Logic Model for program evaluation (Nov 21, 2013)											Joelle Brown

Title:  An evaluation of the Safer Conception program (SAFER) in Kisumu, Kenya between January 2015 - 2017 

Intended use and users:  The purpose of the evaluation is to inform Ministry of Health, and health policy makers in Kenya, and other countries in sub-Saharan Africa about the short, medium and long-term outcomes, impact and cost-effectiveness of providing safer conception strategies to HIV-serodiscordant couples who desire conception. Results will also be made available to researchers and program planners. 

Program description: I am planning to develop, implement, and evaluate a Safer Conception program (SAFER) for Ministry of Health (MOH) clinics in Nyanza, Kenya.  I am doing this work in collaboration with MOH-FACES clinics in Nyanza Province. The main research question of the SAFER program of research is to estimate the potential impact and cost-effectiveness of combination prevention strategies for safer conception among HIV discordant couples.  By safer conception I mean strategies that HIV discordant couples can adopt to prevent HIV transmission while allowing conception (e.g. early anti-retroviral therapy in the HIV positive partner, timed unprotected intercourse during the fertile period, pre-exposure prophylaxis in the HIV negative partner, male circumcision, screening and treatment for sexually transmitted infections). 

The SAFER program will begin by developing a Safer Conception Toolkit. This Toolkit will be used to train health care providers and patients in Kenya on safer conception options. The Toolkit will consist of a 1) training curriculum for providers, 2) decision tree for providers, 3) counseling guide for providers, 4) pictorial brochures for patients. The Toolkit will be evaluated through quantitative and qualitative methods, directly observed counseling sessions between patients and providers, and questionnaires to assess knowledge, skills, self-efficacy, and intended use among patients and providers. 

The next step will be to conduct a small 2-year clinical demonstration study at FACES-MoH clinics offering discordant couples (n=80) combination safer conception methods and measure uptake, adherence, sexual behaviors, clinical outcomes (e.g. pregnancy and HIV incidence, obstetric outcomes), patient-satisfaction, provider satisfaction, and costs. We will also conduct qualitative in-depth interviews with 30 participants and 20 providers in the demonstration pilot study to better understand attitudes towards and barriers to safer conception use. Finally, we will carry out a modeling study designed to estimate the impact and cost-effectiveness of strategies alone and in combination (using data from the clinical demonstration study and appropriate historical data).  

Based on the cumulative findings of the above studies, we will refine the SAFER intervention and conduct a much larger implementation study (e.g. stepped wedge or interrupted time series) of the SAFER intervention while monitoring its implementation, cost-effectiveness, and impact.  The long-term goal is to monitor and evaluate the roll out of the SAFER intervention out across MOH clinics in Kenya.  Therefore, I would like to think about what variables we will need to evaluate in the long-term so that these can be explored now during the research phase, and incorporated into the electronic medical records at the MOH clinics. 

Below is a draft Logic Model for the SAFER program.  The table is stratified by environmental/organizational (red), provider (green), and patient (blue)-level factors.  

[bookmark: _GoBack]This model is informed by Social Cognitive theory and we will incorporate measures of provider and patient behaviors, outcome expectations, and self-efficacy. 

	SAFER Five Year Logic Model – Individual, provider, and organizational level evaluation
Purpose: To strengthen the capacity of the HIV prevention workforce in Kenya to implement, and sustain safer conception strategies to reduce HIV infections among HIV-serodiscordant couples who desire conception. 



	Resources/Inputs
	
	Activities
	Outputs
	
	Outcomes

	
	
	
	
	
	Short
	           Medium      
	         Long

	· NIH K01 and MOH-FACES Funding
· MOH-FACES Clinic staff
· 15+ years of experience building capacity at clinics in Kenya with training & TA
· Experience supporting the implementation of evidence-based prevention strategies
· Existing Electronic Medical Record (EMR)
· Management infrastructure
· Existing relationships with local NGOs
· Existing evidence base  and consensus statement for safer conception in low-resource settings
· Clinic leaders are supportive and eager to implement safer conception 
· Partners (local, state, regional, & national)
· MOH providers trained in HIV prevention, care and treatment including many strategies that can be used for safer conception (e.g. ART)
· HIV-affected couples desire conception
· GAPS: Providers are not currently being trained, and patients are not currently being offered safer conception strategies, and the EMR is not tracking use of safer conception

	
	· Create Safer conception Toolkit with input from stakeholders, community, patients, providers: 
1) Training curriculum for providers, 
2) Decision tree for providers; 
3) Counseling guide for providers
4) Pictorial brochures for patients. 

· Inclusion of safer conception endpoints in EMR

· Train clinic staff to use and complete data for EMR. 

· Train providers at multiple MOH clinics using the Safer Conception Toolkit
	· Acceptable and effective Toolkit
· Number of Toolkit trainings conducted
· Number and proportion of clinics receiving training 
· Number of clinics providing safer conception according to Toolkit
· Proportion of clinics including safer conception endpoints in EMR






· Number and proportion of health care personnel trained in Toolkit

· Proportion of providers who counsel eligible patients about safer conception

·  Proportion of eligible patients that are counseled about safer conception
	
	· Increased utilization of Toolkit by clinics, resulting in improved ability to offer specific safer conception strategies (PREP, ART, STI screening, etc)
















· Increased number of providers trained in Safer Conception 

· Improved capacity of clinical personnel to implement 
safer conception counseling, defined as increases in knowledge, skills, self-efficacy, confidence & intended use 

· Increased number of patients being offered safer conception counseling

	· Policy changes at MOH-FACES clinics to include Safer conception strategies 
· Costs of providing safer conception












· Clinician satisfaction
· Increase in positive outcome expectations for safer conception strategies
· Clinician burden
· Pharmacist burden

· Patient satisfaction
· Increased uptake of safer conception strategies by patients
· Increased adherence to safer conception strategies by patients
· Increased self-efficacy among patients vis a vis using safer conception strategies
	· Effective integration of safer conception within service systems
· Increased capacity of clinics to successfully plan, implement, and sustain safer conception strategies 
· Complete and accurate entry of safer conception use and outcomes in EMR










· Increased number of HIV-free conceptions among HIV-discordant couples

	Impacts
· Reduced HIV-incidence related to conception attempts among HIV-discordant couples
· Improved community and population health due to decreases in community HIV infection rates
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