
engagements at each levieich weused to inform the scal@ scenarios. These budgetgeredictivities
for each CBHU, including training and activitie€BRES, quarterly engagement with local 4roster
counterparts, antdCW training.The estimates of costs for these activitilestréhe current structure for
implementing thprojectcomponents.

One element of the GBIPP program is monthly visits to each siteeftinical assistance and monitoring.
These visits include refresher training as needed between CBHU trainiadl saissimnbudgetsere
assumed to be tkame for new and existsites becausainings should be refreshed annuatigual
meetings between national counterpagtassumed bocur costgor each shared border eachcountry

that sharetheborder. These consultation meetings are intended to occur gmawadlyer, efforts to set up
activities alongew borders may require additional meetingthe administrations established borders
have not historically met every yi@aconsultation wh FHI 360, wet sites were assumed to require three
times the transportation expersfdand bordesitesowingto their remoteessandtheneed to engage water
transportation services.

Centrallevel staffing requirementsnt, and vehicle costere asumedo beunchangingn these scenarios,
becausthe projectpreviously supported a greater number of sited tharentlydoes Staffing requirements
used in the scalg scenario reflect the current staffing Nate that in the future, it may be more efficient
to reduce centrddvel transportation and increase staffing for supervision, M&E, etc. atdiel Sikat
analysisvas beyond the scope of this study, and weeditagnstaffing miat the time of the studyve
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based our calculation of costsscenarios that uadocal implementing partner on regional staff salaries and
office expenses from Northstar Alliancseraice delivery partner in-8B°P.We assumedserhead

expensefor alocalimplementing partnéo be50percenbf thosefor an internationamplementing partner
andassumethat no international travel beyond the regiaud berequired for the I@aimplementing

partner

Data Synthesis

We synthesizedthfrom the performance evaluation and costing siugbnerate recommendations for
scaleup. We gatheredakeholder feedbackeaategional dissemination meeting following the stughform
recommendations

Limitations

The strength of the performance evaluation lies in the comprehensive data froliestakeholders at all
sites involved in the @GBIPP program. Few interviewsre declined, although the views of stakeholders at
the EAC are not representedingto alack of staff availability and desire to participate. Not all national
stakeholders were included by desigimgto resource limitations.

The availability ofighly organized costing data from the implementing partner and participating NGO
strengthen the evaluation and its re$idtsever thesecosting data were collected retrospectaraiyhe IP

did not originallyassociate them with a component ofstaedard Package serviced-or the scalap

analysis, we only inclddeur of the seven program components. Additional funds should be allocated in the
future toanalyz¢he other three program components. We usethfmsbation fronthe subpartneNorth

Star Alliancgo approximate those aflocal partner, but a regional partner may have provided a better
estimate

Additionally, wassume that tHevels of service use at scalasitesvill be similar tan aggregate of levels at
existing sitet® begin the program scalg, but larger sites will require additional resources to ensure that care
is available to those who need it. More remote sites may require additional expenses for transportation or
additonal staff at the site to ensure that supervision, training, and M&E adivitieswvhen travel to the

site is difficult. Wincreased estimategminsportation costs for wet sites based on consultation with-the CB
HIPP projectBecausthe currentearning sites are dry sites, more detailed information about wet site
transportation costs and options for staffing structure should be collected as the program expands.
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RESULTSIME TRENDS FOBB-HIPPPERFORMANCE
INDICATORS

Resultdor selecperformance indicators are summarized below bBsgause the project was designed for
learning, the results reflect les$mm implementation of the CBHU model rather than a-ta@e service
delivery implementatiohihree of the sites dédeen fully eraged in CBHIPP sincetsinceptiorfi (1) Malaba
Uganda/Malaba, Kerny@) Busia Uganda/Buskéenyaand(3) Sio Port and Port Victorkenya/Majaniji
Uganda andactivities at these siteflecedthis increased engagemwith the exception of the Malaba,
Uganda/Malaba, Kenya site, the Kenyan bordensiteielatively more productive than those on the
Uganda or TanzaniasideHoweverHIV indicatortalliesshow the highest number of people reached with
servicemn Uganla, largelpecausef CB-HIPP services &falaba, UgandandKatuna, Ugand®erformance
indicators generally increased from FY2016 to FY2017 and decreased in FY2018 and FY2019 at the three
initial border site3his trend stems from tli@roduction of @HUs as a learning modeR017 and the
resulting closeout process that began in 2018

In the second phase of siggzecifically Muhru Bay, Kenya/Kirongwe, Tanzgfiaveta, Kenya/Holili,
Tanzanigand Katuna, Ugantfzatuna, Rwandaactivities started in FY2018 and dropped off in @91i¢e
project came to an erithe Malaba Uganda/Malaba, Kenya border site was by far the most praddctive,
this productivityvas driven by services provision on the Ugaidia of the bordeThe Gauna, Rwanda site
had many difficulties engaging withHIBP and was eventually dropped from the prdjeereforgit is
notreflected in the tables.

Tablel shovsthe number opeoplevho received HIV Testing and Couns€litC) services anobtained
test results. Over the course of IBP, 75,95%eo0plereceived HTGervicesof whichd50percent
received servicesMalaba, Uganda4,203eopl¢ and28.7percenteceived servicesKatuna, Uganda
(21,83@eople.

Table 1. Number of people who received HIV testing and counselling services and received their test results
201682019

FY2016 FY2017 FY2018 | FY2019 ‘ Total

Malaba, Kenya 2,044 2,148 398 0 4,590
Malaba, Uganda 9,645 8,948 10,167 5,443 34,203
Busia, Kenya 608 2,078 429 69 3,184
Phase Busia, Uganda 0 1,389 429 23| 1841
1 sites ) ;
Sio Port, Kenya 1,790 2,788 340 43 4,961
Port Victoria, Kenya 886 1,363 300 49 2,598
Manijaniji, Uganda 0 0 408 11 419
Muhuru Bay, Kenya N/A N/A 527 0 527
Kirongwe, Tanzania N/A N/A 566 1 567
Phase Taveta Kenya N/A
2 sites Yy 321 425 0 746
Holili, Tanzania N/A N/A 410 0 410
Katuna, Uganda 3,310 3,452 9,077 5,991 21,830
Total 18,604 22,249 23,476 11,630 75,959

N/A = not applicable
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A total of 61,144tandard HIV preventianterventions witlpriority populationszerecompletedrom FY
201®2019 in the CBIIPP sitesTable2). Onethird, or 33.ercentof thesenterventions were conducted
in FY 201820,226)

Table 2. Number of standardized HIV -prevention intervention s for priority populations completed that

includ ed the specified minimum components during the reporting period , 2016062019

FY2016 FY2017 FY2018 ‘ FY2019 ‘ Total
Malaba, Kenya 4,055 3,074 394 81| 7,604
Malaba, Uganda 3,632 2,053 7,669 3,684 | 16,938
Busia, Kenya 4,477 4,370 613 120 9,580

Phase 1 Busia, Uganda
sites » Y9 0 0 405 23 428
Sio Port, Kenya 829 2,091 614 121 | 3,655
Port Victoria, Kenya 0 0 314 0 314
Manjanji, Uganda 0 0 654 61 715
Muhuru Bay, Kenya N/A 214 1,130 0 1,344
Kirongwe, Tanzania N/A N/A 1,122 0 1,122

Phase 2

sites Taveta Kenya 107 705 551 0| 1,363
Holili, Tanzania N/A N/A 467 42 509
Katuna, Uganda 3,912 3,544 6,293 3,823 | 17,572
Total 16,912 16,051 20,226 7,955 | 61,144

N/A = not applicable

Table3 shows the number ofdividual and/or smalgrouplevel HIV preventive interventions conducted
with key populationsom 20162019. A total of 28,7@&Xerventions were conducteith this service during
the CBHIPP program.

Far feweFP servicesvere providedompared td11V -related services and outre@ables 4 and)5The

total number of community health workers provi@ifimformation and/or services from 202619 was

2,645. The trend for community health workers pro\k@ngformation/services is little bit different than

that for HIV services and counselingvigion of these services started earlier in the project in some of the
Phase 2 sites and later in some of the Phase 1 sites. The Malaba, Kenya/Malaba, Uganda site remained the
most activ€éas measured bhyis indicatoy, followed by the Busia, Kenya/Bukiganda site.

The total number afounsehg visits folFP/reproductive health was 6,619 from 22089 Table 5)Most

of these visits occurred in Malaba, Uganda (52.5%). The nuothmsehg visits for these services was
otherwise intermittent at €HBPP sites by year and was not reported in most other sites during FY2018 and
FY2019.
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Table 3. Number of individual and/or small
populations that are based on evidence and/or meet the minimum st

-group level HIV preventive interventions

andards required , 201632019

conducted with  key

FY2016 FY2017 ‘ FY2018 ‘ FY2019 | Total
Malaba, Uganda 3,069 2,058 3,464 740 9,331
Malaba, Kenya 3,598 929 251 42 4,820
Busia, Uganda 0 0 188 10 198

Phase 1 .
sites Busia, Kenya 2,993 1,037 115 68 4,213
Sio Port, Kenya 87 76 1 0 164
Port Victoria, Kenya 0 0 15 15
Manjaniji, Uganda 0 71 23 94
Muhuru Bay, Kenya N/A N/A 30 30 60
Kirongwe, Tanzania N/A N/A 14 0 14

Phase 2

sites Taveta Kenya 20 411 53 0 484
Holili, Tanzania N/A N/A 105 12 117
Katuna, Uganda 2,484 2,222 2,396 2,181 9,283
Total 12,251 6,804 6,655 3,053 28,763

N/A = not applicable

Table 4. Number of additional
information and/or services during the

FY2016

U.S. government -assisted community health workers providing family planning
year, 2016562019

Total

FY2017 ‘ FY2018 ‘ FY2019 ‘

Malaba, Kenya 291 151 98 0 540
Malaba, Uganda 0 120 70 190
Busia, Kenya 0 152 152

Phase 1 Busia, Uganda
sites 0 257 70 327
Sio Port, Kenya 31 60 91 182
Port Victoria, Kenya 55 95 53 203
Manjanji, Uganda NR NR NR NR NR
Muhuru Bay, Kenya N/A 334 57 301
Kirongwe/Tanzania N/A 30 0 30

Phase 2
sites Taveta, Kenya 77 N/A 46 123
Holili, Tanzania N/A N/A 28 28
Katuna, Uganda 88 186 110 25 409
Total 799 926 825 95 2,645
NR = not reported ; N/A = not applicable
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Table 5. Number of counsel ing visits for family planning/reproductive health
assistance , 201662019

as a result of U.S. government

FY2016 FY2017 ‘ FY2018 | FY2019 ‘ Total
Malaba, Kenya 0 397 NR NR 397
Malaba, Uganda 518 1643 813 500 | 3,474
Busia, Kenya 83 0 NR NR 83
Phase 1 .
sites Busia, Uganda 226 NR NR 226
Sio Port, Kenya 693 NR NR 693
Port Victoria, Kenya NR NR NR NR NR
Majanji, Uganda 0 79 NR NR 79
Muhuru Bay, Kenya N/A N/A NR NR NR
Kirongwe/Tanzania N/A N/A NR NR NR
Phs?t‘zz Taveta, Kenya 516 N/A NR NR| 516
Holili, Tanzania N/A N/A NR NR NR
Katuna, Uganda 262 N/A 0 364 626
Total 1,379 3038 1,338 864 6,619

NR = not reported ; N/A = not applicable

More recent data show a higiicerageof HIV -positive crosborder and mobile populations have been
linked to care by the PP programAn average of 93p&rcenof HIV-positive crosborder and mobile
population membergerelinked to care in thexainonths between October 2019 and March (F0@0re2).

Figure 2. Percent age of HIV-positive cross -border populations linked to care by CB -HIPP
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RESULTSPERFORMANCE EVALUATION

This section presents st ak eSamdrdaekagiod CrossBerdes on each

HealthProgramming

Functional Coordination and Collaboration System

A key component of the Standard Pacisag®rdination and collaboratiornvatious level&@ounty/district
[sitd, national, and regidh& regional projecalinch meeting introduced the project, followed by national
entry meetings in Burundi, Kenya, Rwanda, Tanzania, and Bgtredateleve) coordination and
collaboratiomelied orexisting structures suchcaanty/districthealthmanagementams (C/DHMTs) At

the site leveltakeholderggeneralliMinistry of HealtiMOH] officialg facilitatel crossborder consultations
on a quarterly basfs keyrole ofcoordination and collaboratisystemsvas to identifpriority crossborder
healthactivitiesd address theeeds otrossborder and mobile populatihe gstemalsomonitored
implementation of crodmrder activities.

What Worked We Illand Achievements

National stakeholdemsported that a main achievet®CB-HIPP wags h e p abdity teeagadge $igh
level regional and national stakeholders and bring them to the samertsdike awarenegscmssborder
health issues

At thesitelevel stakeholders reported that consultative meetiegiedinkages with colleagues from across
the bordernd gplatformfor crossborder communication where previously there was Qoaserly review
meetings wereported to béelpful for keeping managers informed of progress and clsaltageholders
further noted thateaching consensus on pnéittivitiesvasoeay . 0

Programmatic Challenges

Stakeholders who discussed coordination and collaboration did not report any programmatic challenges.

Contextual Factors

Contextual lrallengewvere reportedttheregional and national levE@lmject stakeholdemsted that the
process of stakeholdargagement &stime-consuminglabor intensive process tretuires a high degree of
patiencetact and diplomaciy.urnoverin key governmenbgitions especially #te national levetequired
that someoordination and collaboratidiscussions be started oBtakeholderfsirther noted that
conveningey regional and natiobaldiesfor consultative meetings veasillengingt times, owingto the
busy schedules of thgmasonnel

Manystakeholders notetifferentdegresof local authority by countwhich variouslfacilitatecand
hinderectoordination and collaboratidteny® devolved system alleda high degree ofithority athe

cownty level, whiclfiacilitated coordination and collaboratidgga ndads decendlsoal i zed
conduciveo collaboratiorathough at timeshe need fonationalevel approvaldowedprogress

Tanzania eentralizedystenrequiredrarious levels of approv@takeholders noted that tygproval process
couldtake timebut linesof authoritywereclearin Rwanda, lines aluthority and approval were not always
clear In addition, tensions between the national governments of dgdrRiaanda hindered collaboration
andultimatelyRwanda did not participatdlre planned Gatuna/Katuna site
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Stakeholder Recommendations

Sakeholdesat all levellecommendethat @ordinationand collaboration systemsolve not jushealth
officialsbutimmigration, securitgndadministratio officials too,given thep r o j ceossttofler context
Sitelevel stakeholderscommended increasing futop@ortunities for iperson crosborder
meetings/forumsor district/county officials, whiclhiere generally held quarterly during project
implementation.

Stakeholders also recommendedGBatIPP have a program office in each country for greater accessibility
and tofacilitateproblemsolving

Stakeholder Satisfaction

CB-HIPP tried hardo include wakeholders at all levslecisiormaking process from assessment to
implementatiorandreportedthat ths increasestakeholder satisfactitmiy-in, and ownershigNational and
sitelevel stakeholders expressed apprediatitre onsultative process. At the site level in particular,
stakeholdenwere enthusiastic about crbesder coordination and collaboration. THed¢tgratedhat
previouslytheyhadnot know or even considedtheir counterparts across the border, bustizaequently
developegbroductive relatiohgpswith them.

Functional Direct Service Delivery and Referral System

This component igperationalizelhrgel\by CBHUs. Six CBHUs were established (one at each
implementation site) ametrecommsedof two to sixhealth facilities from each side of the bar@&HUs
were designed to strengthen cbmssgler communitfacility linkages and suppitre 90-90-90 goés of the
Joint United Nations Programme on HIV/AIRSB-HIPP and sitéevel stakeholders described how
CBHUSs functionedThere was a high degree of consistency in their descriptions across the six sites.

CBHUs usé volunteelCBPEs to identifgrossborder and mobile populatisrandCBPEsmobilized

demand for services by referring peers to health facilities and informing them of moonlight outreaches
supported by B-HIPP at hotspots and beach€uutreach services incldddlV testing andervicdHTS),
initiation of antiretroviral therapy (ART) and linkage to care, TB screaeiaiging fasexually transmitted
infectiors (STIs), cervical cancer screening,ERdervices.

Crosshorder ger educaterplagda key role in tracing HIV and TB defasl@d also providé health
education, conduedi TB screening, distribateondoms, and collectmedications for peers.

Crosshorder ger educaterusd various tools created by-EIEPP to collect data and document their work.
These includka CBPECIlienSceenirigprimthatscreeadfor residency, nationality, mobility, and target
population grouand aCBPEReferral Fothatwas used to refer clients to health faciitiesss borders
Other tools includita CBPEMonthly Workplan Temgtet€ BPEEducator Outreach Diseg tadocument
CBPEoutreach activities

1 An exception is the Katuna, Uganda site where Rwanda (Gatuna) chose not to participate.

2 By 2020, 90 percent of all people living with HIV will know their HIV status, 90 percent of all people with diagnosed HIV
infection will receive sustained  ART, and 90 percent of all people receiving ARTwill have viral suppression. Source:
https://www.unaids.org/en/resources/909090

24 CB-HIPP Performance and Costing Evaluation


https://www.unaids.org/en/resources/909090

Crossborder er educateweae supervised by an MOH community health supefWisgosition title
varie by countryvho reviewddata collected WyBPEsfor completeness and accur@egssborder peer
educatas, their supervisors, HCWs, and othedydiat monthlycrossborder meetings to review data.

Healthcare workeedso usgé CB-HIPP tools A Facility ClieStreeniRgrmsimilar to th€BPEform, was

used for wallin clientsAn IntefFacility Referral Faasused to refer clients to other health facilities either
within country or acrosseborder and aClient Folleup Toolvasused to document efforts to make sure
referred clients are linked to chiealthcare worketsel aCrosBorder Health Services Diteattwped by
CB-HIPP to aid intefacility referrald he Directory contagddetailed contact information for all the
facilities that belong to the CBHU.

A data manager ergddatacollected bzBPEsand HCWausing theoolsdescribed aboweto an Excel
database created by-BBPP implementing partner Medic Mobile. Datgeused by facility ioharges and
C/DHMTSs for decisiormakingand planningandthese data weadso sent to GBIIPP.

What Worked Well and Achievements

Contribution to Selected Indicators

Stakeholders were asked about CBetwdributiors to five key indicators:

1 Identifying new cases of HIV

9 Linking HIV-positivepeopleo care

1 Improving retention in care and treatment adherence
9 Improving therB treatment success rate

1 Reducing discontinuationf

Stakeholderzportedhat identification of new cases of HIV increased as a reéSBRB®HMobilization of
peers for moonlight outreaches wher&wWas offerd, andthattheir efforts to refer peedgectly to health
facilitiedor HTSalso increased case identificaBeneraCBHUswere able to useBPES to implement
index testing and paetnnotification serviceshich also aided with identification of new casese
CBHU,HCWsreported they woulgb to the hospot of newly HIVpositiveFSWSs andit with theFSWas
she indicatedthichpeoplewere her clien{svith the knowledge and cemt of the clients)

Outreaches thanmediatelynitiated ARTwhen a person tested positive for i cessfully linkedany
clientsto care, as did those that refeti#d-positiveclients to £BHU facility of thec | i €haide.0 s

Stakeholdemxpressd convictiothat CBPE defaulter tracingcreased retention in HIV caned that balth
education talks WyBPEslikelycontributed to improved adhereta#llV treatmenfi and therefore to

increased numberspéople living with HIWho were virallgpuppressedHealthcare workergere also

credited with improving retention imeclairough their efforts to ensuwrempletion ofeferralsandthrough

their efforts to trace defaulters through their contacts withsH€dherdcilitiesn the CBHUAt one

CBHU, stakeholders reported that they visited facilities across the border on ART clinic days to see if their
clientswho had been lost to follewp were receiving services on the other side.

Stakeholders reportdtht CBPEs also traced TB defaulters and thus could be contributing to the TB
treatment success rate, though they noted thasER, and herndefaultersvere few compared to HIV
defaulters
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With regard t&P, stakeholders nat¢hatFP services weregyvrided at moonlight outreaches and that
facilities promoted lortigrm methods, but most were unsure if CBHUs played a role in reducing
discontinuation dfP.

Other Achievements

Sitelevel stakeholders reported th&grfacility referralaeregreatly impvedunder CBHUs. Because

HCWs had formed relationships with theiinterparts acroite borderand had a platform for

communication (i.e., the CBHWey could refer clients and folap/to ensure that referrals were
completedHealthcare workefsund theCrossBorder Health Services Directergremely useful for

referrals. One stakeholder noted that he used the directory to contact other facilities in the CBHU when his
facility experienced a stock out of a particular drug. Using the directmrly ballccontacts at other facilities

to be sure they had the drug in stock before making the referral.

Mostsitelevelstakehalersexpressed appreciation for thal$that CB-HIPP developed foEBPESs and
HCWs, because these tdmfpedthemdocumenthenumber of nonnational clierits budgeting and
planning (mostly related to drugs and commaodiftes}ools also adwith quantfyingcrossborder and
mobile populatiomembers attending services.

Prior to CBHIPP, some clients woybtlesenfalselyin each country as a citizen and initiate treatment as a
new client, rather than stating their real citizenship and trying to continue their current treatment regimen.
Some stakeholdeeportedhat under CBHIPP, nonnational clieniseremore comfortable acknowledging

thdr nonnationatatuswhen seeking cagad thus were able to share their HIV status and request medication
undertheir current regimemhese stakeholdaeportedhat this resulted in lestestindwasting of test ts)

and double counting of Hisases

Monthly crosdorder meetings @BPEsand CBHU stafivere greatly appreciated bylsitel stakeholders.
In addition to reviewing data collecte€CBPEsthe meetings provided an opportunity to disthetenges
(e.g., issues completing forms, issues tracing defaulters) and potential solutionsadedsiogsed to
updateCBPEsfor examplewhen anew servicerasoffered, such gge-exposurgrophylaxis

Finally, stakeholders reported thatCBHU grategy ofisingCBPEsto mobilize demandonducting
moonlight outreaches toossborder and mobile populat®mand holding monthipeetings, etayas aost
effectiveway to improven 90-90-90 galsand other service indicators.

Programmatic Cha llenges

Sitelevel stakeholders noted thahbver ofCBPEswas a problepowingto low ofacilitatiord payment$or
airtime and transport. Delays in paymer@B@Essometimes up to two mosthwageported to be
demotivatingo CBPEs.

A fewstakeholders reported that sddBPEswvere nokeeping hei r p e e cosfidentddan&has t at us
lost thetrust oftheirpeers

Sitelevel stakeholdestsoreported that nall HCWs usthe papebased tools(g. ClientScreening
Form)becausthe HCWs weralready overburdened with repottirite mperbased tools and Excel
database developed by-IBP alsoresulted in extra data entry for facility data clerks. In somsitmases,
level stakeholdersportedhatdata entry was neglected.
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Context ual Factors

Some clients still use different names on each side of the border, or give false names and contacts, and
stakeholders reportdthtthis practicecontinue to be a challenge for defaulter tradimgddition,
communication across bordemsreported to beery costhasdifferent cell networlare used in each

country, and thisosed &hallenge for defaulter tracing.

AlthoughTB and HIV treatment regimens are harmonized across Kenya and Uganda, they are different in
Tanzanialhe harmonizetegimens made HCWSs in Uganda and Kenya more comfortable referring across the
border butresulted in hesitation for somé&ahya/Tanzania sites.

Stakeholders also reported that police/solalisrsted fisherfolk fadiegal fishing of undersized figihich
interrupedcare for HI\fpositivefisherfolk who were detained and missed appointments or otherwise lacked
access to ART. Stakeholders further reporte@ BREsare sometimes harassed by police who wonder what
their work is.

Finally, takeholderseported some difficulty with border crossings at Kenya/Tanzanhightescrutiny
from Tanzanian immigration officiagpevengreater difficulty at the Katuna sigeaus®wanda
periodically closets border at Gatuna.

Sakeholder Recommendation s

Stakeholders had several recommendé&tioingproving the function of CBHUs

1 Increaseommunity sensitizati@ffortsby CBPEg0 convince peoplbat it isokayto access
services on either side of the bordehatpeople stogoncealingheirnatinality and provide tive
true name and contact information

1 Increase the number GBPESe.g., two per beaahdone per hospot) increase thEBPE
facilitation amount, and ensure facilitation payments are madetompitevent demotivatifges

1 ProvideCBPEswith identificatiorcards or badges to show they are doing projedi wotk to
identify themselves to peers and also to police who magrgihestiactivities

1 Make it a criteria f&BPEselection thaEBPEsarepeople livingvith or affected by HIV (are a
caretaker of someone with HIV) so that they ar
confidential andan better relate to thepexience of HIpositivepeers.

1 Increasehenumber of moonlight outreachesichwere very effectiaidentifying new cases of
HIV (highHIV -positive yieldand reachingrossborder and mobile populat&fior services

1 Expandthenumber offacilities ireachCBHU. Instead of those just around the bostene
stakeholders fathatthe CBHU network shouidcludethe entire county/distriabn each side
becausenany people attend health facilities farther away from the border.

1 Ensurethat theclientscreeningprm is used biACWs aall clinics that are entry points for care (e.g.,
labs andoutpatient departmesyfor more accurate coumgof nonnationapeople

Develop an HMIS that is interoperable across bordaclimte refeals and defaulter tracing
Bring togethekeyCBHU staff from different implementation sites to share best practices

Provide lubricant® FSWs and MSNbecausgovernment facilities do not provide th@mbricants
reduce the risk of condorfmeaking or slipping during intercopasel this can make condom
distribution programs more effeciive
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1 Expandcrossborder workto health areas beyond HIV and TB. In particular, defaulter tracing is
needed for immunizatians

1 Sensitize police and soldimmgheimportance of letting detaingeople living with HNAccess ART
In addition, ensitize police, religious leaders, and other community stakehaldessbonder and
mobile populaticsto reduce stigma

Stakeholder Satisfaction

Stakeholders at Kenya/Uganda sit®the most satisfied wiGBHUs. CBHUs at thgesiteshave been
supported the longest and are receiving continuing support. The nationabBSlsteyasand Uganda
(devolved and decentralized, respectively) areamdgtize to collaboratipandstakeholders at
Kenya/Uganda sitegere most enthusiastic about what worked well and named numerous project
achievements.

Project support has endied Katuna and at Kenya/Tanzagitesand implementation lasted just urader
yearat thesdocationsAlthoughthesestakeholdersawalue in projedctivities, they have discontinued
nearly all crodsorder activities in thé@sence of CBIIPP and financial support.

Interoperable D igital Health Management Information System

The papebasedoolsand Excel database used by CB&tEisot interoperable across countries or with
District Health Informationdtware version ZDHIS2) As part of the Standard PackageHT®P calls for
the development of an interoperable digitalFitdIifacilitate intdacility referrals, defaulter tracing, and the
continuum of care across borderscfossborder and mobile populat®iThe system would includeally
validated digital protocols and algorithms for HIV and TB managemekiYodthgiealth Organizatien
approved standards acrB#eC partnerstatesand would linkvith theEAC DHIS2 dashboardrhe system
would include botmdividualpatient and fality level data.

Next Steps

Regional, national, and déegel stakeholders directly involved with HMIS work wereaisiaidext steps
to create an interoperable HMIS.

Stakeholders reported that there is much work to be done before the drearmaf ategiperable HMIS

can be realizedt theregional and national leyystakeholdenmsiustreach consensus on which indicators
should be aligned/trackelthenational paper tools that support those indicators (e.g., TB and HIV registers
and treatmentacds)mustbe harmonizd across countrigimicluding the harmonizationmfdical terms and
codesUniversatlectronic medical records (E8/iwill need tdoe wlly operational across countries
(Sakeholders reportédat EMRsare currently inseonlyat highvolume facilities apntlecausase of EMRs
isdonor supportedhese higivolume facilitieare usinglifferent platform$ Policesnustbe reviewed or
developed to allow sharing of facility and individual patierfidatiy, HCWsmustbe trained on the system
when developed

Challenges

Stakeholders noted thaithough th@ dchnology is thedi¢o create an interoperable HVAShieving
consensuat the national and regional legeldnavigating the legahdpolicy erironment, especially around
sharingof individual patient datill be a long and challenging prodasaddition, there anefrastructure
challengesuch amitedInternet connectiwt
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Stakeholder Recommendations

One stakeholdexpressethat CB-HIPP or a similar projeshould providastrongM&E roleduringthe
developmenand pilotingdf an interoperable HMIS &msure implementati®as intendedhis stakeholder
alsosuggestethat, for nationabuy-in, countries shouldgy a role in management of the system as it is
developednd piloted.

Portable Heath Care Financing Options

As part of the Standard PackageHUI®P alsocallsfor the development of portable health insurance options

to covermmobile population membexten they are outside of their home coutinder CBHIPP, the
implementing partner Abt Associates conducted severaltstudimsn the development of portable health
insurance options. Ehpartneexaminedhe cost ofa defineghackage of health sergi¢ellV, TB,FP, etc.)

in Kenya, Rwanda, Tanzania, and Uganda to compare costs and understand drivers A sociates
alsoexamined facility service readiness at-baovder sitefo providethe package skrvicesAbt Associates

found healthcare costerehighest in Kenya and lowest in Uganda with Rwanda and Tanzania in the middle.
Main cost drivergzere identified daiman resources and dragdcommoditied-indings also indicateat
facilityreadiness to provide the paclafdesalth services examined was\vathh nostcrossborderfacilities

unableto provide all services.

Abt Associatealsoexamined demand for services and ability and willingnesotogesyices among a
subset of mobile populatiofiengdistance trucdrivers, fisherfolklearing agentand all households)
Findings indicatinat fisherfolk, who hawke highesteed for services, hiwtlowest ability and willingness
to pay

Finally Abt Associatesonducted an actuarial anajysi;ng Kenya as an exampleddeterminedhatthe
least expensiwption would be to cover everydaeservices in East Africa outside of Kengjust mobile
populations

Next Steps

Stakeholders report that the next step in the processvsltipdeoadmap for how to move forwasgith
developing a portaldhealthcareption. Theyautionedhat nore studies aret needednd waredagainst
0anal ysbs paralysis

Challenges

St akehol de heseiss@muehdo db hbaetf od teheadthcagreption carbbleceme a reality. For
example, aimteroperable HMIEMRs, anduniversal health coverage in all participating coamtries
necessaiyrecursor$o a publi¢ portablehealthcareption

Recommendations

One stakieolder suggestelat a regional champion at EA€2ds to be identified taake ownership of the
effort and move it forwaydirstbyworking with national stakeholders to create a road map for the

development of a portalfiealthcareption Thestakeholdrrecommended pilotirgportable option on a
small scalendlooking at thé&curopean Health Card to see if there are any lessons thedgalied noting
thatonot hi ng | i ke this exists in the African context.

CB-HIPP Performance and Costing Evaluation 29



Capacity Strengthening on Migration Health

As part of the Standard PackageHUI®P callsfor the development ofragional toolkit for regular capacity
strengthening of HCWsd managergorking in crossborder settingt the time of surve\CBHIPP hal
adapted ad implemented @BPE training curriculupand adaptedragionamigration health curriculum
(through the International Organization for Migration) for frontline HCWs and mahiageghCB-HIPP
implementing partn&ederation of East African FreightWwarders Associations (FEAFF&) HIV
workplace module for freight forwardees also developed.

CB-HIPP also facilitated thaetégration of mobility aratossborder and mobilpopulatiorserviceprovision

topics ino continuous medical education sessihe use odigital platforms such as WhatsApp for

information sharingndcrosh or der exchanges at CBHUs to share inf
gandards opractice, treatment guidelirets, to promote mutual understanding of country systems

What Worked Well and Achievements

Many stakeholders interviewed about capacity strengtiteditigecrossborder exchangashere they
learned about health systems on other side of the, lasrtter most useful training received.

In Kenya and Uganda, trained HCWs reported they had joint trainingesiym nationaturriculum
(National Training Curriculum for Most at Risk Papdiatioesst t he t r.&i ni ng was 0good

Some stakeholdeeported that HCWs used to have a negative vigntizulakey populatiogroups(i.e.,
FSWs, MSMand people who inject driigsut the training helped them understhatlit was important to
servahese populati@withoutstigmato reduce new inféans.

CBPEs who received training reported that it was useful and that they learned about behavior change
communication angere trained ohealth messages to share with pgBREs also learned how the CBHU
would function, their role, and how to congtidtecollection forms

The FEAFFA HIV workplace module has been incorporated inEastié\frica Customs and Freight
Forwarding Practicing Certificate as a mandatory component.

Challenges

Moststakeholders interviewed about capacity strengtheningradianifelt thatoo few HCWs were trained
(usually judtvo to thregoer health facility) and thas a result, many HC\At8l stigmatize key population
memberand are not sensitized on addressing key populations in themessontext

Contextual Factors

Stakeholders noted thatrse trained HCWSs have been transferred

Stakeholder Recommendations

Stakeholders strongly recommended that (moeserall) HONsbe trained, and thedfreshetrainings
should be providdoecausenost HCWs werained over two years ago.

3 At Kenya/Tanzania sites, HCWs were trained separately. In Tanzania, HCWs were trained using a Tanzanian national
curriculum (Participants Manual for Comprehensive Package of HIV and Health Interventions for Key Populations in
Mainland Tanzania ).
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Some stakeholders advocated inclusiamofiulein the HCW training curriculuom providing care to
people who have experiengeddeibased violenc®thers noted that mangossborder and mobile
populatiormembers are yng andsuggested thdtetraining includamodule on providing youfriendly
healthservices

Refresher trainings fGBPESs were also strongly recommernedusaenost were trained over three years
ago.

Stakeholders also recommended thathhGilV andCBPE training be followed by joitrosshorder)
supportive supervision from C/DHMTs to ensure HCWSGBRES arénteracting witlcrossborder and
mobile populdons appropriately and to improve on reporting and data management

Stakeholder Satisfaction

Healthcare workeeddCBP Es who wer e trai ned r e@botintmestcaseshat t he
had trouble articulating specifics about what they learned or liked about the I@B8RErainings. This

may be because the trainings occurred two to three years ago. Stakeholders were most enthusiastic about cross
border exchanges and the opportuhigge provided to understand health systems on the other side of the

border.

Learning and Knowledge Management

As a learning project, EBPP aimedto creatknowledge to strengthen the evidencefbaseossborder
healthandfacilitate sharing of knowtggland use of evidenté&e goal of which wasinform desigand
implementationf programsand policies on crebsrder health programmifreas of focutor CB-HIPP
assessmesrind studiemcluded mbility and its impact on access to health seia#ability, demand, and
access to cros®rder health servicdgalthseeking behavior of crdssrderand mobile populatigin East
Africa;thepolicy environment for cro®rder healtrandhealthcarénancing

What Worked Well and Achievements

Several stakeholders reported that the studies conducteHlBPGEhd the data gathered by CBHUs
oopened our eyes 4tnformationrgatherechandsshated yHIBP ar@atedawareness
aboutcrossborder and mobile populat®mcluding theize of populatiogroupsat crossorder siteand

why they chose to receive services on other side of the Aorebemple frequently reported by stakeholders
was thaFSWs avortclinics where they might run into cliestgheysoudnt services on the other side of

the borderOther stakeholders explained tibatecrossborder and mobile populatistencedfaciliies

across the bordeecausthe facilities werctually closer thaimosein ahome countyr district, or because
clientspercéved the facilityto offer higher qualitgervices. Manyose to receivdlV services otheother

side of border because of stigma.

The studies alsddntified unique needsarbssborder and mobile populatgsndthe need forsensitization
of HCWs Some unique neegientioned by stakeholders were that-traster mobile groupsereoften
pressed for tim&or examplgruck driverdave strict time requirements for delivinpther commonly

4Theter m d0eye opener 6 was used by several stakeholders to describe the
CB-HIPP.
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articulated example was th&Ws ad fisherfolkare more active miglt, and thereforgt is important to
offer moonlight outreaches at accessible locations (espgthpbeaches).

At thesite levelstakeholders reported tthetawerevery useful for programming[we aregble to

understand the number of FSWSs, $patts, challenges of being on ART as a mobilepéataon

numbers ohonnationatlients waalso used fdsudgeting for drugs and commodit&se national

stakeholder commented that the prdjadba unique har act er t hat programmi ng w

The assessments rhaye been uséa inform policyOne nationalevel stakeholder in Kenya reported that
theformative assessmeavds usetb inform theNational AIDSIrategid-ramework

Challenges

A few sakeholdersuggestethat although sseminatioefforts were good, they wotlaveliked to have
sea studyfindings disseminated even furtéed in abbreviated formaaad notedhatthe iformation
couldbe useful beyond East Africa.

Contextual Fact ors

Stakeholderzportedhat it wasime-consuming to go through ethics review committees in multiple countries
andthatthis slowed progress.

Stakeholder Recommendations

Sakeholderstronglyrecommended that theowledge gained fraime assessmerasd program activitibe
used to inform regional and natiqraicies

Stakeholder Satisfaction

At the site levettakeholdemsere highly appreciative of the assessments and data gathered for/at their site,
becaustheywere able to uskd data directly for budgeting and planning.

In generaltakeholders praised the thoroughness of the assessmdéhtsnew knowledge that was
uncovered about crebsrder health issues.

Policy and Regulatory Support

Each of theeomponents of th&andardPackage has policy implications, requstaiggholdeengagement at
the county/district national, and regional lexeldevelop supportive policies. The Standard Paskécleis
drawn from the EAC minimum package of serface¢sansport workers and mobile populatiatisfor the
development of a regional service delivery fram#vabifiacilitates access to quality carerdssborder and
mobile population

Next Steps

Numerous tskeholders tied sustainabilitC8&H | P Brédssborder health woro policy. At all levels, they

stressed thaneed to entrendtinework in policy to sustaindno t i n g ontinbed hatioaahhd regional

e ngage me n tStakeloldemsuggerdthitpobicy work shoultbcus ormainstreaming crebsrder

health into national/regional systefi®y also suggestech ar moni zat i o etompassings s coun
many aregsuch asesting and treatment regimens (for HIV, TB, etc.), referralsydatancollection tools,
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HCW trainingandquality of servic&takeholderslsoexpressethat policy worlshouldfocus on data
sharing and other policiescessaty suppori@aninteroperable HMLS

Challenges

Many sakeholderassertethat plicy changisan iterative processama | ong wal k6 t hat i s
different systems and processes in each cAmbge stakeholder commentixhe year is a like a day in
politicsd

In additionalthougtstakeholdergenerally believéitat the EAC has the role and authority to move the
policy agenda forward, some noteditttatnal issues at EAC regarding where to housédordss work
(HIV/ AIDS Unit or East African Health Research Commissiagpresent a roadblock to progress.

Stakeholder Recommendations

Sakeholderagreedhat policy is needed for sustainabilitytHmzoe weredifferences of opinioon who

should take the policy process forw@aine think this is a role that can be transitioned to national

governments arttie EAC. Others thinkhat CB-HIPP should lead policy efforts for crossder health

because they have data, | e®s aOB8IPRhesthe abiktydandhave 0s h o\
resources to engage and convenedédighstakeholders.

Regardless ofhe moves the policy agenda forward, stakehsldggestethat it was important wapitalize
on the political will that has developed attmty/district levehndnot losemomentumSome expressed
concern that witho@B-HIPP and a supportive regibpalicy framewortk t he wor k woul d o0di ¢

Somestakeholders suggested creaiitigy briefs to disseminate findings widely to policy makers and others
noting that dferent products are needed for different audieDoesstakeholder recommended that CB

HIPP placea technical person at EAC to oversee and coordinagbordereffortsto give focus tehe

EAC to prioritize¢he Standard Package agenda.
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RESULTS:@STNG STUDY

The cating studynalyzed historic project expenditures to explore spending on each of the seven program
components and the breakdown of these expenditures by category. We thethesssss#dCB11PP
programmatic scalg, including the development of a model tieptearious scalp scenariog.he
scenariosomparedcaleup under an international implementing parnecal organizatipandan

international implementing partmarking with local service delivery partners

Table6 summarizes the total estiethexpenditures on each of the seven program components over the
reporting period September 2014 to August 2019, along with the percentage breakdown of costs to program
componentsThe largest share of costs was spent on capacity strengthening on haglthti@26),

followed by direct service delivery and referral @&%gortable healthcare (18%)

Table 6: Cost breakdown by program components

Collab oration Portable Dlre(?t Capacity . Learning and  |Policy and

Program and service Interoperable | strengthening
N health . A knowledge regulato ry (Total
component  [coord ination delivery HMIS on migration
care management | support

system and ref erral health
Total
expenditure
$) 1,624,19812,207,390| 2,167,757 738,453 2,869,278 1,205,645| 1,261,662 |12,074,384
Percentage
of total
expenditure 13 18 18 6 20 14 10 100

CB-HIPP projectcosts evolved over tinleh e  p rcampanents &ere developedsrearly yearandit
implementethesecomponents at up to six sitahouglthe number of sitesasscaled back to focus on
learning sites along the Kenya/Uganda bdpdgect operationduring the assessmémtusdon executing
the CBHIPP package at three learning sites. Research on portable healthcare financing aésns and
border HMIS sloweds thaegulatory environmehampered development of these compon€&hescosts

in Tables represent the total expenditurglyjectcomponent over the project history.

Figure3 displays the expenditures for gacfectcomporent by costing element. Personnel is the largest
expenditure, representingpedcenpf the totalThis includes cost for local staff at the project headquarters

and abowsite staff for project managemditte second largest expenditsiseiawards, wbhh maleup a

significant fraction of costs foertainprojectcomponents. Theutawards for the development of portable
healthcaréinancing options were used to conduct studies of the potential costs for these options in the region.
Sulawards were alssedor the development of crebsrder HMIS tools ancbntinué to be used for

direct service deliveBulawards for direct seve deliverywerespent on personnel (approximately half),

followed by meetings and training, with small amounts spent on office expenses and &lle3port.

presents a mapping of leeymwards for program components.
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Table 7. Key subawards, subpartner

Key subawards

Functional coordination and
collaboration

s, and activities conducted through

Partners

FEAFFA

subawards.
Activities

Training curriculum for customs
workers

Portable healthcare financing
options

Abt Associates

Healthcare financing studies

Direct service delivery and

North Star Alliance

Link patients to health facilities

management

referral Transcom
Cross-border digital HMIS Medic Mobile Develop digital health tools
Capacity strengthening on Internelltlor)al Integrate migration health into
e Organization for ’ .
migration health and others 2 public health training
Migration
Learning and knowledge N/A N/A

Policy and regulatory support

African Institute for
Development Policy

Policy briefs, studies, and
dissemination

Meetings and trainings were the third largest source of expenditures, repregerdeérpi tetotal.

These includsuchitems as trainings forossborderpeer educators and HCW at the site level and
coordination meetings at all levEigpenditures on meetings and trainings represdriedcenof

expenditures categorized bygrgectcomponentearning and knowledge management, which includes the

siteassessmeniBransportation for headquarters staff performing training and supemidiavel to local
and regional meetings and international trapetsent a smaller portion of program costs, as do office

expensed\s in Table, these breakdowmf costs represent historical expenditures over the lifetime of the

project.
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Figure 3. Cost breakdown by program component and category

Policy and regulatory support | NN

Learning and knowledge management e
Capacity strengtieer;ilrzg on migration I

cB digital HMIS [

Direct service delivery and referral B e

Portable health care financing options D b
Functional coordination and collaboration I

m Personnel m Subawards m Meetings and training

H Transport and travel m Office expenses

CB: crossborder

Scale -Up Scenarios

Ten crosdorder sites were initially proposed forHIBP activitie fiveland borders and five wet borders.
These sites were located along the Kenya/Uganda, Rwanda/Uganda, Kenya/Tanzania, Rwanda/Tanzania,
Burundi/Tanzania, Uganda/Tanzania, and Rwanda/DRC borders. Six of these sites were implemented
(shown in Figre 1) three along the Kenya/Uganda border, two along the Kenya/Tanzania border, and one
along the Uganda/Rwanda border. In 2019, the project shifted focus to the learning sites along the
Kenya/Uganda bordgthese are the three sites in operatitimetime of assessment

We examinedbir scaleip scenariahat increase the number of sites fromirtitialthree sites to the six
implemented sites or the ten proposed Wifeslso considerdukicost of expanding the number of sites
using an internatial or local implementing partner. The sqalcenario®llow.

1. Expand tosiximplemented sites along three borders with an internatipleshenting partner
2. Expand tesiximplemented sites along three borders with arfggamenting partner
3. Expand taenimplemented sites along seven borders with an internatjgeatenting partner
4. Expand taenimplemented sites along seven borders with anpbainenting partner

These scenarios contain elements ofmjectcomponents. Functional coordination and collaboration, as

well as policy and regulatory supperte beefostered through crod®rder meetings that scale up with the

number of bordex. CBHIPP supports direct service delivery through trainings and coordination meetings

that scale up with the number of sites. Capacity strengthening on migration health is achieved through training
of HCWs andCBPEs that scale up with sites.

The otheriree componeriisdevelopment of a crebsrder HMIS, portable healthcare financing, and
learning and knowledge managefinant not explicitly accounted for in the sgalscenarios. Development

36 CB-HIPP Performance and Costing Evaluation



of a crosdorder HMIS has not been implemented because®f pairiers. Portable healthcare financing

has been studied, but also has not yet been implemented. Learning and knowledge @aethatiesnsath

as site assessments, have been conducted at each of the 10 sites featured in these scenalios. If addition
different sites were to be considered, the cost of site assassdeerite current GBIPP structurevould

need to be considerdehach of these program components are important to the overall objectives of CB
HIPP, butsome have been implemented tesser degree dack evidence for scaip.

Table 7. Annual cost of scale -up scenarios

Annual cost
Scale -up scenario (million USD)
1. Expand to previously implemented 6 sites using an international implementing partner 216
2. Expand to previously implemented 6 sites using a local implementing partner 141
3. Expand to 10 proposed sites using an international implementing partner 277
4. Expand to 10 proposed sites using a local  implementing partner 196

Some of the resources required by thellB® program are fixed regardless of the number of sites in each
scenario, such esntrallevelprogram staffsitelevel staff increasa)d office costs. Other resources vary by
the number of sites, such as in@s, local and national crbssder meetings, and monitoring activities.
fixed expenses for program operatinake ugust over half of the total expenses in the baseline. Adding
additional program sites increases total costs less than proyaanedisufEor more information about

the assumptions used in the scenarios, refer to the Methods section.

Table7 displays the annwegtimategbrojectcost under each scale scenaridt is assumed that thesites

can be implemented at once,ibtgrviews suggest that segdeshould be a stepwise procels.actual

annual cost will depend on the number of sites that can be established and maintained in each year, according
to the situation along each boréstablishing sites along one boaodex country can help pave the way for

national policies that support expansion along another border. However, each border brings unique challenges
in coordination that must be overcome. On the other handptbjestsites have already begun the process

of crossborder implementatioto some degree, and have regional relationships through the EAC to help

support the process.

The figures in Table 7 provide information about the cost to continue the program at varying numbers of sites,
assuming that thesites will require similar numbers of staff, CBPE, and similar levels of coordination as
existing sites. The incremental cost of scaling up to 10 instieadesis similar whether a local or

international implementing partner is used. The sadngeding a local partner are mainly from reduced

staffing costs.

In the longer term, the goal of €lPP is toaddress the uniquiek factordaced by mobile populations

throughout théroader healthcasgstemMany additional crebsrder sites in thregion experience the

same issues with mobile populatamnthe tesites previously assedsgCBHIPP. CB-HIPP staff reported

that the current program model was designed to scale up to new countries, borders, sites, and contexts.
Clinicians should lined on the specific risks to mobile populations and patients screened and documented
appropriatelysing digital health too[Bomestic funding should be allocated for 4¥osser cooperation to

improve patient loss to follewp and commodity avaiikty.
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SUMMARY AND DISCUSSION

Overall, results of the performance evaluation show that-tiEP€Bprogram was highly valued by
stakeholders anbdatthere is a desire to continue the work ¢HIBP. The components of th8tandard
Package are very interdependent and work togetheatthe success of the programpving any of the
key components of the package would have reverberating effects through the rest of thBamogram.
component$ an nteroperable HMIS araportable health insurance pagkdgve not yet been realibed
are also believed to have high valeasnring continuity of care for these populations.

Coordination and Collaboration System

CB-HIPP made a concerted effort to includ&eholders at all levelglecisiormaking process from
assessmertiroughimplementatiorand reported that thincreasestakeholder satisfactidnyin, and
ownershipNational and silevel stakeholders expressed appreciation for the consultative process. At the site
level, stakeholdengere enthusiastic about crbesdercoordination and collaboration. They reiterated that
previously they did not know or even consider their counterparts across the border, but now had productive
relationships witthese counterparts

A significant share of GBIPP resources were spentoonrdination andollaboratiorsystems, which are
essentiab crossborder health programming and unidal other components of the Standard Package
component is alsdosely tied tpolicyand regulatory suppdrécausesgionapolicy engagemeistan
iterativeconsultative process that requifsctive and sustaineadllaboratioramong Partner State
stakeholders.

Direct Service Delivery and Referral System

CBHUs have been shown to be a viable service delivery model tc08:§ipddtand oher service delivery
goals They demonstrate lodabel commitment to crebsrder health and the belief that healthcare should
be accessible to all, as well as the ability and willingh€¥8soind managers to effectively coordinate and
collaborate agss borders.

Stakeholders at Kenya/Uganda sites were most enthusiastic about CBHU achigwsinmrisessan

perhaps be attributgdd some degret national health systems (devolved and decentralized, respectively)

that allowlocatlevel authority and decisimaking, but also to the more sustained period-6flEB

support. Stakeholders at Kenya/Tanzsiteaexpressed appreciation for-8B P Btiétegy and support, but

project activities were not sustained at these sites followthg @B 6 s departure. This ca
attributedlat least in some pax the relatively short period of implementation at these sites.

Coordination and collaboratisystems underpihework of CBHUS, providing a necessary platform for

planning and monitoring CBHU activitkesl providing outreach beyond the faddigl engagements

Stakeholders again suggested expgrdm@gmnvolvement to a more diverse set of stakeholders by
sensitilngpolice and soldiers ¢imeimportance ofhnepr ogr amdés act i vi t idedanedand spe
people living with HI\fo access ARTAdditionaly, providing forsensitization gfolice, religious leaders, and

other community stakeholdersaoassborder and mobile populatimas a means that stakeholders

suggesdof reducing stignmfar crossborder and mobile populatsn

Although the CBHU model is viewed as successful by every stakeholder we spakgsuiggestion®r
improvement focused @BPEswvho are a linchpin of this progreé@takeholders at CBHUs requetted
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engagement aidditionalCBPEso reach morerossborder and mobile populatgendfacilitating the
CBPEsat a higher ra@ndmoretimely manner) to sustdireirmotivation Stakeholders also suggested that
increasedequirements for arsgnsitization dEBPEs, andprovision ofidentificatiorcards folCBPEs to be
recognized by authoriti@uldresult in more effective implementation of outreach activities.

Capacity Strengthening on Migration Health

Most of thetraining to strengthen tieapacityf CB-HIPP partners to seresossborder and mobile
populatios wasprovidedn the early years thie CBHIPP programAlthough most stakeholders indicated it
wasimportant, few of them recalled the content ofrtiring suggesting that req@esefresher trainings
may beneededSakeholderalsostrongly recommended that more (or even all) HCWSs be toaieddce
stigma and improve service provisiortfossborder and mobile populatihlealthcare workeese
frequently transferred in teesregsindthus trainings for new HCWs arriving at-BBPP sites may also be
necessanAdditionaly, turnoveramongCBPEsmaycall forintermittent refresher trainings faw
volunteersStakeholders suggested addimgculum modulegboutgendetbased violence and yottiendly
servicemoting that training in these areas would be particularly relevant when wor&ingswitrder and
mobile population

Sakeholderseported that they valued the ciiossler aspect of the PP model, and mgtwere

enthusiastic about crdssrder exchanges and the opportunity these provided to understand health systems on
the other side of the bord&takeholdelso advocated ffint (crossborder)supportive supervision from
C/DHMTs to ensurghatHCWs ad CBPEsareinteracting witlerossborder and mobile populat®n

appropriately, and to improve on reporting and data managdthenghthese types of crebsrder

exchanges providgportunities foimproving service provision for targeted populationsgéinegiso be

complicated to plaand implemerdependingn the border site

Learning and Knowledge Management

Stakeholders strongly recommended that the knowledge gained from the assegsrogramandivities be

used to inform regional and national poli€iaghe groundglarning and knowledge management activities

provide important information for CBHU programming and capacity strengthening for migration health.

Several stakeholders comted on the uniquenessof-@B PP 6 s f o-botder health wark andsthe
projectds emphasis on using data to inform progr al
provides vital information for raising awareness aboubordss healtissues for policy engagembnt.

general, stakeholders praised the thoroughness of the assessments and the new knowledge that was uncoverec
about crosborder health issues, particularly at the site levelsiaketgolders reported that they had gained

the abilityto use the data directly for budgeting and planning.

Some stakeholders suggested creutiiog briefs to disseminate findings widely to policy makers and others
noting that dferent products are needed for different audiences.

Policy and Regulatory Support

Stakeholders femtlamantlyhat national and regional policggsentiab sustaining the crebsrder work

initiated by CBHIPP. There is widespread recognition that the Standard Package must be mainstreamed into
national and regior@adlicies if it is to be sustainadd these efforts must accountanying levels of
decentralization among countries. Stakeholders further recognize that coordination, collaboration, and policy
engagement require a dedicated lead and funding to encoedhitative process forward. However, there
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were differing viewaboutwho is best suited to lead the process at this time. SomeH#BPGB a similar
donorfunded project, perhaps with a dedicated staff person at EAC, would be best placeddcrosse t
border agenda forward. Others look to national governments and the EAC to fill this role.

Stakeholders acknowledged that policy eeorbecomplicated by different systems and processes in each
country Stakeholders noted the importanceapftalizing on the momentum generated by the pragthm
county/district level® movethe policy agenda forward

Interoperable Digital Health Manage ment Information System

Althoughstakeholdarecognize that anteroperable HMIS and a portaféalthcareption aremportant
components of th8tandard &ckagethey acknowledge thawitl likely take yeafsr these components

be realizedne sakeholder suggested t8&HIPP or a similar projeshould providastrongM&E role
duringthedevelopmerdind piloting of an interoperable HMIQtwsure implementatiesxcarried ouais
intendedThis stakeholder also felt that, for natibogin, countries should play a role in management of the
system as it ieingdevelopednd piloted.

One of the biggest barriers to creating an interoperable HMIS will be achieving consensus at the national and
regional levels amavigating the legahdpolicy environmenthe policy framework for the sharing of

individual patient data particularwill be a long and challenging proc&itisoughthe technology to create

an interoperable HMIS exists, infrastructure challenges, such as limited Internet connectivity, will also need to
be addressed.

Portable Heath Care FHnancing Options

A lot of resoures have been dedicatedttalying the possible options for developing pottebléhcare
financing options. However, stakehol dbenlthcarmot ed t h:
option can become a reality. For example, an interoptiviBIeEMR, and universal health coverage in all
participating countries are necessary precursors before a publicealthbsreption can beomea

reality.

Costing Implications for Scale -Up of CB-HIPP

Four scaleip options were presented vatliimates of associated cost for each sceaayiog from $1.3 to
$2.6 milliorlUSD per year for between six and ten additionalB@&esuse the components of the Standard
Packagevork in harmony to achieve succes®lild be difficulto implementtie components a

piecemeal fashiamder a scalgp scenario. Learning datwledgenanagement activities new sites
outside of the 10 previously assessedt] need to be considered sepgrfaten the costs estimated as they
are important in feedjrinto the policy advocacy and regulatory support.

The majority oprogrammatic costiiring CBHIPP were related tpersonnehighlighting the large

percentage of staff time spentlo@ operation of the CBIPP modelSutawardsvere the secorgteatest

share of the costs estimagedoss the components, althougtstiege spent asukawards was highly variable

for each componeritvestments imeetings antlainingwerealsohighly inconsistent across sesen

project components and reflect tlag¢ureof work in each area. The largest shareeefings and training was

spent on capacity strengthening on migration health and the smallest share of meetings and trainings was spent
assessing portalblealthcarénancing options.
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Althoughstakeholderseregenerally vemsatisfiedvith the work of CBHIPP,they had twoperational
suggestiorthatwould require additional resources to implebemnd what has been costed in this study

1. Establish a project office in each country
2. Increasehe financial support provided@8PEsand ensure payments are madetionedy basi
Additional pogrammatic expansiosigggesteadiould also require additional resoutttaishave not been
estimated

1. Extend coordination and collaboration systemgeader range of stakeholders

2. Possiblassignmendf aCB-HIPP staffperson at EAC to move the agenda forward

3. Increasthenumber of facéo-facecoordination and collaboration vibysCBHIPP staffand
continuing these throughout the projantl ense thatCBHUs and other stakeholdehsire
knowledge, and lessons learned, across the border
Increasthe number of facilities involved in CBHUs beyond ttlosesto the border
Increas¢henumber of trainingsensitizatiotrainingsand joint learning activities for HCWs and
others involved in CBHUand developew modules on gendgaised violence and yoditiendly
servicegOur costing analysis includes two trainings per year for 30ge€Csits, and the
incremental training @as under $300 for each HQW
Increase the number of moonlight outreaches
Increase services offeriettiudingthe provision olubricants to FSW and MSM and defaulter tracing
for immunizations

8. Increase the numberBEs. We estimate the incrementat o adding &BPEisless thai$250 per
year.

9. Increase trainisgsensitization and regular refresher traininBEg$oDur costing analysis includes

two trainings per year for @BPEper site, with an incremerttaining cost of under $45 per PE.

10. Provide sensitization for other stakeholders, specifically police and soldiers

11. Providgoint (crosshorder)supportive supervision for HCWs and.PEs

Sakeholders involved in moving thel@BP model drwardshould dede which of these suggestions are
priorities
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RECOMMENDATIONS

Stakeholders werenvenedo discussll components of the Standard Package and gave many thoughtful
suggestions for the future of €BPP. Summaries of theiegeral recommendationsganized by topic and
component, follow

1 Continue to investigate options and develop-barder HMIS gstablishportable healthcare
financingdissemin&CB-HIPP results, and budget for these actiftitidsichare not considered in
the scaleip analysis

1 Continue to engage at all legrglgional, nationautnational, and sdeve) to implement new sites
and continue collaboration at existing sites.

Operational

Stakeholders suggested that having a program office in each country would increase accessibility and facilitate
problemsolving We recommend the following:

1 Identify a feasible solutionitezrease accessibility and facilitate predurimg

1 Evaluate the need for local supervisimM&E staff at more remote locations, instead of relying on
transportation from headquarters.

Programmatic expansions

Stakeholders suggestacherousvays to @andthe programWe recommend the following:
9 Consider the menu of opportunities available and prioritize any additions to the existing scope

Interoperable digital HMIS

A gakeholder suggested t6&HIPP, or a similar project, providstrongM&E roleduring development
of the systemWWe recommend the following:

9 Identify the organization or actor that can fulfill this role.

Portable healthcare financing options

A gakeholder suggested that a regional champion at EAC be identified to take owtherslfiiprofo
move thicomponent forwardVe recommend the following:

1 Work with stakeholders to identify a willing party to assume this role.

Policy and regulatory support

Sakeholdersoncurredhat policy is needed for sustainabilitthbdmixed opinions about who should move
the policy proas forwardWe recommend the following:

1 Gain consensus on who will Ipaticy advocacy efforts agapitalize on the political will tigB-
HIPP developd.
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APPENDIX A.PERFORMANCE EVALUATIOMNNTERVIEWEES

Table Al . Interviewees for the performance evaluation

Regional stakeholders

, listed by organization

Title Organization

Information and communication technology
officer

principal

EAC

National stakeholders fi Kenya

Medical officer (TB/HIV)

National AIDS and STI Control Programme
(NASCOP), MOH

Technical advisor to the director general

MOH, Kenya

Professor

School of Public Health, University of Nairobi

Director of biomedical informatics

IntelliSoft Consulting

Head of research

National AIDS Control Council

National stakeholders fi Uganda

National coordinator, HIV prevention

MOH, Uganda

Principal medical officer care and treatment

Department of Disease Control and Prevention,
MOH, Uganda

Site stakeholders fi Busia, Kenya; Busia, Uganda

County director of health

MOH, Busia, Kenya

County AIDS and STI coordinator

MOH, Busia, Kenya

Public health educator (PHE)

MOH, Busia, Kenya

Subc ounty AIDS and STI coordinator (SCASCO)

MOH, Matayos Subc ounty, Busia, Kenya

Senior technical officer

AMPATH, Busia County, Kenya

PE
Community health assistant (CHA)

Busia Subc ounty Referral Hospital, Busia, Kenya

Public health officer

Nurse co unselor

Busia Subc ounty Referral Hospital, Busia, Kenya
AMPATH, Busia County, Kenya

District chairma n

Assistant chief administration officer (CAO)

Busia District, Uganda

District bio statistician

MOH, Busia District, Uganda

ARTclinic in -charge, CBHU focal person

Busia Health Centre 1V, Busia, Uganda

Site stakeholders i Malaba, Kenya; Malaba, Uganda

Subcounty TB and leprosy program ¢ oordinator

MOH, Teso North Subc ounty, Busia County,
Kenya

Nurse, CBHU focal person

Malaba Dispensary, Malaba, Kenya

Comprehensive Care Center in-charg e Malaba Dispensary, Malaba, Kenya
HTSprovider

CHA

PE Malaba Dispensary, Malaba, Kenya
Representative CAO Tororo District, Uganda

District health office r (DHO) Tororo District, Uganda

District health educato r (DHE) MOH, Tororo District, Uganda

District biostatistician

MOH, Tororo District, Uganda
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Title ‘ Organization

Site coordinator
HTScoordinato r

North Star Alliance (NSA) Wellness Center,
Malaba, Uganda

Nurse, CBHU focal person , PEs

Malaba Health Centre Ill, Malaba Uganda

Site Stakeholders fi Sio Port/Port Victoria, Kenya; Majanji, Uganda

Subcounty medical officer of health MOH, Bunyala Subcounty, Busia, Kenya
SCASCO

Subcounty medical officer of he alth MOH, Samia Subc ounty, Busia, Kenya
SCASCO MOH, Nambale Subcounty, Busia, Kenya

CCC in-charg e (AMPATH)

Sio Port Subc ounty Hospital, Busia, Kenya

Health records information officer

Sio Port Subc ounty Hospital, Busia, Kenya

Facility in-charge

Lumino Health Centre Ill, Lumino Uganda

Assistant DHO

MOH, Namayingo District, Uganda

PEs

Sio Port/Port Victoria, Kenya and Majaniji,
Uganda

Site stakeholders i Muhuru Bay, Kenya; Kirongwe, Tanzania

County director of health promotion
Medical officer of health

MOH, Migori County, Kenya
MOH, Nyatike Subc ounty, Migori County, Kenya

Subcounty surveillance officer

MOH, Awendo Subc ounty, Migori County,
Kenya

Nurse, focal person CBHU , CHA, CBPEs,public health
officer

Tagache Health Centre, Mahuru Bay, Kenya

District medical officer

MOH, Rorya District, Tanzania

District AIDS coordinato r (DACC)

MOH, Rorya District, Tanzania

HCW, Male Ward , Data Clerk
HCW, Maternity Ward

KMT Shirati Hospital, Shirati, Tanzania

Site stakeholders fi Katuna, Uganda

Acting DHO, former
Health Centre IV

facility in-charge , Kamuganguzi

MOH, Kabale District, Uganda

Facility in-charge

Kamuganguzi Health Centre IV, Katuna, Ugada

Site coordin ator (former)

NSA Wellness Center, Katuna, Uganda

4 CBPEsand 2 HCWs

Kamuganguzi Health Center IV

Site stakeholders fi Taveta, Kenya; Holili, Tanzania

Community strategic focal person

MOH, Mwatate Subcounty, Taita i Taveta

County, Kenya

SCASCO

MOH, Mwatate
County, Kenya

Subcounty, Taita i Taveta

Subcount y TB and leprosy coordinator

MOH, Mwatate
County, Kenya

Subcounty, Taita i Taveta

Clinical officer , CCC

Taveta Subcounty Hospital,
Taita-Taveta, Kenya

CHA, PEBs

Taveta Subcounty Hospital,
Taita-Taveta, Kenya

Facility in-charge

Taveta Subcounty Hospital

Facility in-charge

Kitobo Dispensary, Taveta Subcounty, Kenya
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Title ‘ Organization

District medical officer MOH, Rombo District, Tanzania
Facility in-charg e(former),CBHU focal person Holili Health Center, Holili, Tanzania
Nurse, CBHU focal person AMEC Holili Dispensary, Holili, Tanzania

Data coordinator

PE Holili, Tanzania

CB-HIPP Nairobi staff and implementing partners

Chief of party CB-HIPP/FHI360
Implementation  science advisor CB-HIPP/FHI360
Knowledge management advisor CB-HIPP/FHI360
Knowledge management technical officer CB-HIPP/FHI360
Strategic relationship manager Medic Mobile
Africa regional director

Executive director NSA

Senior associate /po rtfolio manager Abt Associates
Healthcare financing specialist

Acting executive director FEAFFA
information and communication technology and

communications
Program assistant
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MEASURE Evaluation Phase IV
Statement of Work for CB -HIPP Performance and Costing Evaluation

APPENDIX B.EVALUATION SCOPE OF WORK

MFEASWRE
Evaluation

MEASURE Evaluation Phase IV

Scope of Work for
CB-HIPP Performance and Costing
Evaluation

May 15, 2019 o March 31, 2020

East Africa

Carolina Population Center
University of North Carolina at Chapel Hill
123 West Franklin Street
Chapel Hill, NC 27517 USA
TEL: 919445-9350 FAX: 919-445-9353
http://www.cpc.unc.edu/measure
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